           1                                      Wednesday, 31 August 2011

           2   (10.00 am)

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

           4       William Evans.

           5                   MR WILLIAM EVANS (continued)

           6              Examination by MR MACAULAY (continued)

           7   MR MACAULAY:  Good morning, Mr Evans.

           8   A.  Good morning.

           9   Q.  I think we have three individual reports to look at for

          10       you, and also your final review report; is that right?

          11   A.  That's correct.

          12   Q.  If I can begin by looking at your report for

          13       Catherine Hitchinson, EXP00310001.  We have the report

          14       on the screen.  If you have a copy you want to work off,

          15       then whatever you find more convenient.

          16   A.  Right.  Okay.

          17   Q.  If we turn to page 4 of this report, do you begin by

          18       telling us that Mrs Hitchinson was admitted to the Royal

          19       Alexandra Hospital on 20 December 2007 with abdominal

          20       pain?

          21   A.  That's correct.

          22   Q.  What was the position thereafter, just looking to her

          23       medical history?

          24   A.  Well, the medical diagnosis was confirmed as acute

          25       pancreatitis of unknown aetiology.
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           1   Q.  Did she then remain in the Royal Alexandra Hospital for

           2       a period of time?

           3   A.  Yes, she was initially admitted to the high dependency

           4       unit for fluid resuscitation and monitoring.

           5   Q.  If we look at page 4 of the report, about halfway down

           6       the page, is there some suggestion there that there was

           7       at least a risk of pressure damage at this time, close

           8       to the time that she was admitted?

           9   A.  That is correct.  Her heels were considered vulnerable

          10       and she was transferred onto a pressure-relieving

          11       mattress.

          12   Q.  Perhaps you could just remind me, looking to the front

          13       page of your report, Mrs Hitchinson was born

          14       in August 1942, so she wasn't one of the more elderly

          15       patients that you had to look at?

          16   A.  That's correct.

          17   Q.  Did they then introduce, if you turn to page 5 of your

          18       report, turning charts in order to manage her pressure

          19       management?

          20   A.  Sorry?

          21   Q.  Turning charts.

          22   A.  Turning charts, yes.

          23   Q.  I think it is the second paragraph from the top.

          24   A.  Yes, there was evidence of turning charts from

          25       30 December to 14 January.
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           1   Q.  Did they also find that she was MRSA positive?

           2   A.  She was MRSA positive, yes, from a screen taken on

           3       7 January.

           4   Q.  Was she then, on 14 January, transferred to ward 15 at

           5       the Vale of Leven?

           6   A.  That's correct.

           7   Q.  That was for rehabilitation?

           8   A.  That's correct.

           9   Q.  Towards the bottom of page 5, you set out what was

          10       contained in the medical transfer letter.  Can you just

          11       summarise that for us?

          12   A.  Basically, the transfer said that she had acute

          13       pancreatitis and there were concerns because of her

          14       weight, and she required physiotherapy and occupational

          15       therapy.  She had been house-bound before admission and,

          16       though she had previously been mobilising with a Zimmer

          17       frame, that hadn't been the case for some months.

          18   Q.  If you move to page 6 of your report, the third

          19       paragraph you mention -- again, you make reference to

          20       the transfer; she had a catheter in situ and was on

          21       oxygen therapy, she was MRSA positive and was to

          22       commence topical clearance.  There was no evidence that

          23       the patient was isolated.  Do you consider that she

          24       should have been isolated because of her MRSA problem or

          25       not?
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           1   A.  Yes, that is part of the policy, that people with MRSA

           2       should be isolated.

           3   Q.  Then in not the next, but the next paragraph, you make

           4       mention of the fact that the nursing notes on 15 January

           5       record that the patient had been hoisted out of bed and

           6       she was able to stand with the help of the physio; is

           7       that correct?

           8   A.  That's correct.

           9   Q.  So it would appear that she was relatively immobile; is

          10       that right?

          11   A.  That's correct, if she required a hoist or two people

          12       and a physio to stand.

          13   Q.  Then you noted an episode that she was found lying on

          14       the floor in front of a chair?

          15   A.  That's correct as well, yes.

          16   Q.  Was that related, so far as you could say, to a fall

          17       or --

          18   A.  Well, it would seem to be.  I mean, she was found lying

          19       on the floor, so that would be the presumption, although

          20       I don't know that for a fact.

          21   Q.  You make mention in the next paragraph of a drug

          22       prescription chart noting that she was prescribed oral

          23       ciprofloxacin from 17 January to 24 January, but there

          24       was no entry in the medical notes that this was

          25       commenced or why it was commenced.
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           1   A.  That's correct.

           2   Q.  Were you able to ascertain from any of the records why

           3       she was being prescribed this particular antibiotic?

           4   A.  I presumed it was for the treatment of the urine

           5       infection, though, as you can see, the sensitivities to

           6       other drugs are noted there.

           7   Q.  Do you also note, then, towards the bottom of page 6,

           8       that she was seen by the dietician?

           9   A.  That's correct.

          10   Q.  And that the staff were to encourage food and fluids and

          11       monitor this?

          12   A.  That's correct.

          13   Q.  Turning, then, to page 7 of your report, I think you

          14       mention towards the top of the page that her sacrum was

          15       noted to be very excoriated; is that right?

          16   A.  That's correct.

          17   Q.  Then, on the 22nd, that's the third main paragraph down,

          18       did you take from the nursing records that the patient

          19       was noted to have diarrhoea + + +?

          20   A.  That's correct.

          21   Q.  Was there then something of a gap where there is no

          22       evidence of diarrhoea until 29 January when, again, it

          23       was noted that she had loose stools?

          24   A.  That's correct.  I think it had been thought she'd been

          25       constipated and that's why she'd been given the

                                             5

           1       medication, to make her bowels move.

           2   Q.  But on 29 January -- it is the second-last paragraph on

           3       page 7 -- you have taken from the records that she had

           4       loose stools that day and that a specimen had been sent?

           5   A.  That's correct.

           6   Q.  You go on to say:

           7           "It is documented in the nursing notes at 15.50 on

           8       30/1/08 that microbiology phoned and informed them that

           9       the patient was C. difficile positive."

          10           Is that right?

          11   A.  That's correct.

          12   Q.  Perhaps if we look at the report, GGC21030037.  I think,

          13       in fact, what we are looking at here is -- I think the

          14       position was the report -- it was actually sent to

          15       Gartnavel for analysis, the specimen; is that right?

          16   A.  I didn't actually see any note of a bacteriology stool

          17       specimen form documenting the C. difficile positive

          18       specimen.

          19   Q.  I think if you look at the document we have in front of

          20       us, you will see the date collected is 30 January, which

          21       doesn't quite tie in with what is in the records, but

          22       I think in the records you told us that on the 29th it's

          23       been recorded that a specimen had been sent?

          24   A.  That's correct, and this one looks like it was sent to

          25       Gartnavel, possibly for virology testing, I'm not sure.
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           1   Q.  We see it says "Post to Gartnavel" on it.  In any event,

           2       the ward knew by the 30th that the patient was C. diff

           3       positive; is that right?

           4   A.  That's correct.

           5   Q.  If we look at the infection control card, SPF01230001,

           6       can we see that the date symptomatic is noted to be the

           7       29th, and that ties in with the patient having loose

           8       stools on the 29th in the nursing records?

           9   A.  That's correct.

          10   Q.  The date positive is 30 January.  Do you see that is the

          11       date they were told?

          12   A.  That's correct.

          13   Q.  On 31 January, the note is:

          14           "Unable to isolate in ward 15."

          15           So would it appear, on the face of it, that the

          16       patient was symptomatic on the 29th and she was not

          17       isolated before 31 January?

          18   A.  That's correct.

          19   Q.  If we read on in the note, can we see:

          20           "So transferred to single room in ward 14 and

          21       commenced on Metronidazole."

          22           So the suggestion is that, because they couldn't

          23       isolate her in ward 15, she was transferred to a single

          24       room in ward 14?

          25   A.  That's correct.
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           1   Q.  Do we take it from that that, on the face of it, she is

           2       isolated as at 31 January?

           3   A.  She was transferred on 31 January to be isolated.

           4   Q.  Were you able to ascertain from the records that she

           5       was, in fact, isolated in ward 14?

           6   A.  The records do say that, yes.

           7   Q.  If we turn to page 8 of your report, the second

           8       paragraph down, I think you record effectively what we

           9       have been discussing; that there was no side room

          10       available in ward 15, so the patient was transferred to

          11       an available side room in ward 14?

          12   A.  Yes.

          13   Q.  Move on to page 9.  On 2 February, is there a reference,

          14       looking at the top of the page, to a small vulval skin

          15       break?

          16   A.  That's correct.

          17   Q.  That is evidence of pressure damage, is it?

          18   A.  It may have been.  It may have been moisture, it may

          19       have been friction.  It's not possible to say it was

          20       totally pressure.

          21   Q.  You make mention three paragraphs below that to the

          22       infection control card entry on 6 January (sic), that

          23       states that she was asymptomatic.

          24   A.  That's correct.

          25   Q.  By that time, so far as you could ascertain from the
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           1       nursing records, had she stopped having loose stools?

           2   A.  Well, no further loose stools were documented after

           3       31 January, although faecal incontinence was, but it

           4       didn't actually say that that incontinence was unformed

           5       stools.

           6   LORD MACLEAN:  Mr MacAulay, isn't it February, not January?

           7   MR MACAULAY:  We are in February now, but I think the point

           8       you are making is that from --

           9   A.  From 31 January, there was no more loose stools

          10       mentioned after 31 January.

          11   LORD MACLEAN:  But, you see, the question was:

          12           "Question:  You make mention three paragraphs below

          13       that the infection control card entry on 6 January (sic)

          14       states that she was asymptomatic."

          15           Is that 6 February?

          16   MR MACAULAY:  Yes, 6 February.  If I said 6 January, I meant

          17       6 February.  That is what we see in the card if we go

          18       back to the document.  It is the second-last entry, so

          19       on 6 February, it suggests she was asymptomatic.

          20   A.  That's correct.  So from 31 January, there was no note

          21       of any loose stools, although there was faecal

          22       incontinence, and that was reiterated on 6 February in

          23       the infection control card, that the patient was

          24       asymptomatic.

          25   Q.  Towards the bottom of page 9, we are into the -- if we
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           1       go back to the infection control card, we see that under

           2       reference to 6 February there is a note "Discharged

           3       home", but did that actually happen on 6 February?

           4   A.  No, she was discharged home on 7 March.

           5   Q.  So she was in hospital for another month or so after

           6       this?

           7   A.  Yes, that's correct.

           8   Q.  If we look towards the bottom of page 9 of your report,

           9       there is a suggestion there that Dr Akhtar in his round

          10       on 18 February noted that the provisional date of

          11       discharge was 3 March and to speak to relatives, and

          12       that afternoon the patient was found on the floor in the

          13       bathroom.  She had decided to walk to the toilet

          14       independently but had fallen.  So that is some other

          15       evidence of her fall in hospital?

          16   A.  That's correct.

          17   Q.  At this time, is she still in ward 14?

          18   A.  Yes.

          19   Q.  So far as you can say, has she now moved out of

          20       isolation?

          21   A.  I don't know, to be perfectly honest.

          22   Q.  Is that because the records don't tell you?

          23   A.  That's correct.

          24   Q.  On page 11, if you go to that section of your report,

          25       towards the top, do you note then that the patient was
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           1       discharged home on 7 March?

           2   A.  That's correct.

           3   Q.  It would appear, then, looking to the history, that, at

           4       least on the face of it, her C. diff had effectively

           5       cleared up by the beginning of February?

           6   A.  That's what the notes say; correct.

           7   Q.  On page 11, you make some comments there about what you

           8       were able to take from the records in relation to staff

           9       communicating with medical staff.  It is the main

          10       paragraph on that page.  What were you able to see from

          11       the records?

          12   A.  Basically, there are several examples of nursing staff

          13       communicating with medical staff at ward rounds,

          14       meetings, relaying changes in the patients' condition,

          15       as was necessary to inform the doctors.  So there were

          16       instances of communication there.

          17   Q.  In relation to communication between the nursing staff

          18       and the family, did you see evidence of that in the

          19       records?

          20   A.  Yes, there was evidence there, on several occasions, of

          21       communications with the family.

          22   Q.  Then, towards the bottom of page 11, you make some

          23       general comments about record keeping.  What conclusions

          24       were you able to come to in relation to that aspect of

          25       this case?
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           1   A.  Certainly, the aspects I've highlighted was that many

           2       signatures in the nursing notes were not legible and the

           3       nurse's name was not printed alongside the first entry,

           4       and this was also the case with a number of entries in

           5       the medical notes.  Some of the actual entries were

           6       difficult to read because of the style of writing.

           7   Q.  On page 12, you make some comments about the recording

           8       of vital signs.

           9   A.  That's correct.

          10   Q.  What did you see from the records?

          11   A.  Basically, there was not sufficient recording of vital

          12       signs to monitor her condition overall.  She was

          13       transferred to ward 15 on 14 January and, until her

          14       discharge, almost two months later, her vital signs were

          15       only recorded 11 times.

          16   Q.  What would your position be: what sort of recording

          17       should have taken place?

          18   A.  Certainly, it would really depend on what people were

          19       seeing with her condition, but that is almost eight

          20       weeks.  You would have expected at least daily

          21       observations.

          22           You know, initially, she was stable when she'd been

          23       transferred and, as you can see from the report, there

          24       were occasions whereby her condition was not stable and

          25       you would have expected more frequent observations at
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           1       that time.  For example, she had a tachycardia and low

           2       oxygen saturations on 14 January, but for some reason

           3       her observations are not recorded again until nine days

           4       later.

           5   Q.  Just looking to the fourth paragraph on that page,

           6       I think you say that there was a 16-day gap --

           7   A.  That's correct.

           8   Q.  -- leading up to 15 February.

           9   A.  And a gap there as well, yes.

          10   Q.  During that gap, you say there was no recording at all?

          11   A.  Of observations, and there had been a period where the

          12       observations had not been normal.

          13   Q.  So what conclusions do you come to?  Was this at all

          14       satisfactory?

          15   A.  No, it was not satisfactory.

          16   Q.  But this is a nursing matter, is it, the recording of

          17       vital signs?

          18   A.  Well, it is a nursing matter to record the vital signs,

          19       but -- I mean, obviously, nursing and medical staff have

          20       a responsibility to review the patient's condition and

          21       either or both of them can make a recommendation about

          22       the frequency of the observations based on the patient's

          23       condition.

          24   Q.  So far as vital signs are concerned, you are talking

          25       here about what in particular?  What signs would you --
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           1   A.  Well, basically, her oxygen saturations were low, she --

           2       her blood pressure was low, her pulse was rapid.  So,

           3       basically, you are thinking, "Is this patient bleeding?

           4       Are they going into shock?  Is it because of

           5       infection?"; so clearly there's something abnormal, you

           6       know, which is showing in observations.

           7   Q.  So are you postulating that, for example, her blood

           8       pressure should have been taken --

           9   A.  More regularly, her pulse should have been taken more

          10       regularly, saturations should have been taken more

          11       regularly, until they became stable.

          12   Q.  You then move on to look at nursing care plans.  If we

          13       can just look at the relevant documentation leading up

          14       to that, and if we could have on the screen, please,

          15       GGC21003001 at page 58.  This document, does this relate

          16       to the admission to ward 15 on 14 January?

          17   A.  That's the admission document for ward 15 on 14 January,

          18       yes.

          19   Q.  If you turn to the next page, page 59, does this form

          20       part of that document?

          21   A.  It is generally a two-page document, yes.

          22   Q.  Is this designed to record the activities of daily

          23       living issues?

          24   A.  That's correct.

          25   Q.  We can see that quite a number of the boxes have been
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           1       filled in; is that right?

           2   A.  A number of the boxes have been filled in, but there are

           3       boxes which haven't been completed: "Senses", "Sleep"

           4       and the three boxes at the bottom haven't been completed

           5       either.

           6   Q.  If you could look at page 82 in the medical records, can

           7       you tell us what this document is?

           8   A.  It is an assessment document for somebody's abilities,

           9       and it gives a scoring of their abilities, their

          10       functional abilities, but it is blank.  But it is

          11       a stroke service assessment form.

          12   Q.  Is this of any relevance to the admission to ward 14 or,

          13       indeed, ward 15?

          14   A.  I mean, I'm not aware that the lady had a stroke, you

          15       know, so it's not a form I've seen regularly in the

          16       notes.  It's obviously something that's been

          17       specifically designed for a stroke rehabilitation ward,

          18       but they may generically use it to score somebody's

          19       abilities, but it is blank.

          20   Q.  So, so far as the activities of daily living are

          21       concerned, then, are we looking to the form we looked at

          22       a few moments ago?

          23   A.  The activities of daily living form that we saw a few

          24       moments ago is the one that is regularly used in

          25       a non-stroke situation.  Although you could use that
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           1       form as an assessment form to monitor somebody's

           2       progress through time.

           3   Q.  But they haven't.  It's blank.

           4   A.  It's blank.

           5   LORD MACLEAN:  I notice that, on admission, she was

           6       described as "morbidly obese".

           7   A.  That's correct.

           8   LORD MACLEAN:  What is that?

           9   A.  Well, basically, that relates to obviously her weight

          10       and her BMI score, so it is clearly somebody who is

          11       extremely heavy; you know, so terms like "bariatric"

          12       would be involved with equipment that the lady would

          13       need.  So it refers to her weight, basically.

          14   LORD MACLEAN:  Oh, yes, I understood that.  But what about

          15       the adverb?

          16   A.  "Morbidly"?

          17   LORD MACLEAN:  Yes.

          18   A.  It is a term that is used -- I mean, obviously, when you

          19       do have a weight and a BMI of that magnitude, it has an

          20       adverse effect on your life and your lifespan.

          21   LORD MACLEAN:  I see, yes.  Thank you very much.

          22   MR MACAULAY:  If you turn to page 5 of your report, if you

          23       could go back to page 5, towards the top of the page

          24       I think you have in fact recorded this patient's weight

          25       within the context of someone who required to be hoisted
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           1       in and out of bed; is that right?

           2   A.  That's correct.  Obviously, there had been a requirement

           3       for a hoist, which was actually manufactured to be able

           4       to cope with that level of weight safely.

           5   Q.  Can we then go back to page 12 of your report and look

           6       at the comments you make about the care plans, and if we

           7       could perhaps look at the care plans themselves, first

           8       of all, and if you could turn to page 63 of the records,

           9       we have here a care plan for ward 15.  The date one can

          10       see at least seems to be January.  It is not clear on my

          11       copy what the first date we see is.  But problem 1 is

          12       MRSA positive, and the goal is to eradicate MRSA.

          13           As a care plan, was this an appropriate care plan

          14       for this problem?

          15   A.  Well, the problem is clear enough, and obviously your

          16       ultimate goal is to eradicate the MRSA, if possible.  As

          17       you said, the start date is unclear.  There is no note

          18       of the actions or interventions required regarding

          19       isolation of the patient, what environmental cleaning

          20       would be required or any specific advice or precautions

          21       for nursing the patient or for the patient or visitors.

          22       So there is a fair amount of detail could be added.

          23   Q.  Then, if you move to the next page, page 64, we have

          24       a care plan where the problem is C. diff positive.

          25       There is no date at all in this plan, but it must have
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           1       been after, I think, 30 January, when the result was --

           2   A.  Correct.

           3   Q.  -- transmitted to the ward?

           4   A.  It is not dated, it is not numbered.  I mean, the goal

           5       is obviously to treat and prevent the spread of

           6       infection, which I think is a fair enough goal, but it

           7       doesn't -- it does state that the isolation procedures

           8       are in place, but it doesn't specify in any sort of --

           9       it doesn't elaborate what the precautions required would

          10       be, you know, to prevent the spread of infection, as in

          11       the goal.

          12   Q.  For example, would you expect to see, if you are

          13       monitoring the infection, reference to the maintenance

          14       of a stool chart in the care plan?

          15   A.  Yes, you would expect to see reference to a stool chart,

          16       you would expect to see the specifics, that hand hygiene

          17       should be with soap and water, environmental cleaning,

          18       you know, with a solution which is chlorine-based, for

          19       example, so there are a number of actions and

          20       interventions that could be put there to expand, you

          21       know, what the nurses should be doing for caring for the

          22       patient.

          23   Q.  Intervention 3 is:

          24           "Ensure she is thoroughly washed and dried and pads

          25       changed as required.  Assist to toilet if she requests."
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           1           Now, if you have an isolation facility where you

           2       have an ensuite toilet, then you have the isolation room

           3       with its own toilet.

           4   A.  Correct.

           5   Q.  Would it be appropriate to take a patient to the toilet

           6       if it was the toilet that was used by other patients and

           7       not simply one allocated to that particular patient?

           8   A.  No.  I mean, I think, as you can see in the policy, it

           9       should either be a toilet for that patient specifically

          10       or an allocated commode, is what the actual policy at

          11       the time said, so you wouldn't expect it to be a shared

          12       toilet that the patient was using.

          13   Q.  Yes, we don't know from this information whether it is

          14       shared or not?

          15   A.  No.

          16   Q.  Perhaps we can explore that in due course.  But you

          17       would say that, if it was a shared toilet, that wouldn't

          18       be appropriate?

          19   A.  No.

          20   Q.  The next care plan is at page 65 of the records, where

          21       the problem is "Skin folds red and excoriated".  So this

          22       is to deal with a problem associated with -- it may not

          23       be directly with pressure, but it is management of

          24       a skin problem?

          25   A.  That's correct.  I mean, it may be related to the skin
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           1       folds because of her weight and there may be excess skin

           2       folds there.  The problem isn't numbered.  I don't see

           3       a date either.

           4   Q.  The goal looks --

           5   A.  It has been started, but obviously, for some reason,

           6       it's only got the word "to".

           7   Q.  The interventions in themselves, do they appear to be --

           8   A.  Well, I mean:

           9           "Cleanse area and dry thoroughly.

          10           "2.  Apply 50/50."

          11           50/50 is a sort of soft white paraffin, liquid

          12       paraffin, you know, which would keep the skin really

          13       greasy and wet.  I mean, it is generally used for very

          14       dry skin conditions, something like 50/50.

          15   Q.  But in itself, do you consider it is a reasonable

          16       attempt to put in place a care plan for this particular

          17       problem?

          18   A.  I mean, it is covering the most basic things: you're

          19       cleansing the area, you're drying it thoroughly, you're

          20       monitoring it and reporting any further breakdown,

          21       and -- but I wouldn't agree that the 50/50 was an

          22       appropriate thing to put on.

          23   Q.  If you look at page 13 of your report, you also indicate

          24       that there was a specific care plan for moving and

          25       handling.  Perhaps we can look at that at page 87 of
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           1       the records.  This is the style of plan I think we have

           2       seen in other cases, is that correct --

           3   A.  That's correct.

           4   Q.  -- for moving and handling?  If we look towards the

           5       bottom, can we see that the date of the assessment is

           6       19 January?

           7   A.  That's correct.

           8   Q.  Which I think was the day after her admission to

           9       ward 15?

          10   A.  That's correct, 19 January.

          11   Q.  The proposed review date is 26 January; is that right?

          12   A.  That's the review date, yes.

          13   Q.  Was there any evidence of review on the documentation

          14       itself?

          15   A.  No, there was not.

          16   Q.  Should this have been reviewed at some point?

          17   A.  Yes.

          18   Q.  Looking to the contents of the document, do you have any

          19       views to make on that?

          20   A.  Yes, I would say it is very specific and detailed and

          21       actually gives people quite clear guidance as to what's

          22       required.

          23   Q.  We have looked at the care plans that are put in place,

          24       and you have made certain comments in relation to them.

          25       Are there other aspects of this patient's care that
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           1       should have been reflected in a care plan or care

           2       planning?

           3   A.  Yes.  I mean, the lady clearly had issues with washing

           4       and dressing, dietary and fluid intake and incontinence,

           5       and none of these had a care plan written.

           6   Q.  Should there have been care planning in relation to

           7       these issues?

           8   A.  I would say yes.

           9   Q.  The next area that you look at is pressure management.

          10       Having looked at the nursing notes, did you see that

          11       there was some evidence of pressure damage here?

          12   A.  Yes, there was.

          13   Q.  Insofar as ward 14 was concerned, so far as you could

          14       see, was there any assessment made of the risk of

          15       pressure damage?

          16   A.  The assessment was not carried out until 11 February

          17       when the patient was in ward 14.

          18   Q.  So in relation to ward 15, then, was there any

          19       assessment made?

          20   A.  No.

          21   Q.  The assessment that was made in ward 14, was that the

          22       Waterlow tool that was used for that?

          23   A.  That's correct.

          24   Q.  If we go to page 89 of the records, again, we have

          25       become familiar with this document, but we see towards
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           1       the top it does relate to ward 14.  It has been scored

           2       at high risk.  Is that correct?

           3   A.  That's correct.

           4   Q.  If we turn to page 90, the date is 11 February, and we

           5       see the high risk score, and the next assessment was

           6       said to be on a weekly basis; is that right?

           7   A.  That's correct.

           8   Q.  I think the tool tells us, if we go back to page 89,

           9       that the high risk category should be assessed every

          10       second day, sooner if the patient's general condition

          11       changes?

          12   A.  That's correct.

          13   Q.  So it would appear the nurse wasn't following the advice

          14       given in the policy?

          15   A.  That's correct.

          16   Q.  But in any event, so far as you could tell from the

          17       documentation, was there any further assessment made?

          18   A.  Not that I could tell from the documentation.

          19   Q.  Looking, first of all, to the position in ward 15 when

          20       there is no evidence -- well, can I put it this way: was

          21       there any evidence of any assessment, leaving aside the

          22       use of the Waterlow tool, of the risk of pressure damage

          23       in ward 15?

          24   A.  Not that I'm aware of.

          25   Q.  Should there have been?
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           1   A.  Yes, as soon as she was transferred.

           2   Q.  In relation to the position in ward 14, we see that the

           3       assessment was made on 11 February, and I think the

           4       transfer took place around about 30 or 31 January?

           5   A.  January, that's right.  That's correct, so that was

           6       11 days.

           7   Q.  So should the assessment have been made sooner?

           8   A.  It should have been made on transfer there, because you

           9       would have hoped that somebody would have noticed that

          10       it hadn't actually been done.

          11   Q.  But in any event, it was done, but if the inference is

          12       that there was no reassessment after 11 February, should

          13       there have been some reassessment?

          14   A.  Yes, the patient should have been reassessed at the

          15       frequency determined by the scores.

          16   Q.  You make some comments about what we have been looking

          17       at on page 13 of your report.  You make mention of the

          18       evidence of pressure damage.  If you look at the

          19       second-last paragraph, you say:

          20           "The patient's Waterlow assessment was not carried

          21       out in the Vale of Leven until 11/2/08 when the patient

          22       was in ward 14.  It is documented by R Bray that the

          23       patient's risk score was 15 which indicated 'At High

          24       Risk'.  At this stage the patient had broken skin, so

          25       a further score of 3 should have been added under the
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           1       skin type section for 'broken/spot'."

           2   A.  That's correct.

           3   Q.  But that wouldn't have impacted on the categorisation of

           4       the risk?

           5   A.  If you take that bit away, you can see down the bottom

           6       there what the scoring is.

           7   Q.  Yes.

           8   A.  You've got between 15 and 19 there.  So it would only

           9       increase that score by 3.  So it would still have been

          10       within the same risk category.

          11   Q.  It depends whether you add the 3 onto the 15 or the 19.

          12       So one would have to go through the arithmetic to see

          13       what the actual score was.  I think the actual score was

          14       15, in fact?

          15   A.  So it would have been 18.

          16   Q.  So you still fall within that category?

          17   A.  That's correct.

          18   Q.  You also see there was no evidence of any positional

          19       changes taking place or any turning charts.  Just

          20       looking at positional changes, we do see in these cases

          21       in the narrative reference to positional changes.

          22   A.  Yes.

          23   Q.  Was there any evidence in this case in the narrative,

          24       the nursing records, that positional changes were taking

          25       place?
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           1   A.  I found no evidence of positional changes or of any

           2       turning charts for this patient.

           3   Q.  Should there have been a turning chart put in place for

           4       this patient?

           5   A.  Yes.  In light of her condition and her skin condition

           6       and her lack of mobility and length of bed rest, or the

           7       time that she spent sitting, there should have been

           8       changes of position.

           9   Q.  If we look at GGC21020112.  I think here we are looking

          10       at a risk assessment and pressure area management chart.

          11       Do you see that?  If, perhaps, we can just put that on

          12       the screen on its own so we can get a clearer picture of

          13       it.

          14           The way this document works is we have the Waterlow

          15       tool at the top; is that right?

          16   A.  That's correct.

          17   Q.  Then, at the bottom, we have the scoring for the dates

          18       that have been given and some detail about the position

          19       of any pressure scores, classification and the action

          20       taken?

          21   A.  That's correct.

          22   Q.  This is a document that formed part of Mrs Hitchinson's

          23       records in the Royal Alexandra Hospital?

          24   A.  That's correct.

          25   Q.  This is not for the Vale of Leven?
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           1   A.  No.

           2   Q.  If we move on to page 113, we are given some information

           3       about the classification of pressure sore severity.  Is

           4       this what is known as the Stirling scale, or is this

           5       something different?

           6   A.  I think that one is the Stirling scale for measuring the

           7       classification of pressure sores.

           8   Q.  If we move to page 114, there is another chart; and then

           9       115; and then 116.  Now, is this a turning chart of

          10       the type you envisage would be appropriate?

          11   A.  This chart, or something similar, would be appropriate.

          12   Q.  We can see, if we look at the timings, that a time is

          13       given with the date, the position, condition, treatment

          14       and then that is initialled; is that correct?

          15   A.  That's correct.

          16   Q.  So you keep a record of the different positions that the

          17       patient is in over a period of time?

          18   A.  Yes, because if people are being changed position and

          19       you don't keep a record, you often don't know -- the

          20       person could maybe have rolled onto their back and have

          21       been on one side and you put them on the same side if

          22       you don't know where they have been.

          23   Q.  If we go back to page 113, if you see skin that is

          24       described as red, where would that fit, then, in the

          25       classification tool?
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           1   A.  Skin which is red would come into stage 1,

           2       discolouration of intact skin.

           3   Q.  Is that then classified as pressure damage?

           4   A.  Yes, because it is a precursor for skin breaking down

           5       eventually.

           6   Q.  So far as you could see from the records, was the

           7       management of this patient's risk of pressure damage

           8       appropriate?

           9   A.  I would have to say no, because the actual risk

          10       assessment was only carried out once in the

          11       Vale of Leven.  There were no records of positional

          12       changes and no notes of positional changes.  There were

          13       also instances whereby it was said that the patient had

          14       been up sitting all day, when, clearly, that wouldn't

          15       have been beneficial to her pressure areas, to sit in

          16       the same position all day.

          17   Q.  If you turn to page 14 of your report, the last comment

          18       you make in relation to this particular matter is that

          19       there was no evidence of this process, that's the

          20       repositioning process, I think, and no note of any

          21       pressure-relieving mattress or seat cushion being used.

          22           Just looking to that, was this a patient, having

          23       regard to the risk, that there should have been

          24       a pressure-relieving mattress put in position?

          25   A.  I would say yes.

                                            28

           1   Q.  Would you expect that to be recorded?

           2   A.  Yes.

           3   Q.  Did you see any evidence of that?

           4   A.  No, I didn't.

           5   Q.  In the next section of your report, you address a matter

           6       of nutrition, and you tell us that a nutritional risk

           7       assessment was carried out on ward 15, but the date of

           8       this assessment is not recorded.  Perhaps we can look at

           9       that; that is at page 91 of the records.  I am going

          10       back to GGC21030001 at page 91.

          11           Again, we have seen this in other cases in the

          12       previous session.  We see that it is for this patient,

          13       ward 15.  There is no date, and the weight is given

          14       against what appears to be a reassessment date,

          15       17 February 2008.  Is that right?

          16   A.  That's correct.

          17   Q.  Then the next entry is for 2 March?

          18   A.  That's correct.

          19   Q.  Looking towards the bottom, the section dealing with the

          20       assessment of risk doesn't appear to have been

          21       completed.

          22   A.  No.

          23   Q.  If you go to your report, were you able to make some

          24       assessment as to what the risk might have been here?

          25   A.  Well, looking at all the factors, I assessed that the

                                            29

           1       risk would have been 4, medium, if it had been scored

           2       fully and properly.

           3   Q.  You tell us in your report, then, if we go to your

           4       report, in the second paragraph after that:

           5           "There was reassessment on 17/2/08 and 2/3/08.  The

           6       patient's weight is noted but neither the BMI nor the

           7       nutritional risk score was documented on both

           8       reassessments.  As the patient had diarrhoea at one

           9       stage, this would have added a score of 3 under

          10       section 3 giving a total score of 7 -- high risk."

          11   A.  That's correct.

          12   Q.  This, as you have said, was an obese lady.  When you

          13       talk about "high risk" in that context, what do you

          14       mean?

          15   A.  Well, basically, the scoring here says that she was at

          16       high risk nutrition-wise.  It is difficult in an obese

          17       lady, obviously, but because she is obese doesn't

          18       actually mean that all her needs are being met, you

          19       know, nutrition-wise.  So that would have made you want

          20       to refer to a dietician and to regularly review, you

          21       know, what her needs were, you know, in relation to

          22       nutrition.

          23   Q.  There was some dietician input in this case?

          24   A.  Yes, there was.  There was input.

          25   Q.  There was a food chart commenced; is that correct?
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           1   A.  The dietician asked that a food diary be commenced, and

           2       it was started on 16 January.

           3   Q.  I think if we then look at that at page 77 of

           4       the records, we have the food chart on the screen, and

           5       can we see that it covers 16, 17, 18 January; is that

           6       correct?

           7   A.  That's correct.

           8   Q.  If we turn to page 78, can we see that there are some

           9       further entries.  The dates here, can you assist with

          10       that?  It looks like 2 January and 3 January, but that

          11       can't be correct.

          12   A.  It looks like the corner has been cut off somehow in the

          13       photocopying.

          14   Q.  It could only be, I suppose, what, the 22nd and the

          15       23rd?

          16   A.  That's what I guessed that it was.  I wasn't sure.

          17   Q.  Again, if you turn to page 79, there are also some

          18       entries for 24 January?

          19   A.  That's correct.

          20   Q.  Was this an appropriate approach, then, to any

          21       nutritional problems that this lady may have had?

          22   A.  Well, obviously, a diary of food intake was a correct

          23       approach, but what I found was that it was recorded for

          24       two days and then it seemed to stop after -- during

          25       18 January, even though the level of intake recorded
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           1       wouldn't actually merit that, and the -- L McMillan, who

           2       is actually a student dietician, not a student nurse,

           3       documented "Please complete food record at the end of

           4       the patient's bed", which would indicate that it hadn't

           5       been getting completed.  Then these further charts from

           6       the 22nd to the 24th indicated that the patient's

           7       dietary intake had, indeed, improved.

           8   Q.  Do you consider the charts should have been continued

           9       after that?

          10   A.  Well, possibly not, because the patient's diet had

          11       improved, and there was no indication from the dietician

          12       that these should be continued.

          13   Q.  I think you point out that, so far as you could see,

          14       there was little change in the patient's weight over the

          15       period?

          16   A.  Correct.

          17   Q.  Looking, then, to page 15 of your report, where you look

          18       at fluid balance, as you have already mentioned, this

          19       patient had loose stools on 29 January and was C. diff

          20       positive on the 30th, but you point out that there was

          21       no evidence of fluid balance recording in the

          22       Vale of Leven wards?

          23   A.  That's correct.

          24   Q.  Should there have been?

          25   A.  Yes.  I mean, as you can see from my report there, the
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           1       patient's oral intake was a concern in the transfer

           2       letter.  The last recording before she was transferred

           3       indicated an intake of only 850ml, you know, which is

           4       less than you would expect normally, and it is something

           5       that I would think was an issue and would have started

           6       a fluid balance chart just to monitor what was

           7       happening.

           8   Q.  Are you saying that that was something that should have

           9       happened on admission?

          10   A.  It should have happened on transfer, certainly, and she

          11       also had to be encouraged with fluids.  There is a note

          12       that the lady had concentrated urine.  Then clearly

          13       there was the added problem of diarrhoea, you know, with

          14       the fluid loss that can be accompanied with that, and

          15       there was several blood tests showing raised urea

          16       levels.

          17   Q.  Looking at the issue of a stool chart -- that's the next

          18       thing you look at -- was there any evidence of stool

          19       charts being put into place for this patient?

          20   A.  There was no specific stool chart commenced.

          21   Q.  I think you say there was a bowel function chart, but

          22       that doesn't perform the same function as a stool chart?

          23   A.  No, it is a sort of combined bowel and weight chart, and

          24       had bits written on it, but there isn't really a place,

          25       you know, for documenting the information that you would

                                            33

           1       expect to be in a true stool chart.

           2   Q.  We see that particular chart on page 84 of the records,

           3       if we look quickly at it.  We can see that a number of

           4       dates are being circled, and I think -- is that the word

           5       "diarrhoea" written in for the 22nd and possibly the

           6       23rd; is that correct?

           7   A.  That's correct.

           8   Q.  Particularly when the patient was having loose stools

           9       and in order to monitor her progress with C. diff,

          10       should there have been a stool chart put in place?

          11   A.  There should have been, yes.

          12   Q.  Turning to the next section of your report where you

          13       look at the issue of a falls risk assessment, you say

          14       there was a falls risk assessment carried out in this

          15       case; is that right?

          16   A.  That's correct.

          17   Q.  Was that an appropriate thing to do for Mrs Hitchinson?

          18   A.  It was, yes, because obviously there were issues

          19       with falls, or risk of falls, with this patient.

          20   Q.  If we look at the document, then, on page 85 of

          21       the records, can we see that in ward 15 this was

          22       completed on 19 January?

          23   A.  That's correct.

          24   Q.  That was the day after admission to ward 15?

          25   A.  That's correct.
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           1   Q.  So that was appropriate, that timing, in the

           2       circumstances?

           3   A.  Yes, yes.

           4   Q.  Can we see that the risk category is scored at 2, which

           5       would put the patient at high risk of falls?

           6   A.  That's correct.

           7   Q.  I think we saw in your own narrative of what you took

           8       from the nursing notes that there was evidence that this

           9       patient had falls in the hospital?

          10   A.  Yes, and previous to the initial admission as well.

          11   Q.  Perhaps we should look at the next page of the document

          12       first of all, page 86.  Can we see that the document

          13       dealing with precautions to take to minimise the risk of

          14       patient falling has been completed with various entries

          15       put in for 19 January?

          16   A.  That's correct.

          17   Q.  But there are no further entries after that.  Should her

          18       falls risk have been reassessed?

          19   A.  Yes, it should have been reassessed regularly, and it

          20       should also have been reassessed after she actually

          21       fell.

          22   Q.  Would that have impacted upon her risk category?

          23   A.  The fact that she'd actually fallen previously and the

          24       fact that she actually fell during the admission would

          25       have accrued a score for each fall and it would have
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           1       increased the risk factor.

           2   Q.  If we look at page 16 of your report, then, I think you

           3       conclude that the total score should have been at least

           4       20, that's very high risk?

           5   A.  That's correct.

           6   Q.  This would have been highlighted with a red dot in the

           7       multidisciplinary care plan?

           8   A.  That's correct.

           9   Q.  Was there a care plan for falls put in place?

          10   A.  No.

          11   Q.  Should there have been?

          12   A.  There should have been.

          13   Q.  Is it envisaged in the documentation itself that there

          14       would be a care plan in relation to which the red dot

          15       would be placed?

          16   A.  That's correct.

          17   Q.  Looking to moving and handling, which is the next thing

          18       you look at, I think we saw that there was a moving and

          19       handling care plan completed in ward 15 on 19 January;

          20       is that right?

          21   A.  That's correct.

          22   Q.  But no evidence of such a care plan in ward 14; is that

          23       right?

          24   A.  No, that was the only evidence of the care plan.

          25   Q.  Would you need a new care plan or could you simply use
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           1       that care plan and just reassess the moving and handling

           2       position?

           3   A.  You could reassess, certainly.  I mean, certainly, on

           4       admission, the patient should have been assessed for the

           5       moving and handling risk to ensure the safety of

           6       the patient herself and the staff who were moving and

           7       handling her, and that should have been reviewed, you

           8       know, on a regular basis or when her condition changed.

           9   Q.  As we saw, if you look at page 87 of the records, the

          10       plan was put in place on 19 January; is that right?

          11   A.  That's correct.

          12   Q.  That was in ward 15, but no reassessment either in

          13       ward 15 or in ward 14?

          14   A.  That's correct.

          15   Q.  If we move, then, to the section in your report dealing

          16       with the nursing management of C. diff, and we turn to

          17       page 17 of the report, you have made some passing

          18       comment in relation to MRSA, but if you focus on

          19       C. diff -- and we have touched upon this already -- was

          20       there any evidence of proactive isolation in relation to

          21       C. diff?

          22   A.  No, there was reactive isolation in response to the

          23       specimen being confirmed as C. difficile positive.

          24   Q.  Of course, it depends on whether it is possible to

          25       isolate and, indeed, in this particular case, it
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           1       appeared that in ward 15 it was not, if one accepts what

           2       is in the records?

           3   A.  It wasn't possible to isolate her, as you say, in that

           4       ward, but clearly, when the specimen was positive, they

           5       were able to isolate her quite quickly, so I don't know

           6       if that ability was -- it was still able to do that

           7       based on symptoms rather than specimen results.

           8   Q.  Do the policies envisage, particularly the loose stools

           9       policy, that if you have loose stools, you should seek

          10       to isolate the patient?

          11   A.  That's correct.

          12   Q.  I suppose the risk is, if you don't do that, then you

          13       have a potentially infectious patient in contact with

          14       other patients in the ward?

          15   A.  That's correct, and contaminating the environment as

          16       well, which other patients can pick up.

          17   Q.  What contact did you see, if any, between the ward and

          18       the infection control nurse or nurses?

          19   A.  Well, the nurses documented that a message was left with

          20       infection control, and, basically, the infection control

          21       nurse documented on the 30th that -- she said she was

          22       positive for C. difficile, but there is no note there of

          23       any contact with or communications with the actual ward

          24       staff, and I don't know if that infection control nurse

          25       actually visited the ward in person.
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           1           As you saw from the infection control card, there

           2       was no documented evidence of any specific advice given

           3       or precautions advised.

           4   Q.  If we go back to the document, SPF01230001, we have

           5       looked at this already, and noted that, on the 31st, the

           6       comment was "Unable to isolate, so transferred to single

           7       room and commenced on Metronidazole".

           8           What sort of advice do you consider might the

           9       infection control nurse give to the ward and then

          10       record?

          11   A.  Obviously, she's recorded the fact that the patient

          12       needed to be isolated.  As I said before, I think the

          13       basic information of the need to wash hands with soap

          14       and water, the need for gloves and aprons for the staff

          15       who are caring for the patient, to keep the door closed,

          16       to give information to the patient and visitors as

          17       appropriate about the cleaning of the environment, you

          18       know, with a chlorine-releasing agent.

          19           So there is a fair amount of information regarding

          20       sort of documentation, patient placement, and other sort

          21       of precautions that would be required in this case.

          22   Q.  Did you see any evidence in the nursing records of

          23       the staff communicating with the patient or the family

          24       in relation to C. diff and what precautions they may

          25       need to take?
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           1   A.  No, no.

           2   Q.  You make some comments in the final paragraph of this

           3       section focusing on the prescription of antibiotics.

           4       Can you just summarise for us what you are saying there?

           5   A.  Basically, as well as the infection control nurse being

           6       informed, the nursing notes stated that the doctor as

           7       paged to come and prescribe treatment, and it was

           8       recorded that Metronidazole was commenced, but there was

           9       no note of this visit by the doctor in the medical

          10       notes, because, in fact, there were no entries in the

          11       medical notes between 28 January and 4 February, and

          12       that was at a time when the patient had been diagnosed

          13       as C. difficile positive and was symptomatic during that

          14       time.

          15   Q.  Were you able to confirm that the Metronidazole was, in

          16       fact, given to the patient?

          17   A.  Well, I found it confusing, you know, I found the actual

          18       prescription confusing.  If you are able to bring that

          19       up, I could explain that.

          20   Q.  Do you want me to look at the drug Kardex?

          21   A.  That's correct.

          22   Q.  I will see if I can do that for you.  Did you focus

          23       yourself on Metronidazole being covered by the drug

          24       Kardex?

          25   A.  Sorry?
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           1   Q.  Did you see Metronidazole being mentioned in the drug

           2       Kardex?

           3   A.  Yes.

           4   Q.  I will come back to that.

           5   A.  Okay.

           6   Q.  GGC26860001 at page 10.  We have, the third entry down,

           7       some reference to Metronidazole.  Is that for

           8       31 January?

           9   A.  That's right.  What it says here is the date,

          10       31 January, and then it says "Started on 30 January" and

          11       then the first administration is 1 February.  That is

          12       probably why I have stated that there is a bit of

          13       confusion there.

          14   Q.  On the basis of the documentation, does this suggest

          15       that the first administration of Metronidazole is on

          16       1 February?

          17   A.  That's what it appears to say, because -- it's really --

          18       no.  I think -- it is hard to see because a line is

          19       missing at the top.  It appears to say that it is the

          20       last day in January at night-time that the first dose

          21       was given, on 31 January, although it is hard to see

          22       because you can't see the numbers up the top.

          23           So administration-wise, it indicates that the nurse

          24       gave the first dose of Metronidazole on 31 January at

          25       night-time.  It says, in additional instructions, it
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           1       started on 30 January, but it is dated the 31st.  That

           2       is what I meant by it was a bit confusing, all the

           3       different dates.

           4   Q.  If you turn to page 8 of the same records, there is

           5       a fuller reference to Metronidazole.  I don't know if

           6       that helps.  It is the last box which makes reference to

           7       Metronidazole.  Does that help?

           8   A.  That one helps because that was started on the 30th,

           9       yes, so it's been prescribed in two different places.

          10   Q.  We may look at that with the microbiologists in due

          11       course.

          12           "Conclusion" then is the next section of your

          13       report, Mr Evans.  I think we have covered in the main

          14       the main points you make.  One point we haven't picked

          15       up in the second paragraph, you say:

          16           "The admission assessment carried out in ward 15 was

          17       incomplete."

          18           But:

          19           "The transfer document, however, from ward 15 to 14

          20       was well-completed and informative."

          21           So that would be a useful document for the incoming

          22       ward?

          23   A.  Yes.

          24   Q.  Are there any further comments you would want to make

          25       that we haven't already covered in dealing with these
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           1       specific issues, if you quickly look at your conclusions

           2       on pages 17 and 18?

           3   A.  No, I think I have already mentioned about the

           4       observations.  You know, I think that is just another

           5       example that, when diuretic was stopped, there was

           6       a request for a specific level of observations to be

           7       recorded, and that doesn't seem to have been the case.

           8       No, I think we have discussed most of that.

           9   Q.  You mention again fluid balance and your view that there

          10       should have been fluid balance charts in place but there

          11       were not.

          12   A.  Definitely, yes.

          13   Q.  The next case I want to look at is that of Jean Beattie.

          14       Your report here is EXP00150001.  The records we will be

          15       looking at are GGC00570001.  If we look at the front

          16       page of your report, you have set out Mrs Beattie's date

          17       of birth, so, again, she was one of the younger patients

          18       that you looked at?

          19   A.  She was, yes.

          20   Q.  If you turn to page 4 of the report, you note that this

          21       patient was admitted to the Vale of Leven Hospital

          22       medical assessment unit on 26 January 2008; is that

          23       right?

          24   A.  That's correct.

          25   Q.  Then, on the 27th, she was moved to ward 6?
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           1   A.  That's correct.

           2   Q.  I think the position was that she remained in the

           3       Vale of Leven up until about 7 January; is that right?

           4   A.  7 February.

           5   Q.  I'm sorry, 7 February.  If you turn to page 5 of

           6       the report, you tell us at the top of the page she was

           7       discharged home on 7 February.  What was the problem

           8       with Mrs Beattie when she was admitted during the course

           9       of this admission?

          10   A.  The problem was pneumonia, which was confirmed by X-ray.

          11       She also had an ultrasound which showed that she had

          12       bilateral pleural effusions which were tapped, although

          13       the pleural fluid specimen was cultured negative, and

          14       she had a urinary tract infection which was treated with

          15       an antibiotic.

          16   Q.  I think, if you go back to page 4, you tell us in the

          17       third paragraph that there was no evidence documented of

          18       diarrhoea during this admission?

          19   A.  None documented, but clearly suspicions of diarrhoea

          20       because a prescription for loperamide had been written

          21       and the indication for it was diarrhoea.  However, there

          22       was no evidence that it had actually been administered,

          23       although it had been prescribed, and diarrhoea was not

          24       on the immediate discharge letter but, again, loperamide

          25       was prescribed.
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           1   Q.  What you do tell us, I think, on page 4 is, during the

           2       course of this admission, there were multiple drug

           3       prescription charts for antibiotics?

           4   A.  That's correct.

           5   Q.  You have listed for us on that page the antibiotics that

           6       Mrs Beattie was given?

           7   A.  That's correct.

           8   Q.  Going back to page 5, you tell us on the top of page 5

           9       that there was a follow-up arranged for 8 January (sic)

          10       at the renal clinic with Dr Daly; is that correct?

          11   A.  That's correct.

          12   Q.  Perhaps if we could just look at the document,

          13       GGC0057007?

          14   MR PEOPLES:  My Lord, I think, again, the date is 8 February

          15       for the follow-up.  I think it is just a mistake.

          16   MR MACAULAY:  It should be 8 February rather than January,

          17       yes.

          18           Just to be clear, you tell us in your report that

          19       a follow-up was arranged for 8 February at the renal

          20       clinic with Dr Daly?

          21   A.  That's right, 8 February.

          22   Q.  If you turn to page 7 of the medical records, we have

          23       that on the screen.  I think the note that you make

          24       reference to in your report is the note at the very

          25       bottom of the document:
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           1           "Readmitted following above blood results with ARF

           2       probably secondary to C. difficile diarrhoea."

           3           Do you see that?

           4   A.  Yes.

           5   Q.  If we move on then, she was readmitted on 9 February to

           6       the Vale of Leven, and there was a note that Mrs Beattie

           7       had been complaining of diarrhoea since her discharge;

           8       is that correct?

           9   A.  That's correct.

          10   Q.  Did she have other problems at this point in time when

          11       she was admitted?

          12   A.  Yes, she had issues with exhaustion, breathlessness on

          13       exertion, renal impairment and she hadn't eaten or drunk

          14       much since discharge.

          15   Q.  Do you tell us in the third-last paragraph on page 5

          16       that she was transferred to ward 6 on 9 February?

          17   A.  That's correct.

          18   Q.  You then go on to tell us that a sample of faeces was

          19       taken on 9 February, it was received in the microbiology

          20       lab on 11 February, and it was reported that C. diff

          21       toxin was not detected in this specimen.  As it turned

          22       out -- and I think we saw this quite recently in looking

          23       at other evidence -- this was a negative result?

          24   A.  That's correct.

          25   Q.  If you turn to page 6 of your report, you note that the
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           1       patient was, as you put it, for some unknown reason

           2       documented on 11 February to be C. diff confirmed?

           3   A.  That's correct.

           4   Q.  You have taken that, I think, from the nursing records?

           5   A.  I have, yes.

           6   Q.  Was there also a note in the medical records, I think

           7       for the 12th, that she was C. diff positive?

           8   A.  That's correct, from a ward round.

           9   Q.  Was she then treated with oral Metronidazole after it

          10       had been thought she was C. diff positive?

          11   A.  She was commenced treatment, yes.

          12   Q.  You make mention of the infection control card, if we

          13       could look at that, SPF0040001.  The comments you make

          14       in relation to that, just about halfway down page 6:

          15           "There was an infection control card for the patient

          16       completed by A Murray, whose designation is not noted.

          17       The dates on the card are, however, confusing in regard

          18       to the details of the case and the order in which they

          19       are documented."

          20           What do you mean by that?  Do you mean the dates are

          21       out of order?

          22   A.  It says here "Positive 12/2/08", you know, when she was

          23       positive on 11/2/08.  That's the sort of thing I mean,

          24       you know, the difference in the dates there.  The actual

          25       recordings are in a mixed-up date order, 13/2/08,
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           1       11/2/08 and then 18/2/08.

           2   Q.  So the 11/2/08 really certainly is out of order, when

           3       looking at this?

           4   A.  Looking at the card in front of you, yes.

           5   Q.  In any event, was Mrs Beattie discharged home, as you

           6       note in your report, on 13 February?

           7   A.  That is correct, yes.

           8   Q.  The date in the infection control card is quite

           9       difficult to make out.  It looks to me like the 18th.

          10       I don't know if that is how it looks to you?

          11   A.  It looks to me like 18 February is the date of

          12       the entry, and discharged home is -- the statement is

          13       being made.  It doesn't actually say that she was

          14       discharged home on 18 February.  It is not clear.

          15   Q.  So it may be that the information was received by the

          16       infection control nurse on the 18th --

          17   A.  On 18 February.

          18   Q.  But, in any event, the records tell us that she was

          19       discharged on the 13th?

          20   A.  The 13th, that's correct.

          21   MR MACAULAY:  I am now going to move on to look at some

          22       aspects of her care.  If your Lordship were thinking of

          23       having a break, this would be an appropriate point to

          24       have it.

          25   (11.20 am)
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           1                         (A short break)

           2   (11.50 am)

           3   MR MACAULAY:  If we go back, then, to your report for

           4       Mrs Beattie and turn to page 6, Mr Evans, towards the

           5       bottom of the page you make some comments about what

           6       evidence there was of communication between the nurses

           7       and the family.  What conclusions were you able to come

           8       to there in relation to what you saw in the records?

           9   A.  There was no documented evidence of nursing

          10       communication with the family, but it was noted in the

          11       records that the son knew of both admissions.

          12   Q.  In relation to communication between the nursing staff

          13       and the medical staff, you touch upon that on page 7 of

          14       the report.

          15   A.  There was evidence of the staff communicating the

          16       patient's needs to the medical staff regarding medical

          17       problems and further communications noted on several

          18       occasions.

          19   Q.  In the next main section of your report you are looking

          20       at record keeping, and you look at the activities of

          21       daily living assessment, which we can leave for the

          22       moment, and just pick it up where you look at a number

          23       of pages in the nursing documentation.  You make some

          24       comments there.  What are the comments you make?

          25   A.  Basically, what I said was there were parts where record
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           1       keeping was adequate, but parts where it was not and

           2       could be improved.  There were parts missing from

           3       several of the assessments and, during the first

           4       admission, the activity of daily living assessment was

           5       not completed.

           6   Q.  I will come to that, but then, just looking at the way

           7       in which the records were being kept, do you have some

           8       comments to make on that?

           9   A.  In what sense?

          10   Q.  In the next paragraph you indicate that a number of

          11       different --

          12   A.  Oh, sorry, right.  So, basically, on some of the pages

          13       in the nursing documentation there was no patient

          14       identification or just a name, and there was no --

          15       nothing specific to that patient, such as a unit number

          16       or even a date of birth which would identify that she

          17       was different from potentially another patient with the

          18       same name, which can frequently happen.

          19   Q.  I think you say some of the signatures were not legible?

          20   A.  That's correct.

          21   Q.  The nurse's name was not printed alongside the first

          22       entry?

          23   A.  That's correct.

          24   Q.  That sort of point, you make that sort of point?

          25   A.  Yes.
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           1   Q.  Let's look at the next section of your report where you

           2       look at the nursing care plans, if we can look at the

           3       admissions in turn, if we could look first at

           4       GGC00570099.  We are looking here at the admission

           5       assessment for 27 January 2008; that is correct?

           6   A.  That's correct.

           7   Q.  We see that there are a number of entries, but the boxes

           8       towards the bottom right, as we see regularly, I think,

           9       in relation to this sort of documentation, particularly

          10       in relation to Waterlow, have not been completed?

          11   A.  That's correct.  There are a number of sections not

          12       completed at the bottom.

          13   Q.  If you could have on the screen GGC00570100, here

          14       I think is the activity of daily living assessment

          15       document that you mentioned earlier was blank?

          16   A.  That's correct.

          17   Q.  At page 103, we have a document that purports to be

          18       a multiproblem care plan; is that right?

          19   A.  That's correct.

          20   Q.  The problems, question mark, what are the problems that

          21       are identified?

          22   A.  Well, two problems relating to her presentation, was

          23       one -- it should say pneumonia, and a pulmonary embolus

          24       is the second one, query.

          25   Q.  Do you have any comments to make in relation to this
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           1       particular care plan?

           2   A.  Well, basically, the care plans were started promptly,

           3       but there's no evidence of review.  A number of

           4       the things that are listed are tests that need to be

           5       done and tasks that need to be done, rather than sort of

           6       nursing interventions per se.

           7   Q.  Are some of the interventions more medical rather than

           8       nursing?

           9   A.  More medical-orientated.  I mean, all of these duties

          10       are nursing, but it is more like a list of tasks than

          11       a nurse care plan.

          12   Q.  If we leave that and move on to the second admission and

          13       turn to page 137 of the records, here we have the

          14       admission form.  The date now is 9 February, for ward 6.

          15       There are various entries, but, again, the Waterlow, for

          16       example, is blank?

          17   A.  The Waterlow is blank, the weight is blank.  The ones

          18       that we have seen in quite a number of the forms,

          19       although, on the left-hand side, a lot more of the boxes

          20       are filled, such as observations and the BM for the

          21       blood glucose.

          22   Q.  The provisional diagnosis is also entered as "Diarrhoea?

          23       UTI?  Chest infection"?

          24   A.  That's correct.

          25   Q.  If you move on to page 138, on this admission it would
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           1       appear that the activities of daily living assessment

           2       document in the main has been completed; is that right?

           3   A.  That's correct, but as we see in a number of these

           4       forms, the pain scores and sleep pattern seem to be

           5       regularly, you know, not completed.

           6   Q.  So far as care planning in this admission is concerned,

           7       if you turn to page 141, we have a care plan dated

           8       9 February, which is the date of admission, for renal

           9       failure, and the list of interventions.

          10           Do you have any comments to make in relation to this

          11       as a care plan for that particular problem?

          12   A.  Basically, the problem is stated as renal failure, which

          13       was the patient's problem when she came in, and

          14       obviously the goal is to correct that by monitoring and

          15       recording urine output and referral to the renal

          16       consultant.  There is a list of interventions there,

          17       quite a long list of interventions.  So it is a good

          18       attempt at what you would look to see for someone who

          19       does have renal failure.  They may have other issues

          20       with renal failure, such as skin itching and things like

          21       that, but it doesn't actually say they do have that.

          22       You can get confusion, but that's not been an issue.  So

          23       they seem to have considered things that may be

          24       appropriate.

          25   Q.  What about review?  Would you have expected to see some
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           1       evidence of review on the care plan?

           2   A.  You would.  I mean, they have added that a mid-stream

           3       specimen of urine was sent.  But she wasn't actually in

           4       for too much longer after this was created.

           5   Q.  I think she was discharged on the 13th?

           6   A.  That's correct.

           7   Q.  If you move on to page 142, we have a care plan on the

           8       9th for diarrhoea and then, on 11 February, "confirmed

           9       C. diff positive"?

          10   A.  That's correct.

          11   Q.  I think you said a little while ago in relation to urine

          12       it was a mid-stream specimen of urine was sent?

          13   A.  That's correct.

          14   Q.  Coming, then, to the care plan for C. diff and looking

          15       to the interventions that have been noted, do you have

          16       any comments to make here?

          17   A.  Diarrhoea was an issue when she was admitted and,

          18       obviously, the initial plan was to find out what the

          19       cause of that diarrhoea was.  They have collected

          20       a stool sample; a stool chart is an intervention there,

          21       which is correct; "assure commode available to patient",

          22       I think it would be more specific to say that one should

          23       have been specifically for her, rather than making it

          24       available; and encourage oral fluids.  "Isolation

          25       precautions with immediate effect" should have been
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           1       expanded upon.  As I have said previously, there are

           2       a number of interventions which should have been put in

           3       place regarding hand hygiene with soap and water,

           4       personal protective equipment, cleaning of the area.

           5   Q.  I think the isolation reference, it is in different

           6       handwriting to the others, and I think we heard some

           7       evidence about this yesterday, and it would appear that

           8       the isolation precautions weren't triggered until the

           9       C. diff had been confirmed on the 11th?

          10   A.  That's correct.

          11   Q.  That was your understanding?

          12   A.  That's my understanding.

          13   Q.  Just in relation to the matter of isolation, I think you

          14       said earlier this morning that isolation would

          15       effectively mean a single room with the door closed?

          16   A.  Yes.

          17   Q.  If you had a patient who felt uncomfortable in that

          18       state of isolation, with the door closed and not having

          19       any communication with other patients, and so on, how do

          20       you handle that, as a matter of practicality?

          21   A.  It all depends if it is uncomfortable or unmanageable.

          22       I think they are different things.  Uncomfortable,

          23       I think if the person was able to understand, you would

          24       have a conversation with the person and explain sort of

          25       the risks and the needs for that room door to be
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           1       closed --

           2   Q.  And the risks relate to other patients?

           3   A.  Because of the risk to other patients, and I think, if

           4       the person is able to understand that, then that is the

           5       sort of conversation you would have, and we have had

           6       that.

           7           Where the patient is unable to have the door closed

           8       because it may trigger some irrational behaviour, or

           9       whatever, I think there has to be a risk assessment made

          10       with the patient, the staff and the infection control

          11       nurse involved.

          12           But you would always -- in most cases, the person is

          13       in the side room with the door closed, and in the

          14       majority of cases it is not an issue, but there are

          15       obviously feelings of being isolated there.

          16   Q.  If the patient is capable of understanding the reasons,

          17       then, in your experience, the patient generally would

          18       accept that; is that correct?

          19   A.  Normally, yes.

          20   Q.  But if you had a patient, for whatever reason, who

          21       proved to find that unpalatable, then you say there

          22       would be a risk assessment carried out by the infection

          23       control team in particular.  What sort of remedies could

          24       be --

          25   A.  Well, I mean, I think it may be that you leave the door
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           1       open as little as possible, you know, a matter of

           2       degrees.  It may be that there is -- hopefully, the

           3       patient has a window so they can see what is going on.

           4       It may be that there is frequent contact with people,

           5       you know -- with the same person, preferably, to

           6       obviously reduce the risk -- to try to reduce those

           7       feelings of sort of vulnerability and isolation.

           8           It may be that you invite the family to come in, you

           9       know, much more often, which I have had to do personally

          10       with people with dementia.  You know, work with the

          11       family, bring them in, you know, to keep people settled

          12       and trying to have compliance with what's required to

          13       keep everybody else safer.

          14   Q.  I think, as we look at the care plan here, there is no

          15       evidence of review, but as you pointed out yourself, of

          16       course, the patient was discharged a few days later, on

          17       13 February?

          18   A.  That's right.  I mean, reviewed in the case that it was

          19       actually added to by Sister Fox when they had the

          20       confirmation, well, apparent confirmation, that the

          21       specimen was C. difficile positive.

          22   Q.  Let's move on to the rest of your report, and perhaps

          23       deal with that fairly quickly.  On page 8, you talk

          24       about pressure management.  There was no formal

          25       assessment done in relation to this patient so far as
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           1       you could see in the records.  In particular, there was

           2       no Waterlow score made; is that right?

           3   A.  That's correct.

           4   Q.  Looking to this particular patient, who is, I think, one

           5       of the younger patients -- I think 53 at the time --

           6       would you carry out a Waterlow assessment on such

           7       a patient?

           8   A.  Yes.  As a matter of procedure, everyone should have

           9       a Waterlow score done, because just because you are 53

          10       doesn't mean to say that you don't have problems with

          11       your skin.

          12   Q.  Even though, as you note in your report, you are

          13       independent and mobile?

          14   A.  But you may have other issues in your medical condition

          15       which mean you are more prone to skin breakdown, which

          16       is only discovered by doing a full assessment.

          17   Q.  So your position, then, is that, even with such

          18       a patient as Mrs Beattie, there should have been a full

          19       assessment done?

          20   A.  Yes.

          21   Q.  In relation to nutrition, again I think you tell us that

          22       there is no documented assessment for nutrition in this

          23       case, nor a nutritional care plan?

          24   A.  That's correct.

          25   Q.  If you are focusing on the second admission when the
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           1       patient had diarrhoea, should there have been

           2       a nutritional assessment made?

           3   A.  Yes, and I think there was issues with eating and

           4       drinking, and I think a nutritional assessment should

           5       have been made as a matter of routine anyway.

           6   Q.  Even on the first admission?

           7   A.  Yes.

           8   Q.  But if you focus on the second admission when the

           9       patient had diarrhoea, was it even more acute then?

          10   A.  There's more sort of factors which would need to be

          11       considered, you know, during the second admission which

          12       may affect the nutritional status and risk score.

          13   Q.  I think you say that, on the second admission, the

          14       patient had taken little foods or fluids for two days

          15       previously?

          16   A.  That's correct.

          17   Q.  So that would be at least a trigger?

          18   A.  That would be a trigger.

          19   Q.  The point you make about the patient's weight on page 9,

          20       there is no weight recording until 4 February, and that

          21       is during the first admission; is that correct?

          22   A.  That's correct.

          23   Q.  Then the next documentation is on the 12th, which is the

          24       day before discharge on the second admission?

          25   A.  That's correct.
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           1   Q.  Are you postulating there should have been further

           2       recordings of weight?

           3   A.  Well, because the senior house officer medical staff

           4       asked for daily weights to be recorded on 9 February.

           5   Q.  So you would have expected to see daily weights from

           6       9 February onwards?

           7   A.  Correct.

           8   Q.  Looking at fluid balance that you look at on page 9 of

           9       your report, what conclusions do you come to here?

          10   A.  Well, during the first admission, the patient received

          11       IV fluids and IV antibiotics from 26 January, but the

          12       first chart that I saw in the notes was dated 29 January

          13       and some charts span two dates, some had a single date,

          14       and two of the charts actually said that they covered

          15       the same dates.

          16   Q.  So far as the completion of the charts was concerned,

          17       did you come to a view?

          18   A.  Well, there was poor documentation of inputs and output

          19       and totals, even though we clearly knew that she had

          20       renal impairment and she was having intravenous fluids

          21       and antibiotics, and none of the charts had 24-hour

          22       totals calculated.

          23   Q.  If we look at the charts at 115, this is for the 31st to

          24       the 1st, there is one entry; is that right?

          25   A.  That's right, it is an intravenous antibiotic.
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           1   Q.  Page 116, which is the 31st to the 1st -- I think that

           2       seems to be the same date, but an entry at a different

           3       time; is that correct?  It is just one entry again?

           4   A.  That's correct.

           5   Q.  Is that at all of any assistance to anybody?

           6   A.  I mean, it gives you absolutely no indication of

           7       input/output and whether potentially somebody is not

           8       receiving enough fluids or overhydrated.  It really just

           9       tells you that somebody has had one IV infusion of an

          10       antibiotic.

          11   Q.  Then, if we look at the position on the second

          12       admission, if we turn to page 154, can we see here that,

          13       on the face of it, this is a chart in contrast to a few

          14       other charts that we have seen where it contains

          15       a significant amount of detail and, indeed, appears to

          16       have been totalled?

          17   A.  Totally different.

          18   Q.  This is a good example of a well-done chart?

          19   A.  Much better.  You see frequent inputs of oral, IV and

          20       output and there is a total there as well.

          21   Q.  Going back, then, to your report, at the time of

          22       the second admission I think you point out that a stool

          23       chart was commenced promptly?

          24   A.  Yes.

          25   Q.  If we look at that on page 156, we have, I think, the
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           1       document you make reference to in your report; is that

           2       correct?

           3   A.  That's correct.

           4   Q.  I think you also note that the entries coincide with

           5       entries on the fluid balance charts?

           6   A.  Yes, they do correspond with each other.

           7   Q.  This is a good example of the monitoring of stools?

           8   A.  It is -- well, using that type of chart, yes.  As I say,

           9       they are consistent.

          10   Q.  Perhaps I will just raise this point with you now: would

          11       you take from this chart that the nurse who is

          12       completing the document is doing so under reference to

          13       the Bristol stool chart?

          14   A.  No, because there are no grades of stool there.  The

          15       Bristol stool chart is graded 1 to 7, and there are

          16       actually no grades there.  There is "soft", "liquid",

          17       "not liquid".  It is harder to quantify, you know, what

          18       the stools are really like without, you know, a scale.

          19       It is much easier when you have a scale from 1 to 7.

          20   Q.  If we look at the Bristol stool chart and perhaps put it

          21       beside the other document on the screen, it is

          22       INQ00020001, here we have the Bristol stool chart on the

          23       left and Mrs Beattie's stool chart on the right.

          24           As we look at the Bristol stool chart, I think what

          25       you mean by grading is the typing 1 to 7; is that right?
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           1   A.  That's correct.

           2   Q.  In your experience, if you are completing a stool chart

           3       using the Bristol stool chart, would you indicate the

           4       type by reference to type 1, type 2, and so on, on the

           5       stool chart?

           6   A.  That's correct, yes.

           7   Q.  So is that what is absent from this particular chart?

           8   A.  Yes, to make it more specific and easier -- we would say

           9       that types 5, 6 and 7 are diarrhoea, you know, and

          10       that's the sort of types of stools that we are concerned

          11       about.  Type 1, 2, 3 or 4, if a patient is passing those

          12       grades of stool, we'd say they are asymptomatic.

          13   Q.  Could we look at the entry for 9 February at 9.20 on

          14       Mrs Beattie's stool chart where the stool is described

          15       as "Water green liquid.  Foul smelling"?  Could you

          16       argue that that tells you in itself that it must be

          17       type 7?

          18   A.  I would say that, yes, because, I mean, quite clearly,

          19       "watery", you know ...

          20   Q.  Could it be said, then, that although the typing is not

          21       entered, the type number is not entered, into

          22       Mrs Beattie's stool chart, the Bristol stool chart is,

          23       in fact, being used to guide the person who is filling

          24       in the chart?

          25   A.  Well, for watery stools, yes, but what we would then see
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           1       was that, if a patient has got a soft stool, is that

           2       then type 4 or 5?

           3   Q.  So when we look at the references on the 10th, where we

           4       see "urine + soft stool; urine + soft stool", you don't

           5       know whether that fits into, what, types 4 and 5?

           6   A.  It is not specific enough because it could be 4 or 5.

           7   Q.  And 5 would be diarrhoea but 4 would not?  Is that the

           8       point?

           9   A.  If someone is passing type 5 stools, we would say they

          10       are still symptomatic and have diarrhoea.  If it was

          11       type 4, we would say they were asymptomatic and had

          12       a formed stool.

          13   LORD MACLEAN:  Mr Evans, if the Bristol stool chart was, at

          14       the time these records were completed, available to the

          15       nursing staff, can you think of any reason why it would

          16       not be used?  When I say "available", I mean it was in

          17       the ward.

          18   A.  It is maybe just the habit of using a different type of

          19       stool chart.  I don't know if the Bristol stool chart

          20       was something that had been brought in recently and

          21       people were just used to using that type of chart and

          22       continued to use it.  I couldn't say.  It may be just

          23       habitual, the fact that they use that other type of

          24       chart.

          25   MR MACAULAY:  If the Bristol stool chart was not in use in

                                            64

           1       the ward -- and I think we have had this discussion

           2       before -- the type of charting that is set out in

           3       Mrs Beattie's stool chart would be perfectly acceptable?

           4   A.  If that is the only chart they have and they didn't have

           5       the Bristol stool chart, that stool chart indicates the

           6       numbers of stools and gives a less specific measure of

           7       the patient's bowel motions, and it is certainly better

           8       than no stool chart.

           9   Q.  Just so I can be clear, the reason that you are

          10       inferring that the Bristol stool chart was not in direct

          11       use in ward 6 is that, first of all, the typing is not

          12       identified on the stool chart; is that right?

          13   A.  The typing is not identified in that stool chart which

          14       is on the screen on the right-hand side, and it makes it

          15       a more subjective way of describing, you know, the

          16       motions.

          17   Q.  Moving on to finish off your report for Mrs Beattie, the

          18       falls risk assessment you touch upon on page 9, I think

          19       you say there was no falls risk assessment for either

          20       admission into ward 6; is that right?

          21   A.  That's correct.

          22   Q.  Do you consider, looking to this particular patient,

          23       that such an assessment should have been carried out?

          24   A.  Well, it really depends on whether you're looking at

          25       local or national guidance.  I mean, basically, if the
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           1       question is asked, "Have you previously had falls?" and

           2       the assessment was asked, "Are you at risk of falls?",

           3       then no further risk assessment at that time.  More

           4       detailed risk assessment would have been required

           5       because the person was mobile and independent.

           6   Q.  So far as you can recollect, was there any history of

           7       falls for Mrs Beattie?

           8   A.  Not that I'm aware of.

           9   Q.  Then moving and handling.  In this case, again you say

          10       there was no evidence of that, but, again, looking to

          11       the nature of the patient, do you consider that this

          12       would have been a risk assessment that should have been

          13       carried out?

          14   A.  It should have been carried out, again, as a matter of

          15       routine.

          16   Q.  If we look then at the nursing management of

          17       C. difficile that you touch upon on page 10, of course

          18       there is a question mark as to whether or not this

          19       patient had C. diff at all, but she was at least

          20       admitted with loose stools on 9 February?

          21   A.  That's correct.

          22   Q.  Do you consider that, at that point in time, under

          23       reference to the policies and good practice, she should

          24       have been isolated?

          25   A.  I would say yes, because there was obviously
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           1       consideration that she could be C. difficile positive.

           2   Q.  Is that then really the main point you make under

           3       reference to the nursing management of C. difficile?

           4   A.  Well, basically, knowing the history and knowing the

           5       suspicions, she should have been isolated on admission,

           6       yes.

           7   Q.  You have noted that the patient was aware -- it has been

           8       documented that the patient was aware of the diagnosis.

           9       You have noted that?

          10   A.  That's right.  The nurse wrote in the notes "Jean

          11       aware".

          12   Q.  We have already looked at the points you make about the

          13       infection control card and the entries there, and

          14       particularly the way the dates seem to be out of sync?

          15   A.  Yes.

          16   Q.  If you look at your conclusions in relation to

          17       Mrs Beattie, your final point on page 12, if we just

          18       look at that first of all, you say:

          19           "Therefore the patient was diagnosed as C. difficile

          20       positive somehow and was treated with Metronidazole.

          21       She was then confirmed as negative, but the patient was

          22       not even told.  This whole situation is clearly

          23       unacceptable."

          24           Can you elaborate on that?  I think we understand

          25       the point that she was diagnosed but then there was the
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           1       negative result, and there is some confusion there.

           2   A.  I'm just not sure how the specimen could have went to

           3       the lab and been tested and found to be negative, yet,

           4       somehow, that has been communicated or interpreted from

           5       the communication as being positive and, you know, the

           6       isolation procedures were put in place, treatment was

           7       commenced with Metronidazole and why did it then spur

           8       someone to pursue this two days later to actually see if

           9       it was anything other than the positive that they

          10       thought it was?  I don't understand.

          11   Q.  So that is the confusion, really?  There is some

          12       confusion there?

          13   A.  There is definitely confusion that, somehow, she was

          14       considered to be C. difficile positive, yet someone

          15       actually took it upon themselves to contact the lab and

          16       then it was confirmed that she was negative.  So why did

          17       that happen?

          18   Q.  Let's leave that conundrum to rest where it is,

          19       Mr Evans, and move on to the last case that you looked

          20       at, and that is the case of Christina Miller.  Your

          21       report here can be found at EXP00330001, and the medical

          22       records are GGC00470001.

          23           If we then turn to page 4 of your report, do you

          24       tell us at the top of the page that this patient was

          25       first admitted to the Vale of Leven on 11 January 2008?
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           1   A.  That's correct.

           2   Q.  What was the position on admission?

           3   A.  Well, she was found collapsed on the floor in the toilet

           4       by her carer.  She was breathless and she was unable to

           5       weight bear, but she was alert and orientated.  But she

           6       was found to be pyrexial and hypertensive when she came

           7       in.

           8   Q.  I think she was quite elderly: she was 88, I think, on

           9       admission?  We see the date of birth on the front page

          10       is 1919.

          11   A.  That's correct.

          12   Q.  I think the position is that she was admitted, as you

          13       tell us towards the bottom of the page, on this occasion

          14       to ward 6; is that correct?

          15   A.  That's correct.

          16   Q.  Moving on to page 5 of the report, do you note that

          17       a urine specimen was positive?

          18   A.  That's correct.

          19   Q.  Did she receive antibiotics in relation to that?

          20   A.  That's correct.

          21   Q.  Towards the bottom of the page, for 15 January, do you

          22       note that the patient was found on the floor and

          23       appeared to have climbed out of bed and banged her head

          24       on the drip stand?

          25   A.  Yes.
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           1   Q.  She suffered an injury because of that fall; is that

           2       correct?

           3   A.  That's correct.

           4   Q.  In the course of this admission, did she have any

           5       further falls that you can --

           6   A.  Yes, she had a number of falls during this admission.

           7   Q.  If we turn to page 7 of your report, is there some

           8       reference there, just about halfway down, that she was

           9       found lying on the floor and she had fallen onto her

          10       buttock; is that right?

          11   A.  That's correct.

          12   Q.  There was no evidence of a fracture?

          13   A.  That's correct.

          14   Q.  Do you note in relation to this admission, on page 8,

          15       about halfway down:

          16           "The patient was transferred from ward 6 to ward 15

          17       on 24/1/08."

          18           The reason for that was for rehabilitation?

          19   A.  That's correct.

          20   Q.  The point you make towards the bottom of page 8, on

          21       27 January:

          22           "... it is documented in retrospect that the patient

          23       had been found on the morning of 26/1/08 with another

          24       patient's faecal specimen pot open.  She had required to

          25       have her hands washed thoroughly."
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           1           Can I just understand that?  The reference to the

           2       specimen pot, what did you understand that to refer to?

           3   A.  I'm not sure if it is actually the specimen container.

           4       I am presuming it is the specimen container, you know,

           5       whereby it has a scoop and there is a specimen taken out

           6       of the motion, you know, for sending to the lab.  It may

           7       be that -- I wouldn't say a specimen pot was a bedpan,

           8       for example.

           9   Q.  No.

          10   A.  So I'm assuming it is the actual specimen container

          11       which you would send to the laboratory.

          12   Q.  The inference, then, is that this patient had somehow

          13       managed to get her hands on another patient's specimen

          14       container and soiled her hands and they required to be

          15       washed?

          16   A.  That's correct.

          17   Q.  If we look at the actual note, just to see if that is

          18       the inference we can legitimately take, turn to page 146

          19       of the records.  It is the entry for the 27th, timed at

          20       1915.  I think you have properly read what is said

          21       there:

          22           "Christina found with another patient's faecal

          23       specimen pot open.  Hands washed thoroughly.  IR1

          24       completed."

          25           Would that be some form to record that this had
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           1       happened?

           2   A.  It is an incident recording form, yes.

           3   MR PEOPLES:  My Lord, I wonder, while we are on that

           4       entry -- I obviously understand what "written in

           5       retrospect" means, but I wonder whether we could get

           6       some guidance as to why that would be written for this

           7       entry, but other entries, are they written

           8       contemporaneously with the event or just when time

           9       allows it, just to get a general picture?

          10   MR MACAULAY:  You heard, I think, what Mr Peoples said.  Can

          11       you give us some assistance on that, Mr Evans?

          12   A.  Basically, why this one was written in retrospect?

          13   Q.  Yes, I think the incident seems to have happened at am

          14       on 26 January, and here we have, after 7 o'clock in the

          15       evening for the 27th, the nurse making the record?

          16   A.  It is quite unusual, because, obviously, the sheer fact

          17       that the RGN has written it in retrospect means he or

          18       she thought it was important enough to actually record

          19       it.

          20           Now, why he didn't record it timeously, I don't

          21       know, because obviously that is one of the key standards

          22       of record keeping, so I can't say what happened at the

          23       time that he didn't actually record it, but he obviously

          24       felt it was significant enough, you know, that when he

          25       did remember, I presume, that that was recorded the next
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           1       day, because it is not something that is usual.

           2       I certainly have never seen another patient get another

           3       patient's specimen pot and opening it and then smearing

           4       themself with it somehow.

           5   Q.  From an infection control perspective, how desirable

           6       would that be?

           7   A.  Totally undesirable, even from a non-infection control

           8       perspective.  But obviously, another patient handling

           9       someone else's faeces -- and who that belongs to,

          10       I don't know.  I mean, potentially -- hand contact is

          11       one of the most common ways of spreading infection, and

          12       we don't know if somehow this patient managed to consume

          13       something that was on her hands as well, and the

          14       faecal/oral route is the means of spread, you know.

          15   Q.  I suppose, once this patient had the faeces on her

          16       hands, you don't know what contact she may have had with

          17       other sufferers, and so on and so forth?

          18   A.  Or, in fact, her own mouth, unfortunately.

          19   LORD MACLEAN:  How do you know that?

          20   A.  I'm saying that we don't know.

          21   LORD MACLEAN:  Oh, right.

          22   A.  We don't know.  What I'm saying is, if she did have

          23       contact and actually consumed the faeces, which may have

          24       been infected, I don't know, the faecal/oral route is

          25       the means of spread of gastrointestinal organisms.  It
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           1       is not very pleasant to think about, of course.  Does

           2       that answer your question, sorry?

           3   MR PEOPLES:  Yes, it does.  The only thing I wanted to

           4       perhaps establish, and maybe this is a good opportunity

           5       to do it, is, in relation to other records in the

           6       narrative which are timed, are they timed by reference

           7       to the content of it or are they simply written up when

           8       time allows?

           9   A.  I think that would possibly vary, depending on what

          10       happens and when.  I mean, I can't say.  I mean,

          11       obviously, that one clearly says that that was written

          12       in retrospect, whereas the other ones -- I mean,

          13       obviously, the whole idea is that you write it as soon

          14       to the event as possible, while it is in your mind and,

          15       you know, current.  But obviously, if you are in the

          16       middle of something and something is happening, you

          17       can't just say, "Okay, sorry, you stay there while I go

          18       and write that this has happened".

          19   MR MACAULAY:  Inevitably, there will be a timelag between --

          20   A.  Of course there will.

          21   Q.  -- observing the event and writing the note and it will

          22       depend on the circumstances how contemporaneous the note

          23       is, but the note should be as contemporaneous as

          24       possible?

          25   A.  As possible; exactly.
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           1   LORD MACLEAN:  But this is a long time after, isn't it?

           2   A.  It is the next day.

           3   MR MACAULAY:  The nurse has made it clear that it is not

           4       a contemporaneous note.

           5   A.  Exactly.

           6   Q.  Can I just take a point up: the inference we take from

           7       this is that this patient, Mrs Miller, was able to get

           8       her hands on a specimen pot.  That is what the records

           9       tell us.

          10   A.  That's correct.

          11   Q.  I suppose the assumption we can make, until it is

          12       otherwise clarified, is that another patient had

          13       provided a specimen of faeces that was to be sent for

          14       analysis of one form or another?

          15   A.  That's correct.

          16   Q.  In your opinion -- again, putting your infection control

          17       hat on for the moment, should a patient such as

          18       Mrs Miller be able to get her hands on another patient's

          19       specimen pot, assuming that is what happened?

          20   A.  No, not at all.

          21   Q.  What systems should be in place to prevent that event

          22       happening?

          23   A.  Basically, if a previous patient has had a specimen

          24       taken, you know, that specimen should be obviously put

          25       in the appropriate receptacle and then dealt with there
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           1       and then.  You know, I don't know where the specimen was

           2       left.  It was clearly left unattended, as it shouldn't

           3       be, for someone else to gain access to it.

           4   Q.  Can we go back to page 9 of your report?  At the top of

           5       the page, you have noted from the records that, on

           6       30 January, there is a note that the patient had had

           7       a good home visit.  Does it appear now, then, that there

           8       is a target to have the patient discharged in the near

           9       future?

          10   A.  Yes.

          11   Q.  But then, on 1 February, have you noted that the patient

          12       was incontinent of loose faeces twice, and she had

          13       several more episodes of loose stools?

          14   A.  That's correct.

          15   Q.  Was a stool sample then sent for analysis?

          16   A.  Yes.  A stool sample was sent to the regional virology

          17       lab, which was norovirus negative, and another sample

          18       was sent, which was C. difficile negative.

          19   Q.  If we look at page 289, we have reference here to

          20       a sample of faeces collected on 1 February, and we see

          21       "Post to Gartnavel".  Do you see that?

          22   A.  That's correct.

          23   Q.  The description:

          24           "Clinical details: blood in stool, very loose, ward

          25       outbreak."
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           1           Can you see that is what it says in the text?

           2   A.  That's correct.

           3   Q.  If we turn to page 291, we have here a record of

           4       a negative report; is that right?

           5   A.  That's correct.

           6   Q.  We see it is still ward 15 that we are focusing upon; is

           7       that right?

           8   A.  That's correct.

           9   Q.  Is that the negative result, then, that you referred to

          10       in your report?

          11   A.  That's the negative C. difficile result, yes.

          12   Q.  While we have the medical records, if we look at

          13       page 293, this appears to be another report for

          14       a specimen collected on 2 February, again negative.

          15       Were there two negative specimens taken?

          16   A.  That's what this is saying here on the form.

          17   Q.  That's what this suggests.  Now, then, if we go back to

          18       your report, the date that you give -- when you say,

          19       halfway down the third paragraph on page 9:

          20           "A stool sample was also sent on 1/2/08 ... was

          21       received in the microbiology lab on 4/2/08 ... and was

          22       negative for C. diff ..."

          23           That's the first one we looked at, I think; is that

          24       correct?

          25   A.  That's correct.
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           1   Q.  Then you say the patient was given loperamide on the 3rd

           2       and no further loose stools are documented after

           3       1 February during this admission?

           4   A.  That's correct.

           5   Q.  But you have a note, I think, that you have made that

           6       there was a further fall; is that right?

           7   A.  Sorry, what was that again?

           8   Q.  You have made some reference to falls in the next

           9       paragraph?

          10   A.  A fall, that's correct, in the next paragraph, on

          11       7 February.

          12   Q.  So she slipped on the floor from a chair on the 7th and

          13       then, on 10 February, you have noted:

          14           "Patient was found sitting in the toilet with

          15       a bleeding nose and said she had fallen and banged it."

          16           So there is evidence there of possibly two falls?

          17   A.  That's correct.

          18   Q.  Nevertheless, was this patient discharged home on

          19       11 February?

          20   A.  That's correct.

          21   Q.  Turning to page 10 of your report, do you here consider

          22       the next admission to the Vale of Leven?

          23   A.  That's correct.

          24   Q.  On 22 February?

          25   A.  That's correct.
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           1   Q.  I think, in fact, she had, over the period we are

           2       looking at, three admissions?

           3   A.  Three admissions overall, yes.

           4   Q.  What was the position, then, on this admission?  We know

           5       she was discharged, as we have just noted, on the 11th,

           6       and this is some 11 days later she is readmitted.  So

           7       can you fill us in as to what the position now was?

           8   A.  Oh, she'd had frequent falls, was complaining of pain in

           9       both legs, which were both oedematous.  She had high

          10       blood pressure, she had a heart condition of atrial

          11       fibrillation, and her oxygen saturations in her blood

          12       were 92 per cent on air, so she'd been started on

          13       oxygen.

          14           She also had a very high temperature of 39.5 and was

          15       thought to have a urinary tract infection and was

          16       a little distressed and confused.

          17   Q.  Do you note in the next paragraph that Dr Khan (sic)

          18       noted she had fallen twice at home and, that day, she

          19       was unable to stand?  Do you also note she had, question

          20       mark, diarrhoea but was on Senna?

          21   A.  But was on Senna, that's correct.

          22   Q.  Was she then admitted that same day to ward 6?

          23   A.  That's correct.

          24   Q.  You note that towards the bottom of page 10.  If we turn

          25       to page 11, towards the bottom you make a comment
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           1       that -- I think we are now on 26 February -- the SHO was

           2       asked to prescribe Lactulose; is that right?

           3   A.  That's correct.

           4   Q.  Why was that at this point in time?

           5   A.  Because she was complaining of constipation and she'd

           6       also required a suppository and an enema, so

           7       constipation was the issue at this stage.  She also had

           8       her Co-codamol reduced because that contains codeine,

           9       which could be contributing to the constipation as well.

          10   Q.  If we move, then, to page 12, you note towards the top

          11       of the page that the patient was moved from ward 5 to

          12       ward 14-15 on the 26th?

          13   A.  That's correct.

          14   Q.  Had there then been a move from 6 to 5 at some point,

          15       because she was originally admitted to ward 6?

          16   A.  I think there must have been, but I didn't find too many

          17       details of that.

          18   Q.  Do you note, then, that the patient was taking risks by

          19       getting in and out of bed overnight; do you see that?

          20   A.  That's correct.

          21   Q.  Was she eventually discharged to a care home on 3 March?

          22   A.  She was eventually discharged to Strathleven care home

          23       on 3 March, yes.

          24   Q.  Let's look then at the third and, I think, final

          25       admission for the patient.  You look at that on page 13
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           1       of your report.  Do you tell us, towards the top of

           2       the page, that she was admitted to the Vale of Leven on

           3       19 March under the care of Dr Johnston?

           4   A.  That's correct.

           5   Q.  Now we are some 16 days after the previous discharge?

           6   A.  That's correct.

           7   Q.  What was the position on this admission?

           8   A.  Well, the GP letter stated that she had really never

           9       picked up since the discharge and she'd had a poor oral

          10       intake, constant diarrhoea, poor mobility, and she'd

          11       appeared cold and sweaty when he had reviewed her and

          12       she had a cough, she had creps in both lungs, which he

          13       thought was possibly the development of

          14       bronchopneumonia, which the GP actually thought was

          15       terminal, and he also stated that staff and relatives,

          16       however, preferred admission to hospital.

          17   Q.  Have you also taken from the admission information that

          18       she had loose stools over the previous six days and had

          19       lost quite a lot of weight?

          20   A.  That was a letter from one of the senior carers;

          21       Donna McGowan had stated that.

          22   Q.  Was there some suggestion at this point that she may

          23       have had C. diff?

          24   A.  Yes, there was a suggestion, at that stage, when she was

          25       admitted, that the overall impression was of sepsis
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           1       possibly due to a lower respiratory tract infection, or

           2       diarrhoea possibly due to C. difficile.

           3   Q.  At this point, then, was she transferred to the CCU,

           4       which I think we know is ward 4?

           5   A.  Yes, she was transferred to CCU.

           6   Q.  Did she have loose stools, then, when she was in CCU?

           7   A.  Yes.  A sample of loose stools was sent from CCU on

           8       20 March as well and reported as C. difficile negative.

           9   Q.  I think we see that at page 285 of the records.  Is this

          10       the sample you have in mind, collected on 20 March,

          11       received on the 21st and it is a negative result?

          12   A.  That's correct.

          13   Q.  It is addressed to CCU?

          14   A.  That's correct.

          15   Q.  So she is in CCU at this point in time?

          16   A.  At that stage, yes.

          17   Q.  It has been pointed out to me that on page 10 when

          18       I made reference to the doctor, I said "Dr Khan" when in

          19       fact it is "Chan".  In the MAU it is Chan?

          20   A.  Chan, because there is a Dr Khan as well.

          21   Q.  So it is Chan with a C-H-A-N?

          22   A.  Correct.

          23   Q.  You point out on page 14 in the second paragraph that

          24       the patient was -- that she had a chest and urine

          25       infection and AF, that's atrial fibrillation; is that
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           1       correct?

           2   A.  That's correct.

           3   Q.  She was also noted to be dehydrated?

           4   A.  That's correct.

           5   Q.  There was a plan put in place to deal with these

           6       problems?

           7   A.  That's correct.

           8   Q.  Then you note that the nursing notes on 20 March stated

           9       that the patient was for transfer to ward 6 due to bed

          10       management; do you see that?

          11   A.  Yes, that's correct.

          12   Q.  Can you explain what that means, if you can?

          13   A.  Well, in my experience, what that means is that there

          14       are bed management issues.  It may be that someone who

          15       had no need for that bed had been admitted, or it may be

          16       that it was because of a staffing issue.  I really don't

          17       know.  You know, there could be a number of reasons why

          18       bed management would indicate that a patient had to be

          19       transferred.

          20   Q.  But if we look at the medical records at page 9, can we

          21       read for 20 March, timed at 1600 hours, a reference to

          22       "transferred from CCU".  Do you see that?

          23   A.  Yes.

          24   Q.  I think we are looking now at the evaluation sheets for

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

           2   Q.  So it would appear that she was transferred to ward 6 on

           3       20 March?

           4   A.  Oh, yes, yes.

           5   Q.  Now, going back then to your report, the second-last

           6       paragraph on page 14, have you noted that there was

           7       evidence of the patient having loose stools on 22 March?

           8   A.  That's correct.

           9   Q.  And again on 23 March and 24 March?

          10   A.  That's correct.

          11   Q.  So there is a period of days there when she is noted to

          12       have loose stools?

          13   A.  That's correct.

          14   Q.  You have noted that the patient was able to walk to the

          15       toilet at this point with two staff, on the 23rd; is

          16       that right?

          17   A.  That's correct.

          18   Q.  What do you take from that?  Would this be a toilet that

          19       was being used by other patients or not, or can you say?

          20   A.  Well, I have no evidence that she was isolated in that

          21       time, I could see no evidence, so I don't really know

          22       for certain.  I mean, just -- the fact stating that she

          23       was walking to the toilet with two staff could be her

          24       toilet or a shared toilet, I don't know, but I could

          25       find no evidence that she was actually isolated.
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           1   Q.  Again, with a patient who has loose stools, not just on

           2       one day but, I think, three days one after the other,

           3       should the patient have been isolated?

           4   A.  Yes.

           5   Q.  If we move on to page 15 of your report, have you noted

           6       in the second paragraph that a stool sample was received

           7       by the lab on the 25th and it was C. diff positive?

           8   A.  That's correct.

           9   Q.  If we look at page 283 of the records, I think this is

          10       the document you are referring to; is that right?

          11   A.  That's correct.

          12   Q.  It doesn't tell us when it is collected?

          13   A.  No.

          14   Q.  But it is received on the 25th and it is a positive

          15       result addressed to ward 6?

          16   A.  That's correct.

          17   Q.  Then, if we look at the infection control card which you

          18       will find at SPF00690001, can we see against the

          19       reference to "Date positive" we have the 25th has been

          20       noted and then the next entry for the 25th:

          21           "Informed by lab staff.  Patient in 4-bedded bay.

          22       No single room available.  Advised patient for 2-bedded

          23       bay."

          24           Then there is reference to "Spoke with JHO".  So, on

          25       the face of it, it appears that when the positive result
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           1       has been confirmed, the patient, in fact, is in

           2       a four-bedded bay in ward 6?

           3   A.  That's right.  For all the other notes don't confirm

           4       isolation or any accommodation, the infection control

           5       card does state that she was in a four-bedded bay and

           6       was to be moved to a two-bedded bay, but it doesn't

           7       actually say if it is a two-bedded bay on her own or

           8       with someone else and she's being cohorted with someone

           9       else with C. difficile.

          10   Q.  Did the patient continue to have loose stools, if you

          11       look at pages 15 and 16?

          12   A.  Basically, over the next few days she was reported to be

          13       passing both loose stools and formed stools, according

          14       to the records.

          15   Q.  If we turn to page 16 of your report, for example, just

          16       to pick this up, in the second main paragraph, halfway

          17       down against the date for 30 March you have noted that

          18       she also passed loose green stools that morning?

          19   A.  That's correct.

          20   Q.  Towards the bottom, and I think we are now into 2 April,

          21       the second-last line, you have noted:

          22           "That night she was incontinent of a large loose

          23       stool."

          24   A.  Correct.

          25   Q.  If you turn to page 17, just below halfway you have
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           1       a paragraph where you make some reference to "urine

           2       output poor", on 5 April.  Do you see that paragraph?

           3   A.  Yes, I can see that.

           4   Q.  Then you go on to say:

           5           "No further loose stools were reported in ward 6."

           6   A.  That's correct.

           7   Q.  Do you then note the patient was transferred from ward 6

           8       to ward 15 on 7 April?

           9   A.  That's correct.

          10   Q.  Were you able to ascertain why that happened?

          11   A.  I'm not really sure why that happened, no.

          12   Q.  The point you make in the next paragraph about nursing

          13       notes, you say there were no nursing entries until

          14       10 April?

          15   A.  That's correct.

          16   Q.  You say there was a gap in the nursing notes.  Perhaps

          17       you can just focus on that.  Turn to page 19 of

          18       the records.  We see some entries for 7 April; do you

          19       see that?

          20   A.  Yes.

          21   Q.  There is an entry there for 7 April dealing with fluids:

          22           "Subcutaneous fluids have been discontinued.  Push

          23       fluids."

          24           I think this is the time when you have been able to

          25       work out that the patient was transferred from ward 6 to
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           1       ward 15?

           2   A.  That's correct.

           3   Q.  Then the next entry we see on the same sheet, is it

           4       dated the 10th, some three days later?

           5   A.  That's correct.

           6   Q.  It reads:

           7           "Taking risks trying to get into bed."

           8           Read on, on page 20, the next page of the records:

           9           "Fell onto floor, graze to forehead."

          10           The point I think you are making is that there is

          11       a gap in the nursing observations over that period of

          12       time?

          13   A.  Clearly, the patient had just been stopped subcutaneous

          14       fluids, she has just been moved from one ward to another

          15       and there is nothing documented within that period from

          16       the 7th to the 10th.

          17   Q.  If that reflects the true position, is that in any way

          18       acceptable?

          19   A.  No, because, I mean, I don't believe that nothing

          20       happened.  I mean, there should have been things to

          21       record and evaluate in this patient, considering her

          22       condition at that time.

          23   Q.  You then talk about what we have just looked at, the

          24       fall to the floor.  Then, if you move on to page 18 of

          25       your report, the first main paragraph, do you note again
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           1       that this patient is incontinent of loose stools on

           2       12 April?

           3   A.  That's correct.

           4   Q.  And she has had another fall that morning?

           5   A.  That's correct as well.

           6   Q.  What about thereafter, on 13 April?  What is the

           7       position?

           8   A.  Basically, on 13 April, the nursing notes record that

           9       the patient was unfortunately found dead, but the

          10       writing style was very difficult to read, and the

          11       medical entry had noted an arrest call for the patient

          12       and confirmation of that death was made by the oncall

          13       GP.

          14   Q.  If we look to the nursing entries on page 20, firstly,

          15       for 12 April, we have the entry at 0715 where, as you

          16       have indicated in your report, there is reference to

          17       "incontinent of loose stools x1 overnight"?

          18   A.  That's correct.

          19   Q.  Is that "Noisy at times ..."?

          20   A.  "Noisy at times", yes.

          21   Q.  "... throughout the night".  Then -- can you read that?

          22   A.  "Christina had another fall this morning - got up to

          23       mobilise unaided - had also taken slippers off.

          24       Complaining of feeling nauseated at lunchtime.  Also had

          25       1 loose stools.  Had previously had C. diff, will obtain
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           1       further specimen on Monday, 14th."

           2           This is Saturday, the 12th, then, I presume.

           3   Q.  So the nurse was going to wait until the Monday to take

           4       the further specimen?

           5   A.  I don't know why.  One should have been taken, if they

           6       could have got it, there and then.

           7   Q.  The entry at 2000 hours, can you read that?

           8   A.  "Did not eat much at supper time.  Took a slice of bread

           9       and jam and cup of tea.  Felt a bit better and settled

          10       in bed - no specific complaints."

          11           As I say, that is quite difficult to read.

          12   Q.  But then the next entry, on the 13th, for 7.30?

          13   A.  "Chrissy was found to have passed away."

          14   Q.  So that is the picture, then.  We have a picture where

          15       she's taken a cup of tea and something to eat and no

          16       specific complaints and then the next thing is she's

          17       found dead in bed?

          18   A.  Correct.

          19   Q.  Can you work out the timings?  For 13/4/08 there is

          20       something next to that.  It looks like 9 am?

          21   A.  It looks like 9 am.

          22   Q.  Then the next reference, is that "[something] 7.30"?

          23   A.  "At 7.30.  "At 7.30, Chrissy was found to have passed

          24       away".

          25   Q.  Does that indicate the note was written at 9 am, then,
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           1       and it is a retrospective note?

           2   A.  It indicates that, at 7.30, they had surprisingly found

           3       the lady dead, and I'm quite sure there would have been

           4       a lot of activity at that time to explain why there was

           5       certainly a delay until recording at 9 o'clock because,

           6       as you can see, this was totally unexpected and there

           7       was a lot of actions occurred as a result of finding her

           8       dead.

           9   MR PEOPLES:  My Lord, I wonder if we could have the full

          10       entry for the 13th?  Is there a reference to something

          11       happening overnight and being showered by staff?  Or am

          12       I not reading that correctly?  If one reads on to lines

          13       3 and 4 in the first entry on the 13th.  It may be

          14       difficult to read.

          15   MR MACAULAY:  I'm sorry, if we are looking at the 13th, the

          16       first entry I see is 7.30, "Chrissy was found to have

          17       passed away.  Appeared very peaceful".  That's the way

          18       I read it, I have to say.  Is that the way you see it

          19       for the 13th?  There is nothing more than that.

          20   MR PEOPLES:  Sorry, it was the next sentence:

          21           "[Something] again and had been showered by night

          22       staff.  Call put out" --

          23   MR MACAULAY:  Let's see if we can read it all, Mr Evans:

          24           "Appeared very peaceful ..."

          25           Can you read the rest of that?
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           1   A.  Can you make it bigger?

           2   Q.  "Had diarrhoea overnight and had been showered by night

           3       staff."

           4           Is that right?

           5   A.  Right.  We are on 13/4?

           6   Q.  Yes, the 13th?

           7   A.  At 9 am:

           8           "At 7.30 am, Chrissy was found to have passed away.

           9       Appeared very peaceful.  Had diarrhoea overnight and had

          10       been showered by night staff.  Call put out and arrest

          11       team responded as Chrissy did not have a DNAR.

          12       Certified dead ..."

          13   Q.  "Certified dead by GP - family contacted."

          14   A.  That's right:

          15           "Niece, who is next of kin, came to ward and saw

          16       Chrissy.  She will phone her son in America.  Will

          17       collect death certificate."

          18           I think what the gentleman is referring to is, much

          19       as the last time, it is a retrospective note for

          20       something that happened and was an intervention by

          21       a different group of staff.

          22   Q.  In particular, the fact that she had been showered

          23       overnight and had diarrhoea was not previously recorded

          24       in the nursing notes?

          25   A.  Uh-huh.  And clearly, it would possibly make the
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           1       surprise of her death even more, the fact that she'd

           2       been fit enough to have a shower at some time during the

           3       night.

           4   Q.  According to this, there was another episode of

           5       diarrhoea?

           6   A.  Diarrhoea as well.

           7   Q.  If we then look at the arrest call to complete this

           8       little chapter, on page 226 of the records we have the

           9       relevant note towards the bottom of that page.  We see

          10       this is timed at 0745 on 13 April.  Is that Dr Gunn,

          11       possibly, GP?  Does it read:

          12           "Arrest call.  Found by ..."

          13   A.  "Found by N/S [nursing staff].  Pupils fixed and

          14       dilated.  Breath sounds absent ..."

          15           I'm not sure what that says "over time"?  I'm not

          16       sure what that says:

          17           "Heart sounds absent over 1 minute.  Death confirmed

          18       0745 hours.  May she rest in peace."

          19   Q.  Perhaps just to look at the death certificate then, for

          20       the final bit of this, and you will find that at

          21       SPF00290001.  Can we see that the death is -- as we have

          22       seen on 13 April, the time is given at 0730 hours here,

          23       she was aged 88 and the cause of death is given as

          24       myocardial infarction and ischaemic heart disease?

          25   A.  That's correct.
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           1   MR MACAULAY:  My Lord, that might be an appropriate time to

           2       adjourn for lunch.

           3   (1.00 pm)

           4                     (The short adjournment)

           5   MR MACAULAY:  Good afternoon, Mr Evans.

           6   A.  Good afternoon.

           7   Q.  Before lunch, we were looking at the records of

           8       Christina Miller and also at your report.  If we go back

           9       to your report, EXP00330001, page 19.  Just below

          10       halfway you have some comments in relation to

          11       communication between the nursing staff and the medical

          12       staff, in the first instance.  What were you able to

          13       take from the records in relation to that?

          14   A.  Well, basically, there were numerous examples of staff

          15       communicating with the medical staff basically at ward

          16       rounds or meetings, and, once again, to relay any

          17       changes in the patient's condition and seek appropriate

          18       actions.  But I found a few documented examples of

          19       the nursing staff communicating with the family.

          20   Q.  Then you look at record keeping and you make some

          21       general comments in the first paragraph.  Can you take

          22       us through that?

          23   A.  That's correct.  Once again, any signatures in the notes

          24       were not legible, and the nurse's name was not printed

          25       alongside the first entry, and this was also found with
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           1       a number of the signatures in the medical notes, and

           2       there were times when the entries were not legible

           3       completely.

           4   Q.  If we focus for the moment on the final admission,

           5       that's the third admission, that this patient had, in

           6       the course of which C. diff was diagnosed, if you turn

           7       to page 20 of your report, in the third paragraph from

           8       the top you make some comments about the patient's

           9       observations during this admission.  Can you just take

          10       us through that?

          11   A.  Basically, as I have said, during this final admission,

          12       there were patient observations recorded regularly up

          13       until 5 April, and there was no evidence of any being

          14       recorded on the 6th.  After transfer to ward 15, I found

          15       no evidence of observations being taken up until the

          16       time that the patient died.

          17   Q.  Just looking at that, then, are you saying that there

          18       was no evidence of observations being recorded from

          19       5 April up until the date of death?

          20   A.  That's correct.

          21   Q.  That is, what, some eight days or so leading to death?

          22   A.  That's correct.

          23   Q.  Have you any comments to make on that?

          24   A.  Well, basically, as you know, during this time the

          25       patient had falls, there was also a period whereby it
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           1       clearly states that two-hourly neurological observations

           2       were advised, but I could find no written evidence of

           3       these being recorded after the fall on 10 April.

           4   Q.  Should there have been observations made and recorded

           5       over that period?

           6   A.  Yes.

           7   Q.  You make a comment in the next paragraph about the fact

           8       that she was C. diff positive on 25 March.

           9   A.  That's correct.

          10   Q.  What is the point there?  Is that the same point,

          11       really?  You say:

          12           "It is unacceptable if no observations were recorded

          13       after 6 April as they were not able to accurately

          14       monitor the patient's condition."

          15   A.  That's correct.

          16   Q.  You then look at nursing care plans, if we can again

          17       perhaps focus on the final admission, if you turn to

          18       page 21.  What was the position here in relation to care

          19       planning?

          20   A.  Well, during this final admission, there was one care

          21       plan sheet which was dated as 22 March but was not

          22       numbered.  There were a number of diverse separate

          23       problems on that sheet and one goal to cover all of

          24       these problems.  There were a number of interventions

          25       listed, but I could only see evidence of these being
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           1       reviewed once, and there were other problems which the

           2       patient had which were not in a care plan.

           3   Q.  If we look at the document that you will find at page 7

           4       of the records, is this the care plan that you have in

           5       mind?

           6   A.  That's the one, yes.

           7   Q.  It is dated 22 March 2008; is that correct?

           8   A.  That's correct.

           9   Q.  We can read:

          10           "Transferred from CCU.  Chest infection and falls.

          11       Dehydration/poor eyesight/right leg ulcer."

          12           They seem to be the problems identified; is that

          13       correct?

          14   A.  That's correct.

          15   Q.  We see a number of interventions --

          16   A.  That's correct.

          17   Q.  -- dated the same date, and there is something added

          18       after that for what looks like 1 April:

          19           "Repeat ECG."

          20           Then there is also reference to "stool sample for

          21       C. diff"?

          22   A.  That's correct.

          23   Q.  What point are you making here?

          24   A.  Well, as you can see, there is a whole diverse list of

          25       different problems in the first line.  The goals are
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           1       very vague.  Then you have a list of interventions.

           2       You're not sure which of the problems these

           3       interventions relate to, and then you have then entered

           4       that there is a stool sample being taken, which I'm not

           5       sure what problem up above that relates to, because it

           6       is not listed, and then a stool sample for C. diff.  So

           7       to me, it seems really jumbled up.  It would be very

           8       hard, I think, to see exactly what you are supposed to

           9       be doing with so many problems which are unconnected and

          10       a big list of interventions, some of which don't even

          11       relate to a problem.

          12   Q.  Is the activities of daily living assessment that might

          13       have formed the basis of this plan, the one we see on

          14       page 25 and page 26, if we look at that documentation

          15       for the moment?  There is no date here to identify the

          16       time, but it is ward 15.

          17   A.  That's correct.

          18   Q.  We see some information is given, although, again, we

          19       don't see any reference to weight on the bottom right.

          20       If we move on to page 26, which is, I think, the second

          21       page of the document, we can see that some parts of

          22       the form have been filled in; is that right?

          23   A.  That's correct.

          24   Q.  Does this form relate to the admission we are looking

          25       at, the third admission of 22 March, so far as you are
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           1       aware?

           2   A.  Well, it certainly relates to ward 15 and the issues the

           3       lady had.  If you could pop back to the previous screen.

           4   Q.  Page 25.

           5   A.  That's correct.

           6   Q.  So it does relate to ward 15?

           7   A.  "Chest infection, falls, dehydrated".  These problems

           8       relate to what's in the care plan as well, you know, the

           9       provisional diagnosis being transferred across to one

          10       single care plan.

          11   Q.  So then, this would be the documentation completed for

          12       this admission?

          13   A.  Correct.

          14   Q.  So far as the ADL form is concerned, does that contain

          15       adequate information, if you go back to page 26?

          16   A.  Well, there is some basic information there.  I mean, it

          17       actually specifies how the person transfers.  The first

          18       six sections are filled in.  The person has a problem

          19       with eyesight, but there is nothing in the "Senses", so,

          20       I mean, six of the sections have some information in

          21       there, but again, there is still quite a number of gaps,

          22       and "Elimination", "Asks for the toilet", you know, it

          23       would maybe be more interesting, you know, issues with

          24       diarrhoea, C. difficile, things like that.

          25   Q.  If you go back to the multiproblem care plan on page 7,
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           1       as you have pointed out, a number of problems have been

           2       identified.  Were there any other problems that might

           3       have been apparent on admission that have not been

           4       identified?

           5   A.  Well, hypertension, confusion, constipation, and then,

           6       again, loose stools, C. difficile positive.  So there is

           7       a number of things that could have been part of a care

           8       plan.

           9   Q.  I think the positive diagnosis of C. diff wasn't

          10       confirmed until after this?

          11   A.  Later.  That could have been something that was

          12       considered when it occurred and a care plan for that,

          13       which there wasn't.

          14   MR PEOPLES:  My Lord, I wonder if I could just seek some

          15       clarification?  The multiproblem care plan seems to be

          16       dated 22 March and 1 April.  As I understood the

          17       evidence of Mr Evans, the patient was in ward 6 until

          18       7 April, when she moved to ward 15.  The documents on

          19       pages 25 and 26 seem to relate to ward 15, which would

          20       suggest that they were prepared on or after 7 April and,

          21       therefore, after the multiproblem care plan.  I don't

          22       know whether that is correct, but it seems to --

          23   MR MACAULAY:  I do propose to clarify this, if I can.

          24           As Mr Peoples has pointed out, the multiproblem care

          25       plan is dated 22 March.  I think we have taken from your
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           1       report that, for the third admission, Mrs Miller was

           2       admitted on 19 March.

           3   A.  That's correct.

           4   Q.  Maybe we can just clarify that.  I think you will see

           5       that on page 13 of your report.

           6   A.  Yes.

           7   Q.  She was originally admitted to ward 4, CCU?

           8   A.  Yes.  She was originally admitted on the 19th.  She was

           9       in on 19 March, transferred to CCU, then transferred to

          10       ward 6 on 20 March.

          11   Q.  I think, according to the information that we have, she

          12       was transferred to ward 15 on 7 April?

          13   A.  That's correct.

          14   Q.  That's page 17 of your report?

          15   A.  That's correct.

          16   Q.  So there is some confusion here.

          17   A.  Confusion.

          18   Q.  A couple of points.  First of all, the care plan that we

          19       see is dated the 22nd, so it hasn't been completed on

          20       the date of admission.

          21   A.  No, that's correct.

          22   Q.  Is that right?

          23   A.  Because she was admitted on the 19th.

          24   Q.  Are you able to tell from the records you have seen

          25       whether the care plan we are looking at does accord with
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           1       the type of care plan you might see associated with

           2       ward 6?

           3   A.  I see different types of care plans.  You know, from

           4       memory, there is a multiproblem care plan, there is

           5       different care plans in the likes of CCU normally, but

           6       this is -- this is the style of one of the care plans

           7       that is used, a multiproblem care plan.

           8   Q.  We are looking at page 7.  If you turn to page 8 of

           9       the records, I think you will see that is a blank

          10       document, and then, if you turn to page 9, I think we

          11       looked at this earlier, for the 20th, we see the

          12       reference at 1600 "Transferred from CCU".  Do you see

          13       that?

          14   A.  That's correct.

          15   Q.  If you turn to page 10, can we see that this is nursing

          16       documentation that bears to be relevant to ward 6?

          17   A.  That's right.

          18   Q.  So it would appear, at least, that the care plan that we

          19       are looking at for the 22nd was completed while the

          20       patient was in ward 6 --

          21   A.  Ward 6.

          22   Q.  -- but two days after the transfer to ward 6?

          23   A.  That's correct.

          24   Q.  I think the conundrum, if it be that, was thrown up by

          25       what we see on the admission documentation on page 25,
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           1       I think, where we see that it relates to ward 15 and the

           2       ADL attached on page 26 of what appears to relate to

           3       that document?

           4   A.  That's right.

           5   Q.  There is an ADL document relevant to ward 15, and

           6       I think we know from what you said in your report that

           7       Mrs Miller was transferred to ward 15 on 7 April?

           8   A.  April, that's right.

           9   Q.  Although it hasn't got a date, there is a possible

          10       inference that this relates to the date 7 April, or

          11       thereabouts?

          12   A.  It could do, because the details in there are an exact

          13       copy of what is in that care plan.

          14   Q.  If that is right, do we have an ADL assessment for the

          15       admission to ward 6 on the 20th?

          16   A.  I don't see one, no.

          17   Q.  We have, I think, in the documentation, ADL

          18       documentation for previous admissions?

          19   A.  Previous admissions, yes.

          20   Q.  If you turn, for example, to page 133, here we have an

          21       ADL for ward 6 for 11 January; is that right?

          22   A.  That's correct.  That's for a previous admission.

          23   Q.  If you turn to page 300, again we have an ADL here for

          24       the admission for 22 February?

          25   A.  February, yes.
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           1   Q.  But nothing for March?

           2   A.  No.

           3   Q.  Should there have been an assessment for the admission

           4       to ward 6 in March?

           5   A.  There should have been, yes.

           6   Q.  Can we then move on to look at pressure management,

           7       which is the next major topic that you look at on

           8       page 21 of your report?  Looking on to page 22, let's

           9       just look at the different admissions in this context.

          10           Do you tell us, towards the top of page 22, that

          11       there was a Waterlow risk assessment score carried out

          12       in the first admission?

          13   A.  That's correct.

          14   Q.  That was in ward 15?

          15   A.  That's correct.

          16   Q.  I think you tell us that the patient was assessed at

          17       very high risk; is that right?

          18   A.  That's correct.

          19   Q.  That would anticipate an assessment being carried out on

          20       a daily basis?

          21   A.  That's correct.

          22   Q.  If we look at the documentation at page 153, we are

          23       looking at the tool, and that page is blank, but moving

          24       on to page 154, can we see that the assessment appears

          25       to have been done on the 2nd, which I think is at about
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           1       the time of admission; is that right?  If you can just

           2       check that.

           3   MR PEOPLES:  I think she was admitted on 11 January and to

           4       ward 15 on the 24th.

           5   A.  The 24th.

           6   MR MACAULAY:  This is some time into the first admission.

           7   A.  Yes, because it was 24 January, as the gentleman said.

           8   Q.  The first admission was from 11 January, so this is

           9       2 February?

          10   A.  That's correct.

          11   Q.  In any event, we see that the next assessment was due on

          12       9 February and doesn't seem to have taken place?

          13   A.  That's correct.

          14   Q.  With a patient at high risk, should there have been more

          15       regular assessment?

          16   A.  Yes, considering the patient was very high risk, the

          17       assessment should be daily or as the patient's condition

          18       changes.

          19   Q.  The second admission, the patient was readmitted on

          20       22 February; is that correct?

          21   A.  That's correct.

          22   Q.  I think you say here there was no evidence of a Waterlow

          23       assessment until 1 March?

          24   A.  That's correct.

          25   Q.  If we look at the document at page 307 of the records,
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           1       again, we are looking at the first page of the Waterlow

           2       assessment.  If you turn to page 308, do we see the

           3       assessment is dated 1 March and the assessment rating on

           4       this occasion is low risk?

           5   A.  That's correct.

           6   Q.  Does that then imply an improvement in her Waterlow --

           7   A.  It would, yes.

           8   Q.  -- score compared to the previous one?

           9   A.  Compared to previously.

          10   Q.  Then, if we look at the final admission of 19 March, was

          11       there evidence of there being some pressure damage, if

          12       you are looking at page 22 of your report?

          13   A.  Basically, there was an ulcer on the right leg which was

          14       dressed, but that is not indicating it was necessarily

          15       pressure damage, but although the pressure areas were

          16       intact, her heels and sacrum were slightly red.

          17   Q.  Should there have been a Waterlow assessment carried out

          18       in the course of this admission?

          19   A.  Yes, as part of a normal routine.

          20   Q.  If we look at page 189, we see a Waterlow document which

          21       purports to be relating to ward 6.  Do you see that?

          22   A.  I can see that.

          23   Q.  It brings out a very high risk score; do you see that?

          24   A.  I see that, yes.

          25   Q.  Is there any date, because we don't have the second page
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           1       attached to it?

           2   A.  No, there is no date, so it is hard to know exactly

           3       where that relates to.

           4   Q.  I'm sorry?

           5   A.  It is hard to know exactly where that relates to when

           6       there is no date.

           7   Q.  But it does appear to relate, at least, to ward 6?

           8   A.  When that relates to.  Oh, it relates to ward 6, but

           9       when it relates to, what time, what timeframe.

          10   Q.  It relates to Christina Miller, but whether it relates

          11       to any of the admissions we are looking at, we do not

          12       know?

          13   A.  We don't know.

          14   Q.  There has been a suggestion that the tool itself was not

          15       in use in ward 6 from January 2007 to June 2008.  If

          16       that is right, then this assessment must relate to

          17       a different period?

          18   A.  If that's what you know, yes.

          19   Q.  What would your own opinion be, Mr Evans, in relation to

          20       this patient at the time of the third admission, as to

          21       what her level of risk might have been if she was to be

          22       properly assessed?

          23   A.  Well, thinking right off the top of my head now, you've

          24       put me on the spot --

          25   Q.  Well, I think you have indicated, for example, there is
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           1       some evidence of --

           2   A.  There is.  There is evidence of poor mobility,

           3       confusion, oedema, urinary and faecal incontinence and

           4       weight loss.  I mean, all of these things would have

           5       increased the risk of pressure ulcer formation and,

           6       obviously, she would have had a high risk or very high

           7       risk score.

           8   Q.  That would have been a score that would have demanded

           9       regular reassessment?

          10   A.  Regular reassessment, therapeutic mattress, cushion,

          11       potentially regular turning, turning charts.

          12   Q.  So then, if we look to page 23 of your report, what is

          13       your final conclusion there in that last paragraph where

          14       you are dealing with this particular aspect of care?

          15   A.  Well, because of the risks that I have outlined, there

          16       was no note of any therapeutic mattress or cushion being

          17       utilised during any admission.  There is no specific

          18       reports of assessment or referral by a tissue viability

          19       nurse, but possibly, or probably, the ward could have

          20       dealt with the issues that they found themselves, but

          21       that could have been made if they felt it was necessary.

          22           It was noted that position changes were carried out

          23       on two occasions written within the notes, but there is

          24       no evidence of any charts.

          25   Q.  If the records truly represent the way in which this
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           1       patient's risk of pressure damage was being managed,

           2       what conclusion would you draw?

           3   A.  Well, the management is not satisfactory because,

           4       basically, the assessments were not done or were not

           5       done frequently enough, and the necessary therapeutic

           6       mattresses, cushions and turning is not documented as

           7       having been put in place.

           8   Q.  Then, if we look to the next section of your report,

           9       where you deal with nutrition, and, again, if we perhaps

          10       focus in particular on the final admission, you look at

          11       that towards the bottom of page 23, and this is the

          12       admission of 19 March, what do you tell us from what you

          13       were able to ascertain from the records?

          14   A.  Well, I saw no evidence of a nutritional risk assessment

          15       being carried out during the final admission.  She was

          16       admitted on 19 March, but was not actually weighed until

          17       11 April.

          18   Q.  Are you critical of that?

          19   A.  Oh, yes.  Yes.  I mean, basically, it had been outlined

          20       she'd had problems, you know, with her weight and, you

          21       know, a marked weight loss had been noted and a dietary

          22       review had been requested.

          23   Q.  If you turn to page 24, what observations do you make

          24       there?  You are discussing the involvement of the --

          25   A.  Sorry, I just can't see the page number.  Basically, she
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           1       was seen by a student dietician on 2 April, and she also

           2       noted that there was no weight recording at that time

           3       and she also noted what was recorded in the food record

           4       charts, and she put into place fortified soups and

           5       puddings, because that was what the patient seemed to be

           6       eating mainly, and she also requested that the weight be

           7       monitored.  Food record charts were put in place from

           8       23 March to 7 April, and these were generally well

           9       completed.

          10   Q.  So that is during the time that the patient was being

          11       accommodated in ward 6?

          12   A.  Correct.

          13   Q.  But thereafter, after her transfer to ward 15, what was

          14       the position then?

          15   A.  I couldn't find any evidence of any food charts after

          16       that time.

          17   Q.  Should they have been continued after that?

          18   A.  They should have been continued, you know, after the

          19       transfer as well.  I saw no reason why they had to be

          20       stopped or anybody indicating that they should be

          21       stopped.

          22   Q.  So generally, then, what is your overall conclusion in

          23       relation to the way nutrition had been managed in the

          24       Vale of Leven?

          25   A.  Well, basically, especially during the final admission,
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           1       there was no risk assessment, there was delay in weight,

           2       there was not regular weights being done.  Although the

           3       food charts were well filled in for a certain amount of

           4       time, after the transfer to the final ward they were

           5       stopped.

           6   Q.  Moving on to fluid balance, towards the bottom of

           7       page 24 you look at the position in the final admission.

           8       What conclusions do you arrive at, having considered the

           9       records?

          10   A.  Well, during the final admission there were fluid

          11       balance charts between -- in the period 19 March to

          12       7 April, they were there, but 24 to 25 March wasn't in

          13       the notes.  Only half the charts actually had 24-hour

          14       totals recorded.

          15           Some of the charts, there was minimal output

          16       recorded as well and, certainly, in two of the dates the

          17       patient had been incontinent of urine.  Although it is

          18       hard to quantify, obviously, there was no note that

          19       there actually had been urinary incontinence, which

          20       would indicate the person was actually passing urine and

          21       wasn't, perhaps, in retention, or whatever.

          22           There is also an indication in the input column

          23       about "sips".  "Sips" is not a quantity.  I suppose, if

          24       the person was only taking small amounts, maybe a small

          25       measuring vessel could be used which was still marked as
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           1       to see what the actual amount was that the person was

           2       drinking, but "sips" is not something that should be in

           3       a fluid balance chart, because it is not a quantity.

           4   Q.  Just to understand this, then, the period you are

           5       talking about where only half of the charts had been

           6       totalled, that's the period in which the patient was

           7       being accommodated in ward 6, during this final

           8       admission?

           9   A.  That's correct.

          10   Q.  Looking to the period after the patient was moved to

          11       ward 15 on 7 April, what was the position then?

          12   A.  Subcutaneous fluids had been stopped on 7 April itself

          13       before transfer to ward 15, but there was no evidence of

          14       fluid balance charts after that date.  Certainly, when

          15       someone had been on subcutaneous fluids and these had

          16       been stopped and oral fluids were being encouraged,

          17       I think it was a necessity to keep fluid balance charts

          18       going to quantify what the input and output was.

          19   Q.  Is it at all acceptable, then, that on the face of it,

          20       from what you see in the records, this patient's fluid

          21       management was not being recorded?

          22   A.  No.  I think overall it is unacceptable.  What was

          23       recorded wasn't recorded well.  Then, when subcutaneous

          24       fluids were stopped, there was no continuation of fluid

          25       balance charts from that time either.
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           1   Q.  If we look to the next section of your report, where you

           2       are dealing with the stool chart, and focusing on the

           3       third admission where the patient was found to be

           4       C. diff positive, was there a stool chart for that

           5       admission?

           6   A.  There was evidence of this combined sort of weight and

           7       bowel chart when I examined that for the last admission,

           8       and that form, as we have said before, is not a stool

           9       chart, which is -- and it is not designed to have these

          10       added comments, which we have seen in previous versions

          11       of this chart.  I have explained there what you need for

          12       a stool chart to give you the information you require.

          13           Certainly, one should have been used while the

          14       patient was having loose stools and then C. difficile

          15       positive.  There are numerous entries in the nursing

          16       notes regarding the bowel motions, but they are not

          17       stored on one chart, you know, where you would expect

          18       that to be.

          19   Q.  We saw evidence before lunch, I think, of a stool chart

          20       that you said was appropriate, setting out on a regular

          21       basis what the nature of the stools were.  There is no

          22       evidence of that sort of approach here?

          23   A.  No.

          24   Q.  You then look at the question of falls risk assessment.

          25       If, again, we focus on the final admission that you,
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           1       I think, address towards the bottom of page 26, I think

           2       you say that, during the final admission, the patient

           3       had falls on 10 April and 12 April.  I think that is at

           4       a time -- you can correct me if I am wrong -- when the

           5       patient had been transferred to ward 15?

           6   A.  That's correct.

           7   Q.  Before that, in ward 6, was there any evidence of

           8       a falls risk assessment having been carried out in

           9       ward 6 during the course of this third admission?

          10   A.  There was no evidence in the final admission of a falls

          11       risk assessment being carried out.

          12   Q.  That is either in ward 6 or in ward 15?

          13   A.  Correct.

          14   Q.  There should have been an assessment in ward 6?

          15   A.  It should have been as a matter of routine, and in this

          16       patient particularly, given their history of previous

          17       and current falls.

          18   Q.  The point I think you make, at least in relation to the

          19       second admission, is that the patient would have been

          20       placed at a very high risk category; is that right?

          21   A.  Yes, correct.

          22   Q.  Would that have changed at all for the third admission?

          23   A.  I would say no.

          24   Q.  On page 27 of your report, you look at moving and

          25       handling, and I think you indicate that there was no

                                           114

           1       moving and handling risk assessments documented during,

           2       I think, any of the admissions that you looked at?

           3   A.  That's correct.

           4   Q.  Focusing on the final admission when the patient was

           5       C. diff positive, do you consider there ought to have

           6       been such an assessment carried out?

           7   A.  There should have been an assessment carried out every

           8       admission, and certainly during the final admission.

           9   Q.  Looking finally at the nursing management of

          10       C. difficile, and here we are, I think, focusing upon

          11       the final admission of 19 March, if you turn to page 28,

          12       you note that the second stool specimen on 25 March was

          13       C. difficile toxin positive and that, according to the

          14       records, she was then isolated promptly after the

          15       positive result was reported; is that right?

          16   A.  That's correct.

          17   Q.  I think you pointed to this before, but there was no

          18       proactive isolation?

          19   A.  That's correct.

          20   Q.  Do you consider that that ought to have been the

          21       position?

          22   A.  That's correct.

          23   Q.  In relation to care planning, was there any evidence of

          24       care planning, either for loose stools or for C. diff?

          25   A.  During the last admission, basically, we had that
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           1       multiproblem care plan and there was not a specific care

           2       plan for diarrhoea, loose stools or C. difficile,

           3       although there was a mention of a stool specimen being

           4       sent within that -- that care plan.

           5   Q.  Yes, I think that may have been the last entry on the

           6       plan.  It is at page 7 of the medical records.  Perhaps

           7       just go back to that.  We see there is an entry towards

           8       the bottom, "Stool sample for C. diff".  Do you see

           9       that?

          10   A.  That's correct, yes.

          11   Q.  Should that appear, in any event, on this particular

          12       care plan?  Do you know what that is doing there?

          13   A.  It has got absolutely no relation to the problems that

          14       have been listed above.  It should be a separate problem

          15       with the goals and the numerous interventions that we

          16       have discussed previously.

          17   Q.  For a C. difficile plan?

          18   A.  For a patient with C. difficile, yes.

          19   Q.  Looking to the final paragraph of this section of your

          20       report, or perhaps the penultimate paragraph, you say:

          21           "There is no specific evidence of any communication

          22       between the nursing staff and the infection control

          23       nurse or that the infection control nurse attended the

          24       ward."

          25           We looked at the infection control card earlier, and
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           1       certainly there is no indication there that the nurse

           2       visited the ward.

           3   A.  That's correct.

           4   Q.  Was there any indication in the nursing records

           5       themselves?

           6   A.  I found no specific evidence of that.

           7   Q.  If the infection control nurse did visit and give

           8       advice, would you expect some record of that to be in

           9       the nursing notes themselves?

          10   A.  If the infection control nurse visited and specifically

          11       gave advice for a specific patient, I would expect to

          12       see that documented in the notes.  If it was a visit to

          13       just see how things were going on, there is no way to

          14       note that type of visit, but for a specific patient and

          15       specific advice, how do people know that advice and pass

          16       that advice on and remember that advice if it is not

          17       documented?

          18   Q.  The final point you make about the patient and her

          19       family, what have you taken from the records in relation

          20       to that?

          21   A.  Well, basically, no evidence that the patient or her

          22       family were informed of the C. difficile positive result

          23       or any note regarding specific advice given or

          24       precautions required or advised.

          25   Q.  Now, you say that.  Of course, you are going on the
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           1       basis of what's in the records?

           2   A.  Yes.

           3   Q.  Would you have expected that sort of advice to be

           4       documented, if given?

           5   A.  Certainly.  Because, I mean, otherwise, people will come

           6       back and say, "I was never told that", and then if you

           7       have got repercussions -- I think it is for the safety

           8       of visitors as well, because for all most people are

           9       safe enough to visit, there may be added risks for

          10       visitors who are themselves immunosuppressed or are

          11       currently taking antibiotics.  There could be risk

          12       factors.  So you have to discuss it to keep the visitors

          13       safe as well.

          14   Q.  If we look then to your conclusion, Mr Evans, if we turn

          15       to page 29 -- I think we have covered these points --

          16       and if we look at the second paragraph, you mention the

          17       unacceptable delay in the patient's Waterlow assessment

          18       being carried out during the first two admissions, and

          19       there was no evidence of any assessment during the final

          20       admission; is that correct?

          21   A.  That's correct.

          22   Q.  Perhaps I could just take you to page 30.  The second

          23       main paragraph, beginning "The patient", you say:

          24           "The patient had episodes of loose stools documented

          25       during the first and final admissions.  However, there
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           1       is no evidence that the patient was isolated until

           2       a C. difficile positive result was reported."

           3           Just on that, looking to the cases you have looked

           4       at, did you see that as a common trend, that isolation

           5       was not proactive but, to use your own language,

           6       reactive?

           7   A.  Yes, that is what the general theme was.

           8   Q.  You then say:

           9           "Though the patient's initial stool samples were

          10       C. difficile positive ..."

          11           Do you mean negative?

          12   A.  I think that's been a slip of the typewriter there.

          13   Q.  "... lack of isolation is failing to comply with the

          14       loose stools policy.  The patient was also given 4mg of

          15       loperamide on 3/2/08 ... by Nurse J Drew.  The approved

          16       list of medicines relating to ward 15 states that

          17       nursing staff are permitted to give only 2mg of

          18       loperamide ..."

          19           So that was a double dose --

          20   A.  That's correct.

          21   Q.  -- in contrast to what the protocol said?

          22   A.  What the protocol said.

          23   Q.  I think that concludes your individual reports,

          24       Mr Evans, and I now want to conclude by taking you to

          25       your overview report.  We can see that at EXP01030001.
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           1       If we turn to page 2, you have a number of different

           2       heads.  You begin with documentation.  Perhaps you can

           3       just summarise for us what your overall view on

           4       documentation was, having looked at the cases that you

           5       looked at?

           6   A.  Well, there were times where these nursing assessments

           7       and activity of daily living assessments were not

           8       completed, when they should have been, and there were

           9       often many basic details not recorded or sections not

          10       completed.  Some were not signed or dated.  At times,

          11       the information which was documented did not reflect the

          12       available information and an accurate picture of

          13       the patient.  For example, saying that the patient was

          14       on a normal diet when, in fact, they had diabetes, or

          15       saying that the patient did not have diarrhoea when, in

          16       fact, they did.  Those are the two main ones I can

          17       remember.

          18           The most common details missing from the nursing

          19       admission assessment forms were the weight and Waterlow

          20       score and, on the ADL assessments, the "Pain score" and

          21       "Comments" and the "Sleeping pattern" sections were

          22       usually blank.

          23   Q.  I think we have seen that on a number of occasions in

          24       the documentation?

          25   A.  That's right.  We have seen that frequently.
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           1           The majority of cases had regular nursing entries

           2       documented, but these rarely related to the care plan,

           3       but in one case there were large gaps between nursing

           4       entries of up to four days, even though the patient, at

           5       that time, could not be described as stable with no

           6       ongoing issues or problems.

           7   Q.  I think that was the case we looked at today?

           8   A.  Yes.

           9   Q.  You then have a section dealing with drug prescription

          10       and administration; is that right?

          11   A.  That's correct.

          12   Q.  Can you summarise the points you are making there?

          13   A.  I think -- there was a lot of prescribing and scoring

          14       out, and we saw that numerous times in the many dozens

          15       of drug Kardexs looked at.  I think I would have found

          16       that very difficult, to have one drug and them all

          17       scored out.  Drugs were prescribed, then nothing was

          18       given, then scored out, then represcribed.  So I think

          19       that might have made it possibly harder for the nurses

          20       who were administering the drugs.

          21   Q.  So the responsibility for that, then, does that lie with

          22       the medical staff rather than the nursing staff?

          23   A.  Medical staff are prescribing them, certainly, but the

          24       nurses have a responsibility as well, if they see

          25       that -- if there is only one on a sheet of, say, five
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           1       prescribed drugs, they could ask that that is put on

           2       another sheet to make it so you're not flipping over

           3       page upon page of drugs.  I don't know why that was.

           4       Perhaps the doctors were writing that drug out, and

           5       then, before there was a chance of it being prescribed,

           6       they got results back from the laboratory and that was

           7       changed.  You do see that as well, but it just seemed to

           8       be -- maybe it is because I reviewed so many big cases

           9       I saw it more.  I don't know.

          10           At times, there was confusion with the antibiotics,

          11       and I certainly saw Metronidazole being prescribed at

          12       the wrong frequency and then it was changed to the right

          13       frequency and the nurses gave it at the wrong frequency,

          14       so there was certainly a number of issues with that.

          15           There were also times where the antibiotics courses

          16       were prescribed and the nurses quite clearly said to

          17       medical staff, "The full course is over.  Could this be

          18       stopped?"  I saw on a number of occasions that --

          19       possibly a junior doctor who says, "I'm not willing to

          20       stop that until somebody else sees it", and it might

          21       have been four days later, so there were sometimes quite

          22       extended courses.

          23   Q.  That is perhaps a medical issue rather than a nursing

          24       issue?

          25   A.  Certainly, if the nurses have taken positive action,
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           1       then they have done what they could do.  As you say,

           2       that is something possibly the medical advisers need to

           3       talk about.

           4           There was evidence of prescribed doses of medication

           5       not being initialled as having been administered, so

           6       there were gaps there.  There were repeated doses not

           7       given because they were not available, and that wasn't

           8       always at the start of a course, where -- I mean,

           9       I don't know what the sort of pharmacy, say, setup is in

          10       the Vale of Leven, but maybe there was -- sometimes,

          11       when they are prescribed at the start, there may be

          12       a slight delay if something is unusual, but sometimes,

          13       in the middle of a course, the tablets were not

          14       available and, really, when someone is getting

          15       antibiotic treatment, it is important that these are

          16       given promptly and continuously, and I saw that

          17       happening.

          18   Q.  If a drug is not available, particularly during the

          19       currency of a course of the drug, what should the nurse

          20       do?

          21   A.  There are a few alternatives.  If it is a drug that is

          22       normally stocked, then you would be asking questions why

          23       it is not there.  If it is a drug that is used in the

          24       hospital normally, then you could acquire it from one of

          25       your colleague wards.  If it is someone who has C. diff
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           1       and has been started on a course of medication, it is

           2       important to get that as soon as possible, and I have,

           3       on numerous times, called the oncall pharmacist, only to

           4       be told usually where it is, or there may have been an

           5       emergency drug cupboard.  I'm really not sure what the

           6       setup is in the Vale of Leven.

           7           But it is important that that drug is obtained.

           8   Q.  Is it particularly important, if a patient has been

           9       started on a course of medication for C. diff, that that

          10       course is not unnecessarily interrupted by the

          11       unavailability of the drug?

          12   A.  Not unnecessarily interrupted and not delayed in

          13       starting.  In fact, my consultant microbiology colleague

          14       will photocopy notes where this happens and use them as

          15       a learning opportunity and will fill in an incident form

          16       where this happens.

          17   Q.  Moving on, then, to the next section, in which you deal

          18       with the observation of vital signs, I think in

          19       particular you had some comments to make in relation to

          20       this already today.

          21   A.  That's true.

          22   Q.  Can you summarise the position under reference to all

          23       the cases that you looked at?

          24   A.  I think, in the majority of cases, the observations of

          25       vital signs were not adequately recorded, except in two
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           1       cases where I would say they were adequate at all times

           2       for all admissions.

           3           I saw that the frequency of the observations being

           4       carried out did not always reflect the severity of

           5       the patient's condition as I saw it in the notes, and

           6       what I would assess as the need for monitoring.

           7           They were not recorded frequently enough when the

           8       patients had C. difficile, particularly when they were

           9       symptomatic.  I saw patients' observations not being

          10       recorded for days, or even weeks, when people had

          11       C. difficile infection, and there was a clear need for

          12       these.

          13           There was also specific requests for a certain

          14       frequency of observations to be done, and that was not

          15       implemented.  I think the one that I find most striking

          16       is that the patient was ill, treatment had been

          17       discussed with the consultant microbiologist, and the

          18       one measure -- one of the measures which would sort of

          19       assess the response to treatment and potential treatment

          20       changes occurring was the patient's temperature.  The

          21       observation chart and time -- in place at the formulary

          22       time showed that these observations were not taken for

          23       a further 17 days and, when they were taken, the

          24       temperature was not recorded, which I found quite

          25       shocking, actually, when I read it.
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           1   Q.  That is one of the cases we looked at last time around?

           2   A.  It was, yes.

           3   Q.  What was the name of that case?

           4   A.  I can't remember.

           5   Q.  We can find it later.

           6   A.  It is in the report.

           7   Q.  It is.

           8   A.  I'm not being too strong in saying that that standard of

           9       recording in an organisation is appalling, because it

          10       clearly is appalling when someone's whole treatment

          11       depended on something that wasn't actually measured at

          12       all.  The question I have to ask is: how was that not

          13       noted by staff and acted upon?

          14   Q.  When you mention "staff", do you include nursing and

          15       medical staff?

          16   A.  Yes, yes, because the conversation took place between

          17       the medical staff and the consultant microbiologist.

          18       The action of doing observations is a nursing

          19       responsibility, but the medical staff, in their ward

          20       rounds and their review, have a responsibility for

          21       making sure (a) that it is done, and how can they

          22       possibly judge if the treatment needs changing if one of

          23       the measures isn't actually done?

          24   Q.  Have you any other points to make under this head, then?

          25       I think we have seen this morning already, in relation
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           1       to Mrs Miller's case, that observations had not been

           2       done for the last few days of her life?

           3   A.  Exactly.  Depending on the type of ward, if someone was

           4       stable and there really were no medical issues, and so

           5       a less frequent recording of observations may be

           6       appropriate for that person, but she'd had falls, you

           7       know, she'd -- and a couple of times within three days,

           8       and there was a clear need that she should have had

           9       observations done.

          10   Q.  Any further points, then?  I think your conclusion is

          11       that the standard of recording of observations is

          12       appalling, and how was this not noted.  That is the

          13       point you make about the 17 days when her temperature

          14       was not recorded?

          15   A.  Exactly.

          16   Q.  Care planning is the next section you look at.  Can you

          17       summarise your conclusion here?

          18   A.  I think, to generalise, care plans were poorly completed

          19       and they did not reflect all of the patients' problems.

          20       There was little evidence that they were reviewed

          21       appropriately.  They were often not numbered and nursing

          22       evaluation sheets rarely related to those care plans.

          23           There were issues with them not being completed in

          24       a timely fashion and, at other times, it was really hard

          25       to assess because there was either no date or the date
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           1       couldn't really be seen.

           2           Goals could be vague and, although there were

           3       multiple interventions, they were often just a check

           4       list of tasks done or needing done and they seemed to be

           5       a very medical model or task-orientated rather than

           6       having a nursing patient focus.

           7   Q.  I think I can understand the reference to a medical

           8       model, which we have heard some reference to before, but

           9       when you talk about that the care plans seemed to be

          10       task-orientated, can you just elaborate on what you mean

          11       by that?

          12   A.  Just a list of tasks to be done: you know, observations,

          13       take blood.  Not a holistic approach to the patient at

          14       all, just a list of tasks to be done, just like we used

          15       to do nursing 25 years ago, or longer probably.

          16   Q.  So it was, then, an approach to nursing that was

          17       fashionable at one point?

          18   A.  I was going to say it was an old-fashioned approach, but

          19       it was an approach to nursing which -- and it possibly

          20       still happens in certain areas, but it is not looked

          21       upon as how nursing is currently, but that is how we

          22       used to do things at times.

          23   Q.  Does the description "task allocation mean" --

          24   A.  Task allocation, yes.  Task allocation was -- for

          25       example, if I can explain that, when I was a student,
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           1       you know, in 1982, whereby you went in in the morning

           2       and the sister said, "You do all the shaves".  So you

           3       weren't caring for people, you were doing a task.  So

           4       you shave all the patients one after another, like an

           5       assembly line, rather than caring for that patient and

           6       doing everything for that patient, you know, and then

           7       looking after another patient.

           8   Q.  We have heard reference to the Roper Tierney model of

           9       care.  Is that the holistic approach whereby you are

          10       caring for the patient and looking for nursing

          11       interventions, rather than for the task-orientated type

          12       of intervention you have mentioned?

          13   A.  Roper Tierney Logan is looking at assessment of

          14       patients, planning, you know, implementation and

          15       evaluation, you know, looking at that person.  It is not

          16       looking at tasks.  It is not looking at the same task

          17       for every patient in the ward.  It is looking at what is

          18       required holistically for that patient.

          19   Q.  I think I understand that now.  Then, if you move on,

          20       just looking to your discussion under this head, I think

          21       you make a couple of other points, but I think one of

          22       the things you say is there were examples of multiple

          23       problems, for example, being entered on the same problem

          24       page, even though they were unrelated?

          25   A.  As you saw with the last one, it was really quite
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           1       confusing to have five or six things listed one after

           2       another, and then, in the interventions, have something

           3       that's not even listed at the top.

           4           The whole idea of the care plan, as you say, is to

           5       holistically look after that person.  You have assessed

           6       what the problem is, you have planned it.  The next

           7       stage is you implement it and evaluate it to see if it

           8       is working or it needs amending or adapting.  I don't

           9       know how you could make much sense of those five

          10       different things with something else added in which had

          11       nothing to do with the first line.

          12   Q.  The final point you make really focuses upon

          13       C. difficile.  You say:

          14           "Often there was no specific care plan for diarrhoea

          15       or C. difficile."

          16   A.  Yes.  And where there was, the required infection

          17       control measures were not detailed enough.

          18   Q.  Then, if you move on to page 4 of this report where you

          19       are looking at pressure management, can you just

          20       summarise your overall conclusion in relation to the

          21       cases you looked at?

          22   A.  Overall, looking across all of my cases, this assessment

          23       was carried out more frequently than it was not, in

          24       total, but there were cases where there was no evidence

          25       of a risk assessment having been done, and in other
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           1       cases it was done, but not on every admission the person

           2       had.  There could be delays between the time of

           3       admission and the assessment being done, and in one case

           4       in extreme it was four weeks after admission.

           5           In only one case was there even weekly reassessment

           6       of the risk, and in one other case the frequency of

           7       reassessment was appropriate for that admission, but

           8       overall, reassessment was usually either not done at all

           9       or at an inappropriate frequency for the risk.  Patients

          10       did not have a pressure area management chart commenced,

          11       even those who actually had wounds, much as we saw from

          12       the Royal Alexandra Hospital notes earlier.  There were

          13       also examples of care plans lacking in specific detail

          14       to ensure consistent treatment of pressure areas and

          15       wounds.

          16           There were also examples throughout the cases of

          17       patients' wounds being treated with products which are

          18       not in the nursing formulary and products being used,

          19       which are in their formulary, inappropriately.  There

          20       was one case where it may have been the case, but there

          21       was not enough information, documented notes, to be

          22       certain whether it was being used appropriately or not.

          23   Q.  Nutrition, which is the next aspect of care you look at,

          24       what conclusions do you look at here?

          25   A.  There was no nutritional risk assessment done in half of
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           1       the cases and in one other case it was carried out

           2       during one of the three admissions that the patient had.

           3       There were issues with assessments being undated,

           4       incomplete, and at times inaccurately scored.  There

           5       could be a delay in their completion and they were

           6       usually not regularly reassessed.  There were also

           7       delays in the patient being referred to a dietician.

           8           Food charts were not always implemented when they

           9       should have been and there certainly was evidence of

          10       them being stopped too soon and of poor completion.

          11       There was also evidence that dieticians requested food

          12       charts be commenced and these actually were not

          13       commenced as requested.

          14           No weight was recorded at all in one patient, and in

          15       other cases the weight was infrequently measured,

          16       despite the fact that all but two had definite,

          17       confirmed C. difficile infection at the time and most

          18       had nutritional problems.

          19           There is also evidence of weight measure being

          20       requested by a dietician and in two cases repeated

          21       requests to measure weight, and the weight was actually

          22       either not measured at all or it was a significant time

          23       later before it was measured.

          24   Q.  I am now moving on to look at fluid balance.  Just one

          25       point: if I can maybe ask you to slow down a little bit,
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           1       since we need to have every word you say transcribed.

           2           But the next topic you look at on page 5 of your

           3       report is fluid balance.  What was your overall

           4       conclusion here, Mr Evans?

           5   A.  My overall impression was that the standard of fluid

           6       balance was very poor.  The majority of the patients had

           7       confirmed C. difficile infection with the problems it

           8       brings with fluid balance maintenance, and many also had

           9       other problems which affected their ability to maintain

          10       a satisfactory fluid balance.

          11           There were occasions when there was no evidence that

          12       fluid balance charts had actually been commenced, and

          13       should have been and, where there were charts, they were

          14       generally continued for a frequency that was

          15       inappropriate to the patient's needs at that time.

          16   Q.  Do you mean not continued for long enough or --

          17   A.  Yes, yes.

          18   Q.  Yes, and the final point you make?

          19   A.  Input and output measures were at times blank or

          20       incomplete, and there was also evidence of IV fluids

          21       being listed elsewhere higher up in the fluid balance

          22       chart not being added to the input column, and 24-hour

          23       totals of input and output were not consistently

          24       calculated.

          25   Q.  Then stool charts you deal with in the next section.
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           1       Again, if you bear in mind to just slow down a little

           2       bit, Mr Evans, so that your evidence can be noted.

           3           You begin by saying there was no evidence in any of

           4       the cases of the Bristol stool chart being used.

           5   A.  That's right.

           6   Q.  I discussed this with you this morning.  Focusing

           7       particularly on cases you did from ward 6 -- I don't

           8       know if you can remember now which cases you did.  In

           9       any event, your position is that, in all the cases you

          10       looked at, you could not see evidence of the Bristol

          11       stool chart being used to guide the nurse in monitoring

          12       stools?

          13   A.  There were instances of stool charts, but I saw no

          14       evidence of Bristol stool charts being used.  Two of

          15       the cases had combined weight and bowel charts utilised,

          16       but, as I have said previously, these could not be

          17       considered as what we would call a stool chart and they

          18       were incomplete.  There was not in the notes evidence of

          19       documentation of routine bowel function, as one would

          20       find when you are monitoring somebody's activities of

          21       daily living and you would monitor on a day-to-day basis

          22       what their bowel function was, even when they didn't

          23       have an infection, you know.

          24           All patients had diarrhoea at some stage, and for

          25       some patients this was worse than others.  In only one
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           1       case was there actually a stool chart in use for all

           2       admissions and, even in that case, there were

           3       inconsistencies between what was on the stool chart and

           4       what was recorded in the patient's nursing notes.  This

           5       was probably due to the subjective nature of

           6       the recordings.

           7   Q.  Just focusing on that, I think you pointed to this in

           8       particular the last time you were here, you made

           9       a comparison between what was in the stool chart for

          10       a particular patient --

          11   A.  That's correct.

          12   Q.  -- and what was recorded in the nursing narrative?

          13   A.  And they were different.

          14   Q.  They were different.  Does that help you in your --

          15       well, of course, we don't know whether that was ward 6

          16       or not.  I can't remember now.

          17   A.  I can't remember either.

          18   Q.  But be that as it may, is that itself indicative of the

          19       fact that the Bristol stool chart was not being used,

          20       because, if it was, there would be consistency?

          21   A.  It would certainly enable people to have a type listed

          22       in a numerical fashion, rather than -- I mean, what is

          23       "soft/loose soft semi-formed"?  I mean, some of

          24       the descriptions you really wouldn't know at times,

          25       because they were actually described one word after
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           1       another almost as opposites.  So I think having the

           2       standardised objective stool chart would have certainly

           3       helped it to be consistent.

           4   Q.  Moving on from there, then, Mr Evans, what other points

           5       do you make here?

           6   A.  In the stool charts one?

           7   Q.  Yes.  We can perhaps come to the final paragraph, where

           8       you emphasise the importance of stool charts?

           9   A.  I mean, I think the point I'm making here is that it is

          10       very important that stool charts are used when patients

          11       are symptomatic and isolated.  Obviously, when someone

          12       meets the criteria that they have not had diarrhoea for

          13       48 hours and they have had a formed stool and they are

          14       then considered asymptomatic and moved back into shared

          15       accommodation, it is possibly even more important that

          16       you continue to monitor their stools rigidly, because

          17       they are again sharing accommodation with other people

          18       and, if they then relapse, then the whole accuracy of

          19       your stool chart will mean that they will then be

          20       promptly re-isolated and precautions put in place

          21       immediately.

          22   Q.  When you say in this paragraph that it is very important

          23       that stool charts are used when patients are symptomatic

          24       and isolated, is that on the assumption that the patient

          25       is isolated proactively?  If the patient has loose
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           1       stools but the isolation doesn't take place until two or

           2       three days later, when the positive diagnosis comes

           3       through, ought the stool chart still to have been

           4       commenced when the loose stools are evident?

           5   A.  Yes, because, obviously, the whole environment has been

           6       contaminated with the obviously inherent risks to other

           7       patients within that area.

           8   Q.  The point you make about the importance of monitoring

           9       patients who become asymptomatic, is that because it is

          10       well-known that there is a risk of relapse --

          11   A.  Yes.

          12   Q.  -- recurrence with C. diff?

          13   A.  There is a risk of relapse.  I think obviously your

          14       awareness is even more heightened if people have to be

          15       commenced once again on antibiotics for some other

          16       reason, or for some reason, you know, they do relapse,

          17       even without antibiotics, that you are aware of

          18       the fact, and that is documented and staff are aware

          19       that, if patients relapse, they must be isolated

          20       immediately.

          21   Q.  You then move on, Mr Evans, to consider falls.

          22   A.  There was evidence of a falls risk assessment in the

          23       majority of cases -- sorry, there was no evidence of

          24       a falls risk assessment in the majority of cases and in

          25       one other case it was only done in one of the two
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           1       admissions.

           2           What I noted was, where they were done, the scoring

           3       was often inaccurate and certain scoring factors were

           4       not scored, even though that evidence was available.

           5       There was no evidence either that they were regularly

           6       and appropriately reassessed.

           7           In the one case, even after frequent falls in a very

           8       short time, the risk assessment was not reassessed, and

           9       from what I could see, apart from one case when it was

          10       noted that the patient's bed was moved to a more visible

          11       place in the ward, there was little documented evidence

          12       of actions taken to prevent the falls.

          13   Q.  Then moving and handling that you look at next on this

          14       page of your report, what do you say there?

          15   A.  I could find no evidence of a moving and handling risk

          16       assessment being carried out in any of the cases.  Some

          17       of these patients had significant moving and handling

          18       needs.  There was evidence of a moving and handling care

          19       plan, but that is not a risk assessment as such.

          20   Q.  Just on that, I think we saw today, in fact, a pro forma

          21       type of care plan for moving and handling.  So are you

          22       postulating that, before you get to the care plan stage,

          23       there would be a risk assessment carried out?

          24   A.  That's correct.

          25   Q.  Can you tell us, is there a standard form of

                                           138

           1       documentation available now to guide --

           2   A.  There is a standardised form of documentation, which was

           3       in place when I was a charge nurse, and it was used on

           4       admission, and it was a health and safety requirement.

           5   Q.  Can you remind me, when were you a charge nurse,

           6       Mr Evans?

           7   A.  I was a charge nurse from 1986 to 2004.

           8   Q.  So the documentation was available then?

           9   A.  Then, and it is still available now.

          10   Q.  In relation to accessing documentation -- because this

          11       is something we have discussed over the last few days --

          12       how regularly can documentation such as the

          13       documentation you have mentioned be accessed online?

          14   A.  Online?

          15   Q.  Yes.

          16   A.  Well, certainly, in my time, it was all available in

          17       paper.

          18   Q.  In hard copy?

          19   A.  In hard copy.

          20   Q.  But nowadays, then, can you access documentation -- do

          21       you need to use -- how do you do it?  On the computer?

          22   A.  You can certainly access certain amounts of

          23       documentation on the computer; for example, you can

          24       access Bristol stool charts on the computer.  But there

          25       is a process whereby you have a regular order, you know,
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           1       for all these forms and there is usually someone with

           2       that role in the ward for making sure all these forms

           3       are available, and you will quite often find that many

           4       areas won't just have the loose forms, they will

           5       actually make up packs of the forms sort of ready, like

           6       a whole sort of episode of care for that patient, so

           7       that every single form that is required is there and it

           8       is not relying on people remembering to take a certain

           9       form out of a drawer.

          10   Q.  If you wanted to access a form to guide you in a falls

          11       risk assessment, could you download that form from your

          12       computer?

          13   MR KINROY:  My Lord, I wonder if we could usefully clarify

          14       if the question is: was that a facility available in the

          15       Vale of Leven in the period January 2007 to June 2008?

          16   MR MACAULAY:  I will come to that, then.

          17   A.  I mean, it depends on a number of things.  It depends if

          18       it is actually available online, and many documents are;

          19       it depends if you are wanting the people to use the

          20       document that is required for that area, and if it is,

          21       that should be available, but, as the gentleman said, is

          22       there actually a computer there for people to do that?

          23       Because access to computers is a big problem in many

          24       hospitals, as we see, because of all these E-learning

          25       things that we have at the moment.
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           1           If it was available online and the people had the

           2       skills and the equipment to do that, then obviously,

           3       yes, but my experience is that these things are

           4       available en masse in every ward and, as I say, they are

           5       actually compiled in episodes of care so that people's

           6       memories don't have to be activated, because if you are

           7       relying on people's memories for a lot of things, that's

           8       potentially causing a problem.

           9   Q.  I don't think you are the person to ask whether or not

          10       these matters could be accessed online in the

          11       Vale of Leven at the relevant time.

          12   A.  I don't know.

          13   MR MACAULAY:  My Lord, I'm not finished with Mr Evans yet,

          14       and that might be a point at which to give the

          15       transcribers a break.

          16   A.  Sorry.

          17   (3.15 pm)

          18                     (The short adjournment)

          19   (3.30 pm)

          20   MR MACAULAY:  In the next section of your overview report

          21       you make some comments about the approach taken to the

          22       DNAR forms.  Of course, I think you accept that the

          23       decisions in relation to DNAR are primarily for the

          24       medical people; is that right?

          25   A.  That is the case, but it is considered to be good
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           1       practice to involve the patient and relatives where

           2       possible.

           3   Q.  And the nurse?

           4   A.  And the nurse, obviously, to inform them.

           5   Q.  You make a number of points about the completion of

           6       the forms.  In one case you say the patient wanted to be

           7       resuscitated and no DNAR was completed.  She went home

           8       and was readmitted and a DNAR was completed on this

           9       admission, and you say it was poorly completed?

          10   A.  That's correct.

          11   Q.  In the second case you say the details on the form were

          12       confusing and unclear and the form was poorly completed?

          13   A.  That's correct.

          14   Q.  Again, you make some points about the third case and the

          15       fourth in relation to the completion on the details on

          16       the forms?

          17   A.  That's correct.

          18   Q.  So far as you are able to recollect from the cases you

          19       saw, was there evidence of the nurses having any input

          20       into the DNAR decision?

          21   A.  As I say in the note there, there is no record that the

          22       nursing staff were aware of the DNAR forms, no

          23       documented evidence in the first case, the second case

          24       and the fourth case, but there is evidence that they

          25       were aware of the existence of the form in the third
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           1       case.

           2   Q.  If we move on to the management of C. diff that you

           3       address on page 7 of the final report, can you summarise

           4       what your conclusions overall were in relation to this

           5       topic?

           6   A.  Overall, there were issues with how the positive cases

           7       were documented.  There were times that the positive

           8       result was not documented in a timely fashion, and this

           9       varied between nursing, medical or infection control

          10       staff.  There was also evidence that treatment was not

          11       started until the day after the positive result was

          12       received.

          13           As we have discussed previously, in general,

          14       patients were not proactively isolated when they were

          15       symptomatic, but that usually occurred after the

          16       positive result was received.

          17           It was also not clear at times whether someone was

          18       isolated or not or when in fact they were moved in and

          19       out of isolation, because that wasn't clearly

          20       documented.

          21           In one particular case, as we discussed previously,

          22       there was a very high suspicion of C. difficile

          23       infection which was widely documented and, even so, this

          24       patient was not proactively isolated.

          25   Q.  The next paragraph, is that Mrs Beattie's case that you
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           1       are considering there, the case where the patient was

           2       being considered as C. difficile positive and treated as

           3       such when there was no evidence that she was?  Is that

           4       Mrs Beattie?

           5   A.  No, I think that was -- I mean, Mrs Beattie was

           6       considered as well, but I think it was Mrs Wrethman who

           7       was a very high suspicion of C. difficile infection, and

           8       it was widely noted, although there were suspicions as

           9       well with Mrs Beattie.

          10   Q.  When you say, then, in that sentence:

          11           "There was one case where the patient was being

          12       considered as C. difficile positive and treated as such

          13       when there was no evidence that she was."

          14           Are you saying there that that might relate to

          15       Mrs Wrethman?

          16   A.  No, no, what I'm saying is, in the one case where there

          17       was a very high suspicion of C. difficile, that's

          18       Mrs Wrethman, but Mrs Beattie was treated as positive

          19       but was actually negative.

          20   Q.  Yes.  The point you make in the next paragraph about the

          21       discharge of a patient, can you just summarise that for

          22       us?

          23   A.  One patient was asymptomatic at the time of transfer to

          24       a nursing home, but there was no note that she had ever

          25       been C. difficile positive on her discharge letter or
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           1       prescription form, and considering the discussions we

           2       have had about the high rate of relapse, you know, it

           3       would have made the nursing home very aware of the fact

           4       that, if she started to become symptomatic again or,

           5       indeed, was given antibiotics, then it would make them

           6       more aware, you know, that this issue might recur.

           7   Q.  I think we may have touched upon this last time you gave

           8       evidence, because it may be the case that, although the

           9       discharge letter in the medical records goes with the

          10       patient and carries a certain amount of information,

          11       there may be a separate letter that is not copied and

          12       kept in the records which might give more information?

          13   A.  That's correct.

          14   Q.  Subject to that qualification --

          15   A.  Subject to the qualification that there may be an actual

          16       nursing transfer letter, which is often not in duplicate

          17       form, and the only copy may have gone to the nursing

          18       home.

          19   Q.  If that did happen and it contained appropriate

          20       information in relation to C. diff, then that would

          21       satisfy you in relation to this particular criticism?

          22   A.  For that section, yes, it would.  I think my final point

          23       there is that there was little evidence of

          24       communications with patients or relatives about the

          25       diarrhoea or C. difficile and what advice was given and
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           1       specific precautions were advised.

           2   Q.  Again, you are making that comment on the basis that you

           3       haven't seen it being recorded that such advice has been

           4       given?

           5   A.  Correct.

           6   Q.  You then move on to make some comments on the infection

           7       control cards.  If you can just, perhaps, tell us what

           8       your views here are?

           9   A.  Having reviewed a number of cards, the entries could be

          10       vague and brief, and at times there were inaccuracies on

          11       them.  There were times when the entries also reflected

          12       a lack of detailed and current awareness, and I have

          13       given examples there of wrong dates recording

          14       a patient's bowel function differently from what it was

          15       in the ward, or advising to start treatment when

          16       actually it began several days previously.  So that is

          17       what I mean by that.

          18           There was evidence of large gaps between entries,

          19       and limited entries and follow-up entries.  Some

          20       positive results for some patients were not even

          21       recorded at all by the infection control nurse, and some

          22       of those were entered some time later.

          23           I could find no or limited evidence of the infection

          24       control nurse visiting the wards, and it rarely noted

          25       who was actually spoken to when that happened.  What
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           1       evidence was documented, the advice was usually related

           2       to isolation and/or treatment with no elaboration on

           3       what else was required or advised by the infection

           4       control nurse.

           5   Q.  I think you understand that the infection control card

           6       was kept by the infection control nurse and did not form

           7       part of the records on the ward?

           8   A.  So I believe, yes.

           9   Q.  Looking to the records on the ward, was there much

          10       evidence in these records to indicate that the infection

          11       control nurse had input into the management of patients

          12       with C. diff?

          13   A.  There were some entries in some of the notes which said

          14       that the infection control nurse had phoned or the

          15       infection control nurse had been there in person, but

          16       those were very limited entries.

          17   Q.  I think it is the case, Mr Evans, that you have been

          18       given a list of questions that have been put forward by

          19       the health board for your consideration?

          20   A.  That is true, yes.

          21   Q.  You have provided written responses to that list of

          22       questions?

          23   A.  That is correct.

          24   MR MACAULAY:  My Lord, I can say that the questions and the

          25       written responses have been made available to the
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           1       parties.

           2   LORD MACLEAN:  Yes.

           3   MR MACAULAY:  Indeed, I understand they have now been posted

           4       on the Lextranet.  I wouldn't be inclined to go through

           5       the questions with Mr Evans, because, in my submission,

           6       he has provided fairly detailed responses to the

           7       questions that my learned friend Mr Kinroy has submitted

           8       on behalf of the health board.  Provided he is content,

           9       I am happy simply to rely on the questions and

          10       responses, rather than going through the exercise of

          11       going through them in detail.  But it is entirely

          12       a matter for Mr Kinroy as to whether he is happy with

          13       that approach?

          14   LORD MACLEAN:  Mr Kinroy, are you content?

          15   MR KINROY:  My Lord, I don't seek any amplification of what

          16       the witness has already said in reply or in dealing with

          17       these questions.

          18   LORD MACLEAN:  I suppose, if you had any question to raise

          19       from the answers, you could have put that through

          20       Mr MacAulay.

          21   MR KINROY:  That's correct, my Lord, yes.

          22   LORD MACLEAN:  Very well.  No is the answer.

          23   MR MACAULAY:  That being so, my Lord, that concludes

          24       Mr Evans' evidence today.

          25   LORD MACLEAN:  Thank you very much, Mr Evans, for your
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           1       evidence and coming here.

           2   A.  Thank you.

           3   LORD MACLEAN:  The only native expert to give evidence.

           4   A.  So I believe.

           5   LORD MACLEAN:  An unusual member of the species.

           6   A.  I have been called many things, but not that one.  Thank

           7       you very much.

           8                      (The witness withdrew)

           9   MR MACAULAY:  My Lord, that is earlier than perhaps one

          10       would have anticipated, but I would be moving to adjourn

          11       now, my Lord.  I had another witness lined up, but

          12       I wouldn't be inclined to start that witness now and

          13       hold back until tomorrow morning.

          14   LORD MACLEAN:  Tomorrow?

          15   MR MACAULAY:  Tomorrow morning, Jane Searle will be the

          16       first witness and I expect will take the better part of

          17       the day.

          18   LORD MACLEAN:  Tomorrow morning, 10 o'clock.

          19   (3.45 pm)

          20                 (The hearing was adjourned until

          21             Thursday, 1 September 2011 at 10.00 am)
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