           1                                     Thursday, 8 September 2011

           2   (10.00 am)

           3                    MS ANNE MADDEN (continued)

           4                    Examination by MR MACAULAY

           5   MR MACAULAY:  Good morning, Sister Madden.

           6   A.  Good morning, Mr MacAulay.

           7   Q.  Yesterday, we had started to look at some of the

           8       individual cases, and we looked in particular at the

           9       cases of Mrs Broadley and Mrs Pirog.

          10           I want to start this morning by looking at the case

          11       of John Boyle.  We touched upon this already, I think,

          12       when we looked at some of the relevant documentation,

          13       but can we just go back to certain aspects of that

          14       particular patient?

          15           Just to remind you of the medical history, if we

          16       could look first at the report prepared by Mrs Colgan,

          17       that is at EXP00540001.

          18           Turning to page 3 of the report, can we see under

          19       the heading "Medical history" that it has been recorded

          20       that Mr Boyle received nursing care on ward 23 of

          21       the Royal Alexandra Hospital on 3 January 2008 until his

          22       transfer to the Vale of Leven Hospital on

          23       10 January 2008?  In the Vale of Leven Hospital,

          24       Mr Boyle was admitted to ward 15 until his death on

          25       6 February 2008.
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           1           It would appear that Mr Boyle was admitted to the

           2       Royal Alexandra Hospital on 3 January following a fall

           3       at home --

           4   A.  Yes.

           5   Q.  -- but he didn't sustain a fracture.  Do you recollect

           6       Mr Boyle as a patient?

           7   A.  Yes.

           8   Q.  If we look at page 4 of Mrs Colgan's report, the last

           9       main paragraph on the page, there is some discussion

          10       there about the fall on 3 January and there was some

          11       soft tissue injury.  Then we read:

          12           "On his transfer to the Vale of Leven on

          13       10 January 2008, Sister Madden records in the admission

          14       statement of the nursing evaluation notes that, although

          15       John was a bit confused, he was still out and about,

          16       going to the bookies every day until admission."

          17           Perhaps we can just look at that note, if we look at

          18       the medical records, GGC00030039.  The note that is on

          19       10 January has been allocated to you.  That is your

          20       handwriting; is that right?

          21   A.  Yes.

          22   Q.  So you then saw Mr Boyle on admission and carried out

          23       some form of assessment of him; is that correct?

          24   A.  Yes.

          25   Q.  Can you say what happened next in relation to, for
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           1       example, any preparation of care planning in assessing

           2       his needs?

           3   A.  I can't really remember specifically my involvement at

           4       the time, but I appear to have done the initial

           5       admission note.  But I don't think I had that much

           6       information to go on at the time.  Sometimes we don't

           7       always have the notes when somebody is transferred, so

           8       I can't really say what happened after that,

           9       Mr MacAulay.

          10   Q.  We looked the other day at the Waterlow score, and that

          11       is at page 48 of the records.  We are looking at the

          12       first section of the tool where we don't have very much

          13       information, but if you turn to page 49, I think we

          14       observed the other day that this was done on 13 January,

          15       some three days or so after admission, with an

          16       assessment of high risk; is that correct?

          17   A.  Yes.

          18   Q.  That wasn't you then, because we see it is not your

          19       signature?

          20   A.  No.

          21   Q.  But I think, as we discussed the other day, there was no

          22       reassessment?

          23   A.  Yes.

          24   Q.  I think you consider there should have been?

          25   A.  Yes.
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           1   Q.  If we look at page 50 of his records, this is the

           2       nutritional screening tool we looked at a couple of days

           3       ago for Mr Boyle where we see some reference to his

           4       weight, but nothing else has been put into the tool.  Do

           5       you see that?

           6   A.  Yes.

           7   Q.  I think the other day you agreed that this really should

           8       have been completed?

           9   A.  Yes.

          10   Q.  The bowel function chart on page 51, can we see, if we

          11       focus on the top section, that Mr Boyle was losing

          12       weight over this particular period?

          13   A.  Yes.

          14   Q.  I put to you the other day, and I'll perhaps put to you

          15       again, that there doesn't appear to have been a nursing

          16       care plan devised for Mr Boyle's nutritional needs.

          17       I think you probably agree there should have been one?

          18   A.  Yes.

          19   Q.  In particular, because he had difficulty with his

          20       swallowing; is that correct?

          21   A.  Yes, there was a period I believe he had difficulties.

          22   Q.  If we look at page 8 of the records, we do have here

          23       a care plan for swallowing dated 18 January, but someone

          24       has written "Cancelled" across the care plan.  It

          25       appears to be, on the face of it, a pro forma care plan,
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           1       on the face of it produced by the speech and language

           2       therapy nurse.

           3   A.  Yes.

           4   Q.  So it would appear that some thought has been given to

           5       this swallowing problem that Mr Boyle had, but for some

           6       reason the plan was cancelled.  Can you explain why that

           7       might have been?

           8   A.  This piece of documentation is something that the speech

           9       and language therapist would use, rather than the nurse.

          10   Q.  Yes.

          11   A.  I don't know why it's got the "Cancelled" across it.

          12       I think there was a period where Mr Boyle became nil

          13       orally.  She recommended that he had no oral intake, so

          14       I don't know if that is why the care plan was cancelled

          15       at that stage.

          16   Q.  So this would be something done by the SLT, but in any

          17       event, there should have been a separate care plan put

          18       in place by the nursing staff?

          19   A.  Yes.

          20   Q.  In relation to fluid balance, would it be your

          21       anticipation that Mr Boyle's fluid intake and output

          22       should have been monitored?

          23   A.  Well, again, yes, if he had difficulty swallowing, you

          24       would want to know that he was being adequately

          25       hydrated.
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           1   Q.  If we look at page 28 of the medical records, we have

           2       there a fluid balance chart for 16 to 17 January, and

           3       also, if we look at page 31, again we have another fluid

           4       balance chart, this time for 17 to 18 January.

           5       According to Mrs Colgan's examination of the records,

           6       these are the only fluid balance charts that she makes

           7       reference to, unless you can suggest there are more in

           8       the records --

           9   A.  No.

          10   Q.  -- for the Vale of Leven.

          11   A.  I would need to agree with what's there, if that's all

          12       that appears to be there.

          13   Q.  Looking to what is there, have they been adequately

          14       completed?

          15   A.  No, they have not.  However, I do note a note in the

          16       nursing notes of the 17th, "Reviewed by SALT and swallow

          17       still unsafe", so he was nil orally at that stage.

          18   Q.  We see he's getting intravenous fluids?

          19   A.  Yes, no oral intake.

          20   Q.  There doesn't appear to be any evidence of his output on

          21       these charts?

          22   A.  Yes.

          23   Q.  So they are not adequately completed?

          24   A.  No, and it would be helpful if there was a note saying

          25       on the chart that the patient was nil orally at that
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           1       stage.  It would save you having to look at the nursing

           2       notes.

           3   Q.  Do you consider, looking to his problems and his

           4       condition generally, particularly when he suffered

           5       C. diff, that there should have been other fluid balance

           6       charts in place?

           7   A.  Yes, it would have been -- it would give us a better

           8       indication.

           9   Q.  There wasn't a stool chart in the records for Mr Boyle,

          10       and that would tend to suggest there was no stool chart

          11       put in place.  Should there have been a stool chart for

          12       Mr Boyle?

          13   A.  Yes.

          14   Q.  What we do have, as we have noted a moment ago at

          15       page 51, is a bowel function record, but I think you

          16       agreed yesterday that doesn't replace --

          17   A.  No, it doesn't give you an adequate picture.

          18   Q.  Can we then just focus on the position with regard to

          19       his C. diff?  If we go to the nursing records for

          20       that -- and we looked at this the other day, but just to

          21       remind ourselves -- if we turn to page 43 of

          22       the records, do we see that at the bottom of the page

          23       certainly, 3 February, he's been "incontinent of faeces

          24       this am"?  Is that correct?

          25   A.  Yes.
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           1   Q.  I think he may have had loose stools before that, but we

           2       also see that his sacrum was red + +?

           3   A.  Yes.

           4   Q.  Moving on to the next page --

           5   MR PEOPLES:  My Lord, if it helps, I think Mr Boyle was

           6       positive on --

           7   MR MACAULAY:  Indeed.  I have jumped the gun, I think, in

           8       fact.

           9   MR PEOPLES:  -- 25 January.

          10   MR MACAULAY:  Yes, 25 January.

          11           If we go back to page 42, on 22 January, there is an

          12       entry which says:

          13           "John has been up on several occasions overnight

          14       taking risks."

          15           Do you see that on 22 January?

          16   A.  Yes.

          17   Q.  Then there is a gap.  I think you did agree the other

          18       day that there should not have been a gap in the nursing

          19       entries?

          20   A.  Well, it is the 23rd that is the next.

          21   Q.  I'm sorry, there isn't a gap.  The gap is from the 20th

          22       to the 22nd.

          23   A.  Yes.

          24   Q.  Then, on the 23rd, it is noted, "Fairly settled", and

          25       then, on the 25th:
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           1           "Refused all diet at lunchtime.  Received

           2       notification that Jake is C. diff positive."

           3           There is some discussion about infection control,

           4       and then at 1700:

           5           "Now in side room ..."

           6           And he was on liquid Metronidazole; is that correct?

           7   A.  Yes.

           8   Q.  I think we discussed this the other day and, if we look

           9       at the microbiology report on page 25 of the records,

          10       can we see that the sample was collected on 22 January

          11       and received by the lab on the 25th, some three days

          12       later, and does the date of receipt tie in with the date

          13       that the ward were told that he was C. diff positive?

          14   A.  Yes.

          15   Q.  Would it appear -- I think we did look at this the other

          16       day -- that Mr Boyle was not isolated until the C. diff

          17       result confirmation came through?

          18   A.  That appears to be the case.

          19   Q.  Is it the case also, before I move on, and you may have

          20       accepted this the other day, that there was no care plan

          21       put in place for his C. diff management?

          22   A.  That appears to be the case.

          23   Q.  Can I take you to some of the evidence given by

          24       Mr Boyle's daughter, Enid McMurdo?  I will just take you

          25       to the transcript and put to you what she said in
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           1       evidence, TRA00020098.  If you look at line 6,

           2       Mrs McMurdo was asked:

           3           "Question:  When your father was moved to the single

           4       room, were you given any instructions about hygiene?

           5           "Answer:  There were two gels in the separate room,

           6       and we were using both of those.  At one point we were

           7       told to wear rubber, you know, the rubber gloves, and

           8       then we were told that we didn't have to, but we

           9       would -- coming into the ward we would wash our hands

          10       with the gel.  And then coming into the room, you know,

          11       we were sitting with dad, if we went out and came back

          12       in, we would wash our hands with the gel again.  We were

          13       never told to wash with soap and water."

          14           That was her position in evidence.  If that is

          15       correct, are you surprised that she wasn't given advice

          16       to use soap and water?

          17   A.  Yeah, well, we had known for some time that the gel was

          18       not effective against the spores for C. diff, so the

          19       staff were aware that it was hand washing with soap and

          20       water, so I would have hoped that would have been passed

          21       on to the family.

          22           It's not by way of any explanation, but I was --

          23       I remembered Mr Boyle from admission and then couldn't

          24       remember him having C. diff and, when I looked back at

          25       the record, I actually was on holiday, so I don't
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           1       remember him having -- I don't appear to have taken care

           2       of him during that period at all, because I wondered why

           3       I remembered the patient but didn't remember that fact.

           4       But the staff were aware that it was hand washing with

           5       soap and water.

           6   Q.  Certainly, on the basis of what Mrs McMurdo says, that

           7       message doesn't appear to have been passed on --

           8   A.  Yes.

           9   Q.  -- if that's to be accepted.

          10   A.  Yes.

          11   Q.  The other point I want to take you to from her evidence

          12       is page 102 of the transcript.  Here she is discussing

          13       the position with Mr Boyle's laundry and, towards the

          14       top of the page, at line 1:

          15           "Question:  What sort of condition was his laundry

          16       in?

          17           "Answer:  His laundry -- well, a couple of times

          18       I took his laundry home, it was in a black bin bag, and

          19       within that there was another bag which was tied, and

          20       I didn't open it, I just -- I put that in the bin and

          21       washed the rest of his clothing.

          22           "Question:  Just so I can understand that, when you

          23       say you washed the rest -- was his clothing not all in

          24       the tied bag?

          25           "Answer:  No.
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           1           "Question:  So some clothing was in the tied bag and

           2       some was not?

           3           "Answer:  Ah-hah.

           4           "Question:  And the clothing in the tied bag --

           5           "Answer:  I just took -- it was soiled and I didn't

           6       take it out.

           7           "Question:  It was soiled with diarrhoea?

           8           "Answer:  Yes.

           9           "Question:  Could you smell the diarrhoea?

          10           "Answer:  Sorry?

          11           "Question:  How did you know it was soiled with the

          12       diarrhoea?

          13           "Answer:  Well, because it was tied up, and I knew

          14       my dad had, you know, the infection, and I just assumed

          15       it.

          16           "Question:  Were you told how to deal with the

          17       laundry?

          18           "Answer:  No, we weren't told anything about the

          19       laundry.  It was just left out for us every day.

          20           "Question:  And even when your father was in the

          21       single room, did you still deal with his laundry?

          22           "Answer:  Yes."

          23           So, again, it would appear, if one is to accept that

          24       evidence, that Mrs McMurdo wasn't given the advice you

          25       anticipate she ought to have been given by the nursing
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           1       staff.

           2   A.  Yes.

           3   Q.  Does that surprise you, in the circumstances?

           4   A.  I would have hoped there had have been a dialogue, you

           5       know, around the soiled clothing.  Clothing would

           6       normally be put into an alginate bag and then into

           7       a patient's clothing bag.  We wouldn't normally use

           8       a black bag, because they are, like, obviously, domestic

           9       waste bags.  I would have hoped that there would have

          10       been a dialogue with the staff to give instructions, you

          11       know, as to what to do with the laundry.  But I have to

          12       accept if that was not the case.

          13   Q.  It doesn't appear from what she said that this was an

          14       isolated incident.

          15   A.  No.

          16   Q.  It seems to have been a regular practice?

          17   A.  Yes.

          18   Q.  Is that the way you read it?

          19   A.  Well, yes.  We would normally ask if relatives have no

          20       objections, if somebody was just wearing pyjamas, they

          21       could wear hospital pyjamas, you know, we would usually

          22       have a supply rather than giving foul laundry home.

          23   Q.  If I can take you to another part of her evidence, this

          24       is at page 109 of the transcript -- perhaps we can go

          25       back a bit, actually, page 107, first of all.  There was
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           1       a discussion about the ward being closed and there was

           2       no visiting allowed in an afternoon.  At line 6,

           3       Mrs McMurdo is asked:

           4           "Question:  I think you say you thought that was

           5       before you were told your father had C. diff?

           6           "Answer:  Yes.

           7           "Question:  Did you notice, when you were able to

           8       access the ward, that it had been cleaned?

           9           "Answer:  Well, the curtains and the bedding had all

          10       been changed.

          11           "Question:  At paragraph 33 you make a point about

          12       the space between the beds in room 35.  What's the point

          13       you are seeking to make there?"

          14           I think room 35 was one of the four-bedded rooms; is

          15       that correct?  Can you remember?  We can put the plan on

          16       the screen, if you wish.

          17   A.  I'm sorry, we refer to them as room numbers, rather

          18       than --

          19   Q.  Indeed.  If you look at GGC00740001, room 35 is towards

          20       the bottom right-hand side, and it is described as

          21       a four-bedded room?

          22   A.  Yes.

          23   Q.  At one point prior to being moved to the single room,

          24       that is where Mr Boyle was being accommodated?

          25   A.  Yes, that's the room I remember him in.  That's why
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           1       I was puzzling in my own head as to why I didn't

           2       remember him being elsewhere until I looked at the

           3       offduty, but that's the room I recall him being in.

           4   Q.  If we go back to the transcript, then, having

           5       established that, she goes on to say:

           6           "Answer:  Well, there were four beds in it, and if

           7       you were sitting beside dad in between the two beds, you

           8       could practically touch the other bed."

           9           Then it goes on:

          10           "Question:  Then you talk about the staffing levels.

          11       What impression did you form in relation to staffing

          12       levels?

          13           "Answer:  Well, there was never, you know, a huge

          14       number.  There was maybe two or three nurses and

          15       a couple of auxiliaries, but near the end, we were going

          16       up, you know, quite a few hours we were there, at the

          17       hospital, and there were other patients we knew had

          18       diarrhoea and sickness, and the nurses were having to

          19       leave them because they had that much to do and they

          20       were saying to the patients that they would just have to

          21       wait, because we would be sitting out at the reception

          22       area in the ward while other members of the family were

          23       visiting.

          24           "Question:  So while you were sitting out the ward

          25       waiting to visit your father --
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           1           "Answer:  Well, it was in the ward.

           2           "Question:  Yes, but you're not in your father's

           3       room?

           4           "Answer:  Not at that point.

           5           "Question:  Are other members of your family in your

           6       father's room?

           7           "Answer:  Yes.

           8           "Question:  Were the nurses then seeking to restrict

           9       the numbers of visitors at any one time?

          10           "Answer:  No, this was outside visiting."

          11           The picture there seems to be that the nurses were

          12       busy and not able to give the patients the attention

          13       they might otherwise require.  Does that picture ring

          14       a bell with you?

          15   A.  Well, sometimes you would have to say to a patient, if

          16       you were in the middle of something else, "I will be

          17       with you in a minute", you know, "Switch the buzzer on.

          18       I will be right back", but I wouldn't say, you know,

          19       that there would be a great delay in attending, and it

          20       would depend whether the person wanted a drink or

          21       something you could give them instantly or something,

          22       you know, that you would have to spend a bit of time.

          23       You have to just deal with the task you're on at the

          24       moment.

          25   Q.  At line 19:
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           1           "Question:  I think the comment you make at

           2       paragraph 37 is that you have no criticism to make of

           3       ward cleanliness; is that fair?

           4           "Answer:  Not particularly.  You know, I mean,

           5       I didn't notice any sort of dirt, but it was tired

           6       looking, in need of probably decoration, you know,

           7       painting, but I didn't notice it particularly dirty, you

           8       know, at any time."

           9           Is that a reasonable picture of the ward at that

          10       time?

          11   A.  Yes, it needed refurbishment.

          12   Q.  Going on then to the next page, at the top, she is

          13       asked:

          14           "Question:  At paragraph 37 you make some reference

          15       to the tea lady coming in when your father was out in

          16       the single room.

          17           "Answer:  Yes.

          18           "Question:  What's the point of saying that?

          19           "Answer:  Just in the last few days, my sister and

          20       I and the family were coming and going all day and all

          21       night, and there was a volunteer lady bringing tea, and

          22       she would bring it in to dad's room for us.

          23           "Question:  What inference were you drawing from

          24       that?

          25           "Answer:  Well, you know, in hindsight, it probably
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           1       should never have happened.  I mean, she was elderly,

           2       you know.  I would have said that woman was in her 80s.

           3       She was very, very kind to us, but, you know, in

           4       hindsight, I don't think she should have been in dad's

           5       room.

           6           "Question:  She was coming into your father's room

           7       and giving you tea?

           8           "Answer:  Yes.

           9           "Question:  But not making contact with your father?

          10           "Answer:  No.

          11           "Question:  And then going perhaps elsewhere and

          12       giving some other people tea?

          13           "Answer:  Yes."

          14           Do you have any comments to make on that?

          15   A.  We did have a volunteer in the ward that had been there,

          16       really, prior to me coming into post.  She was quite

          17       elderly and very kind, and I think, to be honest, we

          18       came -- we almost fulfilled a need in her, I think, more

          19       than, you know, the other way round, at one point.

          20           She certainly always -- she would give relatives

          21       tea, but she would have been supervised with patient

          22       contact and she did retire very shortly after that.

          23   Q.  With hindsight, do you think it was a good idea, her

          24       going into the single room at a time when Mr Boyle was

          25       symptomatic and then moving on elsewhere?
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           1   A.  No, possibly not.

           2   Q.  Final comments, if I can just put to you from

           3       Mrs McMurdo, at page 113 of the transcript, she gives an

           4       answer at line 4:

           5           "Answer:  You know, after even listening to the

           6       other witness statements, I'm just horrified that

           7       patients were still being admitted when they knew

           8       C. diff, you know, was there, and I just don't think

           9       that the nurses realised the seriousness of

          10       the situation.  I don't think they were being guided the

          11       way that they should have been."

          12           Just on that, do you consider that your nurses at

          13       that time did realise that C. diff was a serious matter?

          14   A.  Yes.  I think -- we had sight of the fact it could be

          15       potentially life-threatening, although many people, you

          16       know, had had C. diff and been treated and recovered,

          17       which is always what you would hope.

          18           So I do believe we were aware of the seriousness,

          19       but, as I have said before, it was a particularly busy

          20       time in the ward.

          21   Q.  Very well.  Let's then leave Mr Boyle's case and move on

          22       to look at the position of Mrs Scott-Adamson, which is

          23       one of the other patients that you had in ward 15.

          24       Mrs Scott-Adamson -- I don't know, do you remember this

          25       lady?
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           1   A.  No.

           2   Q.  You don't.  She was in ward 15 from 17 December through

           3       to 7 February.  Having looked at Mrs Broadley and

           4       Mr Boyle, her path crossed with their paths, in the

           5       sense that she must have been there at a time when they

           6       were both in the ward.  I think we noted yesterday that

           7       Mrs Broadley was in the ward from 23 November until

           8       22 January?

           9   A.  Yes.

          10   Q.  And John Boyle was in the ward from 10 January to

          11       7 February.  So if Mrs Scott-Adamson was there from

          12       17 December to 7 February, her path would have crossed

          13       with those two patients?

          14   A.  Yes.

          15   Q.  Also, I don't propose to look at this patient in any

          16       detail, apart from one or two points, but

          17       Elizabeth Rainey, who was also diagnosed with C. diff,

          18       she was actually admitted to the ward the same day as

          19       Mrs Scott-Adamson, on 17 December --

          20   A.  Yes.

          21   Q.  -- and she stayed there until 20 January.  So these four

          22       patients were present in the ward at about the same time

          23       at a point in time.

          24   A.  Yes, I remember Ms Rainey, but I don't remember

          25       Ms Scott-Adamson.
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           1   MR KINROY:  My Lord, on this point, I wonder if my learned

           2       friend would clarify, is it presently mooted that there

           3       was cross-infection between and among these four

           4       patients?  That would, of course, assist us all to

           5       concentrate on the salient points of this evidence.

           6   LORD MACLEAN:  I'm sure Mr MacAulay will bring this out in

           7       due course.

           8   MR MACAULAY:  I wasn't, at this point in time, looking at

           9       that aspect.  I am merely making a comment that they

          10       were there together at a point in time.  No more than

          11       that.

          12   LORD MACLEAN:  You mean in the ward?

          13   MR MACAULAY:  In the ward, yes.

          14   LORD MACLEAN:  Not together as in the same room?

          15   MR MACAULAY:  I don't think we have the means of

          16       establishing from the records whether they were in the

          17       same room or not.

          18           Do we?  Can I ask you that?

          19   A.  We certainly wouldn't have male and female patients in

          20       the same room.

          21   Q.  We have tried to make some effort, the Inquiry team have

          22       tried to make some effort, to see whether we can see

          23       whether patients were in the same rooms at the same

          24       time, and it is quite difficult to do that under

          25       reference to the records.
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           1   A.  Yes.

           2   LORD MACLEAN:  The answer, Mr Kinroy, is no.  Is that right?

           3   MR MACAULAY:  That is the answer to Mr Kinroy at this moment

           4       in time.

           5   MR KINROY:  My Lord, it may be an answer to that, I was

           6       curious to know is my learned friend merely making

           7       a comment they were together at a point in time.  Is

           8       this then intended as a possible line of enquiry?  It

           9       would assist us, on this side of the Inquiry, to

          10       concentrate --

          11   LORD MACLEAN:  If I followed the exchange between

          12       Mr MacAulay and Sister Madden, it is that there is not

          13       that connection at the moment, at least, because it

          14       can't be established that they were ever in the same

          15       room together.  Is that right?

          16   MR MACAULAY:  At the moment, I can't establish whether they

          17       were in the same room.  Whether that matters for

          18       cross-infection purposes is a matter we will have to

          19       look at in due course with those who can give us that

          20       advice.

          21   LORD MACLEAN:  Yes.

          22   MR MACAULAY:  I'm not seeking to take from this witness that

          23       cross-infection took place, because I suspect the

          24       witness couldn't answer that question.

          25   LORD MACLEAN:  Can you allay Mr Kinroy's anxiety by simply
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           1       saying they happened to be in ward 15 at around about

           2       the same time?

           3   MR MACAULAY:  That was the question, I think, I put to the

           4       witness.

           5   LORD MACLEAN:  It was, yes.

           6   MR MACAULAY:  Whether or not there was any risk of

           7       cross-infection is a matter that will have to be

           8       examined in due course by those who can give us advice

           9       on that matter.

          10   LORD MACLEAN:  But you would have to lay a factual

          11       foundation for that.

          12   MR MACAULAY:  Indeed.

          13   MR KINROY:  I'm grateful for that clarification.

          14   MR MACAULAY:  The position is, I think, Sister Madden,

          15       because of what was being recorded in the records,

          16       although we can strive to see whether or not, for

          17       example, Mrs Rainey and Mrs Scott-Adamson may have been

          18       in the same room, it is difficult to do that under

          19       reference to what is contained in the records; is that

          20       correct, so far as ward 15 is concerned?

          21   A.  Yes.

          22   Q.  I think you said yesterday that, nowadays, today, you do

          23       keep a record of --

          24   A.  No.

          25   Q.  You don't?
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           1   A.  No, no, we don't always keep a record of where patients

           2       are being nursed in the ward.

           3   Q.  So even now, then, you wouldn't keep a record of

           4       the particular bed --

           5   A.  No.

           6   Q.  -- that the patient was allocated to?

           7   A.  No, what we would see now is we would make it more clear

           8       if somebody was in isolation or required isolation, but

           9       we wouldn't record what bed they were actually in.

          10   Q.  If we look then at Professor Palmer's summary in

          11       relation to Mrs Scott-Adamson in his report,

          12       EXP00750001 --

          13   MR PEOPLES:  My Lord, before the witness goes on with this,

          14       just on the last point about keeping no record of the

          15       bed the patient was in, I wonder whether the witness

          16       could be asked whether there would be any difficulty in

          17       doing that?  If each bed had a number, one could easily

          18       just put the number at the time the person was admitted

          19       or moved to some other place within the ward.  I wonder

          20       if that is something the witness could comment on?

          21           It doesn't seem a particularly difficult or complex

          22       task and it might assist to avoid the sort of problems

          23       we are having in this Inquiry, working out who was where

          24       and when.

          25   MR MACAULAY:  Can you help on that?  You heard what
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           1       Mr Peoples said.  Would it be feasible to record --

           2   A.  I'm sure it could be possible.

           3   MR MACAULAY:  I don't know if that satisfies my learned

           4       friend or not.

           5   LORD MACLEAN:  Can I just ask you this apropos Mr Peoples'

           6       enquiry: would there be a nursing benefit from that, if

           7       you did note in which part of the ward a patient was at

           8       any particular time?

           9   A.  I don't think we would -- I can't see any benefit that

          10       we would gain from that information, other than in

          11       relation to whether patients were isolated or in

          12       a single room.  It's possible for it to be done, but

          13       I don't know what benefit we would gain from that.

          14   MR MACAULAY:  Can you answer this and, if you can, say so,

          15       and if not, just say so: but, in relation to risks of

          16       cross-infection, although, of course, it may be

          17       important to identify whether a patient was within

          18       a particular room in a particular ward, if you have

          19       a ward where there are patients who are mobile, then,

          20       really, is it the ward you look to as a ward to see

          21       whether or not there are risks of cross-infection?

          22   A.  You mean look at the ward in entirety if somebody is

          23       mobile and wandering?

          24   Q.  Yes.

          25   A.  Somebody who had an infection?

                                            25

           1   Q.  Indeed.

           2   A.  Well, you would have to look at -- yes, you would have

           3       to look at the whole ward and you would have to,

           4       obviously, look at where that patient was placed.  You

           5       would probably be unable to keep them within their

           6       single room, but what you would possibly need to provide

           7       in that case, then, would be constant supervision of

           8       the patient, to monitor their movements.

           9   Q.  Let's then move on and look at Professor Palmer's report

          10       and, in particular, if we could look at his summary

          11       beginning on page 4 of the report.  He notes at the very

          12       beginning of that section that Evelyn Scott-Adamson was

          13       transferred to ward 5 at the Vale of Leven Hospital from

          14       the Royal Alexandra Hospital on 13 December 2007

          15       following a fall at home during which she sustained

          16       a head injury:

          17           "On transfer to the Vale of Leven Hospital, she was

          18       seen and examined by the medical staff and it was noted

          19       that she had suffered numerous falls previously, was

          20       incontinent, and confused to time and place."

          21           Perhaps just pause to observe, if you go back to the

          22       very first page of his report, Mrs Scott-Adamson was

          23       possibly one of the younger patients in the ward,

          24       although she had a number of problems, because her date

          25       of birth was 6 December 1941.  Do you see that?
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           1   A.  Yes.

           2   Q.  She died in May 2008 at the age of 66.  She was,

           3       therefore, although she had problems, perhaps one of

           4       the younger patients you would have in the ward.  Would

           5       that be fair?

           6   A.  Yes.

           7   Q.  If you move on to the next paragraph, Professor Palmer

           8       notes:

           9           "Mrs Scott-Adamson was transferred to ward 15 at the

          10       Vale of Leven Hospital on 17 December 2007 where it was

          11       noted that she became quite agitated and was refusing to

          12       take any diet or her medication.  Furthermore, she

          13       suffered a fall on 20 December 2007, where she was found

          14       lying on the floor having allegedly mobilised

          15       independently.  By 4 January 2008, the nursing staff had

          16       observed that Mrs Scott-Adamson was failing to take

          17       sufficient fluids and consequently commenced a fluid

          18       balance chart in order to strictly monitor her fluid

          19       intake and output."

          20           Then the professor narrates, and he's taken this

          21       from the records:

          22           "Over the subsequent weeks ... Mrs Scott-Adamson

          23       suffered numerous falls.  These occurred on

          24       20 December 2007, 9 January 2008, 25 January 2008 and

          25       27 January 2008."

                                            27

           1           He notes:

           2           "On 5 January 2008 she developed diarrhoea ..."

           3           Which ultimately was positive for C. diff.  Can

           4       I just tell you that the positive result in fact didn't

           5       materialise until she was transferred to the Royal

           6       Alexandra Hospital?

           7   A.  Yes.

           8   Q.  If we move on to page 5 of his report, just to complete

           9       the sort of overall picture, you will see at the top he

          10       notes that she developed a red and excoriated perineum

          11       and sacrum.  If we leave that aside, the main paragraph

          12       just halfway down:

          13           "Unfortunately, Evelyn Scott-Adamson suffered

          14       a significant fall on 7 February 2008 and fractured her

          15       right neck of femur.  She was subsequently admitted to

          16       the Royal Alexandra Hospital where the hip fracture was

          17       repaired under a general anaesthetic.  Following the

          18       surgery, Mrs Scott-Adamson developed a significant

          19       infection ..."

          20           She also had C. diff.  He tells us in the last few

          21       lines of that paragraph:

          22           "The cause of death that was recorded on the death

          23       certificate was attributed to Clostridium difficile

          24       infection and bronchopneumonia complicating a hip

          25       fracture ... following a fall."
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           1           So it would appear that the C. diff and the

           2       complicated hip fracture featured as part of the cause

           3       of death.  Do you see that?

           4   A.  Yes.

           5   Q.  Does this summary at all ring any bells with you and

           6       remind you of this patient or not?

           7   A.  No.  I have looked at the records since, but I don't

           8       recollect that at the time.

           9   Q.  Let's look at the records and see what the position was

          10       in ward 15.  If we turn to GGC27020034.  If we look

          11       towards the bottom left of that page, there's an entry

          12       just before the entry for 18 December:

          13           "Transferred from ward 5.  Settled and orientated."

          14           That is for 17 December, as we have already noted.

          15   A.  Yes.

          16   Q.  That is the date of her admission?

          17   A.  Mmm-hmm.

          18   Q.  Can you recognise the handwriting for that entry?

          19   A.  For the transfer from ward 5?

          20   Q.  Yes.

          21   A.  That is Christine Stokes.

          22   Q.  What about the entry, if we look at the right-hand side

          23       of that particular page, for the 21st?  Is that your

          24       handwriting?

          25   A.  Yes.
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           1   Q.  So you appear to have had some input, although you have

           2       no recollection?

           3   A.  Yes.

           4   MR PEOPLES:  My Lord, before we go on, I wonder if the

           5       witness could help with something I noticed with this

           6       document?

           7           It is headed "Daily problems and progress chart"

           8       for December 2007, but in other records we see

           9       evaluation sheets being used as a daily problems and

          10       progress chart.  Is there a difference between the two?

          11       Has one got a different function from the other?

          12   A.  No.  This was a sort of more old-fashioned type of

          13       document that was still in use within the surgical

          14       department, so I think the staff had simply carried on

          15       when the patient had been transferred, you know, using.

          16   MR MACAULAY:  My assumption was that this documentation

          17       emanated from ward 5 --

          18   A.  Yes, that's right.

          19   Q.  -- and you just carried on until you finished that.

          20   A.  Yes.

          21   Q.  If we move on, we can see that we've got the evaluation

          22       sheets from ward 15?

          23   A.  Yes, that's correct.

          24   Q.  It does appear that different areas within the hospital

          25       had different documentation for this sort of task?
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           1   A.  Yes.

           2   Q.  Is that still the position, or has there been a more

           3       uniform approach to this?

           4   A.  I think there is a slightly more uniform approach,

           5       although there is still some variations.

           6   Q.  It would appear that Mrs Scott-Adamson developed

           7       diarrhoea or loose stools, because, if we turn to page 9

           8       of the records, can we see for 5 January at 0300 hours

           9       she noted that she's got diarrhoea + + +?  Do you see

          10       that?

          11   A.  Yes.

          12   Q.  She's given loperamide.  Can you explain why that would

          13       be given?

          14   A.  I can only comment on what I've read in the notes,

          15       Mr MacAulay, but I think that she seemed to have, from

          16       what I can recall, a bowel problem that was to have

          17       further investigation, so I can only assume that's why

          18       the staff nurse gave her the --

          19   Q.  Loperamide is a medication that you would give to try to

          20       stop someone having diarrhoea?

          21   A.  Yes.

          22   Q.  We can buy it over the counter?

          23   A.  Yes.

          24   Q.  If you suspect someone to have infectious diarrhoea,

          25       would it be appropriate to give loperamide?
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           1   A.  No.

           2   Q.  If you read on, at 0630, she's got another episode of

           3       loose, foul-smelling faeces; is that correct?

           4   A.  Yes.

           5   Q.  Then we read, at 1150:

           6           "Loose stools plus specimen maintained."

           7           Do you see that?

           8   A.  Yes.

           9   Q.  If we look to GGC27970002, do we see that there is

          10       a report from -- I'm looking at the bottom of the page.

          11       There is a report from the microbiology department in

          12       relation to a sample that was collected on 5 January and

          13       received by them on 7 January?

          14   A.  Yes.

          15   Q.  It is a negative result.  Do you see that?

          16   A.  Yes.

          17   Q.  Can I say, this was not within the records sent to the

          18       team by the hospital and, as you can see, it was

          19       subsequently obtained.  I understand the practice to

          20       have been that, with negative results, as we discussed

          21       the other day, the report would come through in due

          22       course and be put with the records?

          23   A.  Yes.

          24   Q.  Do I take it that the ward would become aware of

          25       the negative result at some point?
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           1   A.  Yes.

           2   Q.  If the report was not within the records, does that

           3       suggest it might have been mislaid somewhat?

           4   A.  It may not have been filed properly.

           5   Q.  Can we see, though, that the nurse dealing with the

           6       patient at this point in time certainly has had a degree

           7       of suspicion that the patient had C. diff; is that

           8       right?

           9   A.  Yes.  Well, she sent off -- we usually just look for

          10       everything.

          11   Q.  At this point in time, are you able to say whether or

          12       not Mrs Scott-Adamson was isolated pending the result?

          13   A.  I have not been able to say from looking at the records

          14       where she was actually nursed.

          15   Q.  There is certainly no indication in the records that,

          16       when she developed loose stools, she was isolated?

          17   A.  Yes.  Again, I think it is during the period that the

          18       ward may have been closed with norovirus.

          19   MR PEOPLES:  My Lord, I wonder if I could ask on this entry

          20       about the entries about the nature of the stools and the

          21       sending of the sample for C. diff?

          22           Would the witness be able to comment on whether

          23       there would be any significance in the description

          24       "loose, foul-smelling stools"?  Does that give rise to

          25       a greater degree of suspicion of a particular type of
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           1       infection or not?

           2   A.  Not in my opinion.  Loose stools, in my opinion, are

           3       always foul smelling.

           4   MR MACAULAY:  Very well.  Thank you for that.

           5   LORD MACLEAN:  Store that away, Mr Peoples.

           6   MR PEOPLES:  It is just because we heard some evidence from

           7       others that it had a distinctive smell.  I'm just

           8       wondering whether this witness has the same perception

           9       or not.

          10   MR MACAULAY:  I think what Mr Peoples is alluding to,

          11       Sister Madden, is that there has been some evidence that

          12       the experienced nurse can possibly smell diarrhoea that

          13       is C. diff-associated.  Is that something you would

          14       agree with or not?

          15   A.  I think it would be -- it has got a distinctive smell,

          16       but, you know, you wouldn't be relying upon that and, as

          17       I say, just -- sometimes the nature of a loose stool --

          18       it can -- you know, it almost looks like undigested

          19       foodstuffs.  So you can have different thoughts in your

          20       head as to what you're looking at.  I would say that, in

          21       my opinion, as I said, all loose stools are quite foul

          22       smelling.

          23   Q.  In any event, we have looked at the report from

          24       microbiology, which wasn't received by them for two days

          25       after the collection date on the 5th, so they have
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           1       received it on the 7th, and can we see that, over that

           2       period, Ms Scott-Adamson continues to have loose stools,

           3       if we look at page 39 of the records?

           4           We see on the 6th, for example, "Continues to have

           5       further episodes of diarrhoea"; on the 7th itself, 0400,

           6       "Another episode of loose, foul-smelling stools"; and,

           7       indeed, I think again, at 1315, "Push fluids.  Loose

           8       stools x2"?

           9   A.  Yes.

          10   Q.  So it would appear that this continued.  Would it be --

          11       if the ward received the specimen on the 7th, then

          12       presumably, some time after that -- sorry, if the lab

          13       received the specimen on 7 January, then, some time

          14       after that, the lab would be told it was a negative

          15       result?

          16   A.  Yes.

          17   Q.  As we see, if we look here on the 8th, she continues to

          18       have --

          19   MR KINROY:  My Lord, I wonder if it is my mistake.  Did my

          20       learned friend mean that the ward would be told it was

          21       a negative result?

          22   MR MACAULAY:  If I didn't say the ward, that is what I mean:

          23       the ward would be told, sometime after the 7th, that it

          24       was a negative result by the receipt of the printed

          25       report?
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           1   A.  Yes.

           2   Q.  We discussed this the other day: there wouldn't be

           3       a telephone conversation?

           4   A.  No, not normally, as I have said, unless the ward had

           5       continued suspicions and had phoned the lab, you know,

           6       to chase it up.

           7   Q.  As we see on the 8th, if we look at page 39,

           8       Ms Scott-Adamson continues to have diarrhoea and there

           9       is another sample taken.  Do you see that?

          10   A.  Yes.

          11   Q.  Would that be normal practice?  If you have received

          12       a negative result and the patient still has diarrhoea,

          13       would it be normal practice to take another sample and

          14       send another specimen?

          15   A.  Yes, if the symptoms continued, we would send another

          16       sample.

          17   Q.  But, again, can we see here that there certainly doesn't

          18       appear to be any suggestion at this time that

          19       Ms Scott-Adamson has been isolated?

          20   A.  No, it doesn't say one way or the other.

          21   Q.  To go back to GGC27970002, can we see the top report,

          22       and here the specimen was collected on 8 January,

          23       received by the lab on the same day and, again, it is

          24       a negative result?

          25   A.  Yes.
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           1   Q.  I take it again the same procedure would apply, that at

           2       some point this would be reported to the ward by the

           3       report being sent?

           4   A.  Yes.

           5   Q.  Again, can I say that, as you can see from the document

           6       we are looking at, it wasn't obtained by the Inquiry

           7       until 17 June of this year, and that is because it

           8       wasn't within the records.  So would this be another

           9       example of the report being mislaid?

          10   A.  I can only imagine that is the case, Mr MacAulay.  When

          11       they come -- normally, the reports come to the ward, sit

          12       on the doctor's desk, the doctor signs them off and the

          13       clerkess files them, but it would appear maybe that's

          14       not happened in this case.  I wasn't aware of that.

          15   MR PEOPLES:  I wonder if the witness could confirm, if we

          16       had sight of the report that ought to have gone to the

          17       ward, would the date beside "Printed" be the date it was

          18       reported and the date it would be sent to the ward, so

          19       we would then know when it was likely to have been

          20       received?

          21   LORD MACLEAN:  I'm not sure the witness can answer that

          22       because the provenance of this is quite interesting.

          23       I didn't appreciate that it was recovered, like the

          24       previous record, quite recently.  I think Mr MacAulay

          25       could assist, actually, on that.
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           1   MR MACAULAY:  I'm not sure if the witness can help.  We do

           2       have some laboratory data that my learned friend could

           3       perhaps have a look at, but, yes, the reason why this

           4       has got 17 June 2011 is that it wasn't within the

           5       records recovered by the Inquiry team and it was evident

           6       from the nursing documentation that specimens had been

           7       sent and, therefore, enquiries were made.

           8   LORD MACLEAN:  As a matter of interest, how did you get it?

           9   MR MACAULAY:  These matters are kept on a database by the

          10       hospital.

          11   LORD MACLEAN:  So it could be printed off?

          12   MR MACAULAY:  It could be printed off again, but the

          13       printing date is the date it is printed.

          14   MR PEOPLES:  My Lord, sorry, perhaps I can -- I didn't

          15       really mean the date it was printed.  I can see it was

          16       printed in 2011, this document, but I think in other

          17       documents that were within records we see a date of

          18       reporting above "Received" and I was perhaps seeking to

          19       find out from the witness whether the date of reporting

          20       would, in general terms, be the date that a negative

          21       report would be sent to the ward?

          22   A.  Yes.  Usually, the specimen -- the results -- there is

          23       usually an envelope in the afternoon with the specimen

          24       results, so I can only assume that that is the case.

          25   MR MACAULAY:  We can maybe look at the lab data in due
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           1       course.  If we move on, then, in the records to page 40,

           2       do we note that Ms Scott-Adamson, on the 9th and the

           3       10th, continued to have loose stools?

           4   A.  Yes.

           5   Q.  I think if we move on, for example, to page 42, to take

           6       this shortly, we are now into 23 January, can we see

           7       that, at 0700, there is an entry "Incontinent of large

           8       amount of very loose stools".  Do you see that?

           9   A.  Yes.

          10   Q.  On the 26th, on page 43, January, can we see there is

          11       reference to "Very loose stools".  Do you see that?

          12   A.  Yes.

          13   Q.  Then on the 27th again, at 1500 hours, "Several loose

          14       bowel movements".  Do you see that?

          15   A.  Yes.

          16   Q.  "Walking much better today", and so on?

          17   A.  Yes.

          18   Q.  If we turn to page 44, on 1 February, can we see there

          19       is reference to "Two episodes of loose stools today"; do

          20       you see that?

          21   A.  Yes.

          22   Q.  Then on 3 February:

          23           "One episode of loose, foul-smelling stools."

          24   A.  Yes.

          25   Q.  Again, on 4 February, can we see that's now been given,
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           1       once again, loperamide for loose stools.  Is that

           2       correct?

           3   A.  Yes.

           4   Q.  Does it seem to be the case that, throughout this period

           5       that Ms Scott-Adamson is in hospital in ward 15, she

           6       continues to have loose stools?

           7   A.  That appears to be the case.

           8   Q.  Throughout that period, does it seem to be the case

           9       that, on the face of it, there is no evidence that she

          10       was put in isolation?

          11   A.  Yes.

          12   Q.  If we go back to page 43 of the records, towards the top

          13       for 25 January is there an entry for 0555 where we can

          14       read:

          15           "Patient found lying on the bathroom floor under the

          16       sink on right side, the floor covered in faeces."

          17           Do you see that?

          18   A.  Yes.

          19   Q.  I think this was one of the problems with this patient,

          20       that she did have a number of falls during the time that

          21       she was in ward 15?

          22   A.  Yes.

          23   Q.  If we go to the last page of the nursing notes, page 44,

          24       can we see that the final note in the nursing notes is

          25       for 4 February?
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           1   A.  Yes.

           2   Q.  If we go to the clinical notes, GGC27020016, is there an

           3       entry there for 7 February:

           4           "Has fallen.  Not able to weight bear."

           5           Do you see that?

           6   A.  Yes.

           7   Q.  This was the fall in ward 15 that resulted in the

           8       fracture of the right neck of her femur?

           9   A.  Yes.

          10   Q.  Why isn't there a record of that in the nursing notes?

          11       Indeed, why aren't there any records from 4 February

          12       onwards?

          13   A.  When I looked at -- I know there have been some gaps,

          14       Mr MacAulay, in the nursing records.  When I looked at

          15       that, I was very surprised.  When patients are

          16       transferred out, their notes are photocopied and the

          17       original goes with them and we keep the copies.  I don't

          18       know if there is something missing, but I couldn't

          19       understand why every other fall had been documented and

          20       accident forms completed.  If somebody falls and

          21       fractures, there's a particular form to be completed,

          22       and, at that point, I believe we were still RIDDOR

          23       reporting falls, so I would have had to make a phone

          24       call to report that, and there's none of -- so I don't

          25       know whether that is missing.  I was surprised by that
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           1       as well.

           2   Q.  If we go back to the relevant page on page 44 of

           3       the nursing records, the last entry we have is for

           4       1600 hours on 4 February.

           5   A.  Yes.

           6   Q.  The rest of the page on which one would expect the

           7       continuation to take place is blank?

           8   A.  Yes.

           9   Q.  So, on the face of it, there doesn't appear to be

          10       anything missing from this page?

          11   A.  Yes, but I just cannot imagine that a patient would

          12       fall, sustain a serious injury and a nurse would not

          13       document anything at all.  That is just unheard of.

          14   Q.  It is clear from what happened here that this was

          15       a significant injury --

          16   A.  Yes.

          17   Q.  -- to a lady who had a history of falls?

          18   A.  Yes, because there would have been other documentation

          19       at that time.  An incident report would have to have

          20       been completed and, as I say, from the incident report

          21       I would have followed that up.  We now use a rapid alert

          22       form.  I don't know whether we were using that at the

          23       time or whether it was still just being RIDDOR reported.

          24   Q.  Is this something that you have had the opportunity of

          25       raising with the nursing staff since you have had
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           1       a chance to look at the records?

           2   A.  Just since I have looked at the records, yes.  Some of

           3       the staff remain in post and some have moved on, but,

           4       yes, certainly.

           5   Q.  Have you any explanation to give to the Inquiry, then,

           6       why there isn't a record?

           7   A.  I couldn't say what member of staff was taking care of

           8       the patient at that stage.  I would need to look

           9       definitively at the offduty.  However, Sister Hart and

          10       myself have both looked at it because we were puzzled.

          11   MR KINROY:  My Lord, before we spend any more time on this,

          12       can I ask my learned friend what this has to do with the

          13       spread of a bacteriological infection?

          14   LORD MACLEAN:  I'm sure you can, Mr Kinroy.

          15   MR MACAULAY:  I'm focusing on the nature of the care given

          16       to the patient at the moment, and, indeed, the fact that

          17       there may be missing records which may have gone on to

          18       talk about loose stools, which may be relevant.  I'm

          19       exploring that whole aspect of care with the patient.

          20   LORD MACLEAN:  And of course, as I recall, she was found in

          21       a fallen state with faeces on the floor.

          22   A.  Yes, as documented previously.

          23   LORD MACLEAN:  So, on the face of it, there may be

          24       a connection here.

          25   MR KINROY:  My Lord, I certainly see faecal matter is highly
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           1       significant to the Inquiry, but I wonder if we need to

           2       go into a protracted examination of all of this?  There

           3       is a need to press on, I'm aware.

           4   MR MACAULAY:  I'm sure, my Lord, this is something my

           5       learned friend can make submissions on at the end of

           6       the day, if he considers that the whole line is not

           7       relevant.  But in my submission, it may be relevant.

           8   LORD MACLEAN:  On the face of it, to me, it appears

           9       relevant.

          10   MR MACAULAY:  Very well.

          11           We have, on the face of it, a number of days,

          12       including the final day, of Ms Scott-Adamson's stay in

          13       ward 15 when there are no nursing records.  We have

          14       already looked at other records where there are gaps.

          15   A.  Yes.

          16   Q.  What inference would you invite the Inquiry to take from

          17       this in respect of what care was being given to this

          18       patient?

          19   A.  As I have stated previously, Mr MacAulay, I do not find

          20       that acceptable.

          21   Q.  I don't want to dwell for long on what happened to

          22       Ms Scott-Adamson in the Royal Alexandra Hospital, but

          23       just to mention that, shortly after her admission, she

          24       was diagnosed to be positive for C. diff.

          25           It will be for somebody else to say whether or not
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           1       that can be linked to the Vale of Leven, but can we see

           2       at least that the last entry we have in the nursing

           3       records does document that she continued to have loose

           4       stools?

           5   A.  Yes.

           6   LORD MACLEAN:  Actually, it is a distinctive feature in this

           7       case, I think, that she continued to have loose stools

           8       over quite a protracted period.

           9   A.  Yes.  I believe she was having, when I looked at the

          10       records -- although I can't say without looking back at

          11       them, Lord MacLean, that she was having some bowel

          12       investigations.  You know, it had been an ongoing

          13       problem.

          14   MR MACAULAY:  If we are looking at the care of this patient

          15       and we look to the recording of her vital signs, if you

          16       turn to page 55 of the records, we have here the

          17       observations chart for the patient with observations for

          18       21 December, 9 January, 13 January, 30 January and

          19       7 February, which, in fact, was the day of transfer to

          20       the Royal Alexandra Hospital.

          21   A.  Yes, which again leads me to believe, why would the

          22       nurse document her observations and not write a thing at

          23       all.

          24   Q.  The other point I want to put to you is her observations

          25       have been taken on, I think -- is it five occasions
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           1       overall during her period in the -- if this document

           2       represents all that was recorded?

           3   A.  I do believe when I was looking at the records I saw

           4       several neuro obs charts where she'd sustained a head

           5       injury and had observations recorded on those also.

           6   Q.  That is in relation to her falls?

           7   A.  Yes.

           8   Q.  Yes.  To see whether or not she had head problems?

           9   A.  Yes, but her vital signs are recorded on these charts

          10       also.

          11   Q.  Can you assist me, then, are these the documents that we

          12       see on page 63 and 65 of the records?

          13   A.  Yes.

          14   Q.  We have, I think, some entries for 13 January, which

          15       coincides, I think, with what's on the other chart, and

          16       also 9 January, which also, I think, coincides -- I said

          17       the 13th.  If I go back to page 55, we have observations

          18       for 21 December, 9 January, the next one must be

          19       23 January -- the 21st, the 9th, probably 23 January,

          20       30 January and 7 February; is that right?

          21   A.  Yes.

          22   Q.  Then, if we are looking at page 63, we have -- is that

          23       13 January or is that 3 January?  It is difficult to

          24       make out the first one.  Can you read that?  Is it the

          25       9th?
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           1   A.  The 9th.

           2   Q.  Do we have the 9th and the 9th?

           3   A.  The 9th.

           4   Q.  And the 9th again, and the 9th again?  So three

           5       recordings on the 9th?

           6   A.  Yes.

           7   Q.  If we look at the next chart, it seems the dates have

           8       been blocked out.  Is that right?

           9   A.  Yes.

          10   Q.  Are these the charts you had in mind?

          11   A.  Yes.

          12   Q.  Do they give us -- if we look, then, at the whole

          13       picture during the lady's stay in ward 15, do you

          14       consider, having regard to her problems, that there

          15       should have been greater recording of her vital signs?

          16   A.  Well, it's not prescriptive.  Again, if doctor asked for

          17       these to be checked, they would be done, or if doctor

          18       had any concerns or if the nurse thought there was

          19       a need -- if she certainly thought the patient was

          20       unwell in any way, I would expect the vital signs to be

          21       checked.

          22           When somebody is a delayed discharge awaiting care

          23       home placement, we would attempt to, at least if they

          24       were stable, record their observations weekly, but

          25       I can't comment any further than that.

                                            47

           1   Q.  Would the recording of vital signs require to be

           2       prompted by some medical intervention, or would it be

           3       something the nurse would do as a matter of course?

           4   A.  Oh, yes, the nurse would do as a matter of course if

           5       they thought it was necessary, yes.

           6   Q.  This was a patient that wasn't particularly well; is

           7       that correct?

           8   A.  I don't know if she was not particularly well.  She

           9       appears to have had loose stools, but there was

          10       discussions, I have seen in the notes, about care home

          11       placement and various people were coming to see her.

          12       There were discussions with social work.

          13   Q.  She seemed to have problems with loose stools, she

          14       seemed to have problems with fluid intake, and she seems

          15       to have been confused, falls and so on.  Do you think

          16       this is a patient that would have required closer

          17       attention being given to her vital signs?

          18   A.  I don't know if recording of her vital signs would have,

          19       you know, lent any more to the picture.

          20   Q.  So you are content with this picture we see?

          21   A.  No, no, I think there should have been -- done more.

          22       I'm just simply trying to give you some background.

          23   Q.  So you are not content, then, with what you see?

          24   A.  No.  But, again, as I pointed out, Mr MacAulay, we are

          25       not an acute ward and, with one member of staff for
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           1       12 patients, the staff, at times, do what they can do.

           2   Q.  Looking to the position with care planning --

           3   LORD MACLEAN:  Would that be a convenient point?

           4   MR MACAULAY:  Indeed, my Lord, it would be, yes.

           5   (11.15 am)

           6                         (A short break)

           7   (11.45 am)

           8   MR MACAULAY:  I was going to move on to discuss care

           9       planning with you in the context of Ms Scott-Adamson's

          10       case.  Perhaps to take this shortly, if we can look at

          11       Professor Palmer's report again, EXP00750017, in the

          12       first main paragraph he's passing comment on the nursing

          13       records we have looked at, that there was no record from

          14       4 February to 7 February.

          15   A.  Yes.

          16   Q.  Then he moves on to say:

          17           "It is my expert opinion that the record-keeping

          18       overall in this instance was woeful, and consequently

          19       fell significantly below the standard expected of

          20       a competent nursing team.  I have arrived at this

          21       opinion on the basis of the absence of essential nursing

          22       care plans aimed at addressing the clearly observed

          23       nursing problems that Evelyn Scott-Adamson presented

          24       with on admission and throughout her stay in hospital.

          25       These include: incontinence, including diarrhoea,
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           1       frequent falls, inadequate fluid intake, a significant

           2       wound to her left leg, confusion, and early signs of

           3       pressure damage, ie, red sacrum."

           4           In relation to C. diff in particular, he also goes

           5       on to say that there should have been a care plan for

           6       C. diff.  Do you have any observations to make on these

           7       criticisms?

           8   A.  Well, with regard to the care plan for C. diff, I think

           9       we have agreed this morning that she was not diagnosed

          10       as having C. diff when she was with us at the

          11       Vale of Leven.

          12   Q.  Indeed.

          13   A.  So I certainly wouldn't have expected to find one.

          14           Yes, there should have been care plans for the

          15       various aspects that have been mentioned.  Certainly,

          16       with regard to falls, she did appear to be having -- it

          17       is documented in the narrative -- frequent falls, and it

          18       is difficult to see from the evidence in the records

          19       what was done to address that.

          20   Q.  As you have very properly accepted, falls was a real

          21       problem with Ms Scott-Adamson?

          22   A.  Yes.

          23   Q.  If we look at what Professor Palmer says specifically in

          24       connection with that and, perhaps, before we look at the

          25       text, we should look maybe at the records and the
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           1       Waterlow assessment that was carried out, if we turn to

           2       page 47 of the records.  We have the tool, and then

           3       moving on to page 48 to look at the other part of it,

           4       can we see that, on 20 December, there is an assessment

           5       that puts Ms Scott-Adamson at high risk?  Do you see

           6       that?

           7   A.  Yes.

           8   Q.  We can see that the next assessment was said to be

           9       23 December, but in fact, it didn't happen until

          10       30 December, when, again, it is placed at high risk, and

          11       then, moving on to 19 January, when she was assessed

          12       again, although I think the plan had been for 6 January,

          13       it is again high risk.

          14   A.  Yes.

          15   Q.  You can see that there are gaps of 10 days and then

          16       20 days between each assessment?

          17   A.  Yes.

          18   Q.  I think you would agree that the assessments should have

          19       been more regular than that?

          20   A.  Yes.

          21   Q.  Looking to her history of falls, do you consider that

          22       the high risk categorisation was an appropriate one?

          23   A.  Well, she would probably have been very high risk.

          24   Q.  I think that is what Professor Palmer says.  If, in

          25       fact, we look at what he says on page 21 of his
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           1       report --

           2   A.  Sorry, is it the falls or the Waterlow that you are

           3       talking about?

           4   MR KINROY:  There seems to be a confusion here.

           5   MR MACAULAY:  You are quite right.  I have confused it.  It

           6       is Waterlow I am looking at, at the moment, yes.

           7   A.  The only thing I would say is it appears that, although

           8       not safely mobile, she appears to be mobile, so that may

           9       have reduced her risk of pressure.

          10   Q.  I think you accept there should have been a care plan

          11       put in place to deal with this aspect of her management?

          12   A.  Yes.

          13   Q.  But then, yes, you are quite right, I had confused that

          14       with the falls.  If we look at the falls risk assessment

          15       on page 45 of the records, you can see that there were

          16       a number of assessments carried out: 20 December,

          17       1 January, it looks like 13 January and 25 January.

          18   A.  Yes.

          19   Q.  Apart from the first assessment, the assessments put her

          20       at very high risk; is that correct?

          21   A.  Yes.

          22   Q.  You accept, I think, that there should have been a care

          23       plan put in place to manage this?

          24   A.  Yes.  Although, as I stated previously, unfortunately,

          25       at times we didn't have monitors, falls monitors, at
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           1       that stage.  It is difficult to reduce the risk of

           2       falls, but, you know, I would assume we would have

           3       looked at where she was situated in the ward.

           4           Our ward, unfortunately, doesn't always lend itself

           5       to good observation of patients, just because of

           6       the layout, but we usually do look at where patients are

           7       nursed.

           8   Q.  Professor Palmer says on page 21 -- that's the section

           9       I was going to take you to -- in the last main

          10       paragraph, EXP00750021:

          11           "In exploring these matters further, the evidence

          12       would appear to suggest that whilst Evelyn Scott-Adamson

          13       was identified at very high risk of falls, the

          14       precautions put in place by the nursing staff to prevent

          15       a potential fall were wholly inadequate.  Despite

          16       numerous falls, the nursing staff have clearly

          17       documented that they failed to introduce a reasonable

          18       regime of supervision and observation in light of her

          19       confusion and tendency to attempt to walk unaided and

          20       unsupervised.  The evidence to support this can be found

          21       on page 46 where it is clearly documented that

          22       Evelyn Scott-Adamson was 'not in sight at all' and 'in

          23       spite of frequent explanations, seems unable to

          24       understand buzzer system'."

          25           He uses strong language because he says:
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           1           "The precautions ... were wholly inadequate ..."

           2           And that this really amounted to gross negligence.

           3           Do you accept that level of criticism or are you

           4       inclined to mitigate it?

           5   A.  It is very emotive language, as we said yesterday.

           6       Unfortunately, when you look at the tool, the part at

           7       number 7 where it says "not in sight at all", that can

           8       be documented on one of the -- the rescoring, but, you

           9       know, I don't know which one it was, because, you know,

          10       it may not have continued to be the case.

          11           Other than when somebody is at risk of falling,

          12       I have looked at this carefully and thought about it

          13       and, in my opinion, the only thing that could have been

          14       done that appears not to have been considered was maybe

          15       a one-to-one supervision, which we do have from time to

          16       time.  However, although any time I have asked for that,

          17       and I have a patient currently in the ward who is having

          18       one-to-one supervision, finance has never been denied.

          19       However, getting actually somebody to fill that shift

          20       can be very, very difficult.

          21           But we should have demonstrated better the actions

          22       we had put in place.

          23   Q.  If I can put it in my language, would you accept that

          24       more could have been done to prevent Ms Scott-Adamson's

          25       risk of falls?
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           1   A.  Having looked at it, as I have said, the one thing that

           2       I think that, you know, doesn't appear to have been

           3       considered at that stage was one-to-one supervision.

           4   Q.  In relation to her diarrhoea, there wasn't a stool chart

           5       commenced to monitor the progress of her diarrhoea.  Do

           6       you consider that that is something that should have

           7       been put in place for this patient?

           8   A.  Yes.

           9   Q.  One point I have been asked to raise with you which

          10       links into that is this: that if a patient -- we see

          11       this with Ms Scott-Adamson -- is having loose stools but

          12       the lab results show that she's negative for C. diff and

          13       no other infectious condition is identified, should such

          14       a patient still be isolated or not?

          15   A.  It would depend what -- in my opinion, what other

          16       investigations may have thrown up: had there been any

          17       further investigations, had she had a colonoscopy?

          18       Doctor would sometimes refer somebody on for further

          19       investigations, maybe by a surgeon, to see if there

          20       was -- because there can be other reasons.  People have

          21       diverticular disease, you know, various reasons, but,

          22       yeah, it would be prudent, if available, to isolate the

          23       patient.

          24   Q.  In relation to Ms Scott-Adamson's position, where we

          25       didn't, as I understand it, get an explanation for her
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           1       diarrhoea, so she has unexplained diarrhoea; is that

           2       right?

           3   A.  Yes.

           4   Q.  Are you saying that, looking at it, if only with

           5       hindsight, she should have been isolated at some point

           6       along the line?  Is that right?

           7   A.  Yes, if it was available, that certainly would be

           8       considered, especially -- well, you could be reassured

           9       by the negative stool, however, so I think it would

          10       be -- the risks would be looked at -- you know, looked

          11       at again.

          12   Q.  Let's assume that Ms Scott-Adamson had been isolated,

          13       but let's assume she was [negative].  It is not clear

          14       from the records.  Let's assume she was not, but let's

          15       assume she was [negative].  Would there have come

          16       a point in time, looking to the history, as we have

          17       focused upon in the records, at which point isolation

          18       would no longer be required?

          19   A.  It would be looked at.  I'm sure it would be reviewed,

          20       depending the needs -- the other needs in the ward.

          21       You're obviously balancing the risk of all of

          22       the patients.  You are looking at the needs.  So you

          23       would have kept her there as long as possible in

          24       isolation until you had a definitive reason for the

          25       loose stools, but you would have to have balanced that
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           1       with the other needs, you know, with the isolation room

           2       being needed for something else.

           3   Q.  In relation to who would make the decision, whose

           4       decision would it be, then, whether or not she remained

           5       in isolation on the hypothesis we have been considering?

           6   A.  It would be discussed with infection control.

           7   Q.  Have you had an opportunity of looking at the fluid

           8       balance records for this patient?

           9   A.  No, not in any detail.

          10   Q.  If we look at page 38 of the records, we have a fluid

          11       balance sheet for the 12th to the 13th and there are

          12       three entries on that page.  On page 60, we have one for

          13       4 to 5 January where there are some entries for intake.

          14       Do you see that?

          15   A.  Yes.

          16   Q.  I think the only other one we have is page 61, where

          17       there are some further entries, although, unfortunately,

          18       the bottom section of this document has been blanked

          19       out.  We can see there is some evidence of oral intake

          20       and also intravenous intake.

          21   A.  Yes.

          22   Q.  Looking to the documents you have seen, do you consider

          23       these have been adequately completed?

          24   A.  No.

          25   Q.  Looking to what you know about Ms Scott-Adamson's

                                            57

           1       problems, particularly with regard to her diarrhoea, if

           2       these are the only fluid balance charts that we have, do

           3       you consider there should have been a more extensive

           4       record kept of her fluid balance?

           5   A.  Yes.

           6   Q.  I think we have seen some evidence in the records of

           7       a suggestion to push fluids, and so on.

           8   A.  Yes.

           9   Q.  That would be an indication for fluid balance charts to

          10       be kept?

          11   A.  Yes.

          12   Q.  Can we leave Ms Scott-Adamson aside and move on to the

          13       last patient I want to look at in any detail with you,

          14       and that is Mrs Gaughan.  Do you have any recollection

          15       of this particular patient?

          16   A.  Yes.

          17   Q.  I think she was in ward 15 for quite some time; is that

          18       correct?

          19   A.  I think around two months, I believe.

          20   Q.  The background seems to be that she was initially

          21       admitted to the Vale of Leven on 1 January 2008 with

          22       a lower respiratory tract infection and she was

          23       transferred to ward 6.  She was then transferred to the

          24       Royal Alexandra Hospital on, I think, 7 January, and she

          25       is returned to the Vale of Leven on 10 January, again to
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           1       ward 6.  By 22 January, she's reported as being

           2       improving and quite well and, on 24 January, she's

           3       transferred to ward 15 for rehabilitation.  That appears

           4       to be the history.

           5           So she comes into ward 15 on 24 January having been

           6       in ward 6 for a period before that.

           7   A.  Yes.

           8   Q.  Just on that, when a patient is moved from a ward like

           9       the medical ward, such as ward 6, to ward 15, I take it

          10       that the medical records, as they then exist, would move

          11       with the patient?

          12   A.  Yes.

          13   Q.  But notwithstanding that, would you still see it as your

          14       duty to assess the patient on admission to the ward?

          15   A.  Yes, or update the assessment that had previously been

          16       made.

          17   Q.  If we then look to the records, GGC00220142, we are now

          18       looking at, I think, a ward 6 evaluation sheet, but this

          19       is another example of you continuing with the ward 6

          20       evaluation sheet after the transfer?

          21   A.  Yes.

          22   Q.  If we look at to the entry for 24 January at 1800 hours,

          23       do we read:

          24           "Transferred to ward 15 for further physio/rehab."

          25           Is that right?  Can you see that?
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           1   A.  Yes.

           2   Q.  That is your handwriting, in fact?

           3   A.  Yes.

           4   Q.  You met with this patient on admission to your ward?

           5   A.  Yes.

           6   Q.  If we then move on to 30 January, have you noted now, at

           7       1740 -- when I say "you", the nurse has noted at 1740:

           8           "Margaret asked to go to bed as she felt unwell."

           9           Do you see that?

          10   A.  Yes.

          11   Q.  That is 1740.  There is a query about pneumonia at 1800,

          12       do you see that, by the doctor?

          13   A.  Yes.

          14   Q.  Then at 0330, three or four lines from the bottom:

          15           "Loose stools - offensive."

          16           That has been noted; is that correct?

          17   A.  Yes.

          18   Q.  This is the first indication in ward 15 after her

          19       transfer on the 24th that Mrs Gaughan has got loose

          20       stools?

          21   A.  Yes.

          22   Q.  If we then move to page 143 of the records.

          23           For the 31st, is there a note at 1640:

          24           "Patient has continued to pass loose, foul-smelling

          25       stools."
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           1           Then there is a reference to Metronidazole towards

           2       the end.  Can you read the rest of that?  Is that 10mg

           3       given?

           4   A.  Yes, it looks like.  No, it is metoclopramide, 10mg

           5       given IM.

           6   Q.  Intramuscularly, is that?

           7   A.  Yes.

           8   Q.  Metronidazole, we know, is one of the antibiotics that

           9       is given to treat --

          10   A.  No, I believe it says metoclopramide, which is an

          11       anti-emetic.

          12   Q.  I had misread that.  If we look at the next entry, then,

          13       at 1835:

          14           "Vomited after first spoon of Metronidazole."

          15           That is evidence then of being given treatment for

          16       C. diff?

          17   A.  Yes, although Metronidazole is given for C. diff, it is

          18       an antibiotic that has other uses.

          19   Q.  Perhaps a way to look at this, if we look at the

          20       microbiology here and turn to page 120 of the records,

          21       can you see that we have a report that indicates that

          22       the specimen was collected on 31 January.  Do you see

          23       that?

          24   A.  Yes.

          25   Q.  Received by the lab on the 31st.  This is a positive
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           1       result?

           2   A.  Yes.

           3   Q.  If we go back then to the records, on page 143, can we

           4       understand that, although the nurse has not recorded, as

           5       we look to the notes, that a specimen was sent,

           6       a specimen must have been sent?

           7   A.  Yes.

           8   Q.  Would it be a reasonable inference to say that, when the

           9       Metronidazole is being administered, the ward has become

          10       aware that Mrs Gaughan is C. diff positive?

          11   A.  It is difficult to say without it being documented

          12       clearly.  Or was she empirically being started on

          13       Metronidazole because they had a suspicion?  I'm not

          14       really sure.

          15   Q.  In any event, we can read into the records that

          16       a specimen must have been taken and sent to the lab by

          17       31 January?

          18   A.  Yes.

          19   Q.  Are you able to tell me from the records whether, at the

          20       time the specimen was obviously taken and Mrs Gaughan

          21       was suffering from loose stools, she had been isolated?

          22   A.  No.  I have a recollection of Mrs Gaughan in two

          23       separate rooms within, but I couldn't say what the

          24       timeframe --

          25   Q.  Perhaps it would be helpful, if we are trying identify

                                            62

           1       where people were, if you can -- can you help us, then,

           2       with where she was?

           3   A.  Yes.

           4   Q.  If we look at the plan, GGC00740001, we are looking at

           5       the floor plan here, Sister Madden.  First of all, where

           6       do you think she was, first of all?

           7   A.  The bed that I remember her being admitted to, from my

           8       memory, is in room 27.

           9   Q.  So that's the four-bedded room we see on the board; yes?

          10   A.  Yes.

          11   Q.  Do I take it, then, that would be a female room --

          12   A.  Yes.

          13   Q.  -- at that time?

          14   A.  And the other room that I remember her being in for

          15       quite a long period was the third single room.  I can't

          16       see for the black dot whether -- it is the one where the

          17       toilet appears to be 40.

          18   Q.  If we are going by the numbering, it seems to be, if we

          19       look at 35, then probably 37 and then probably 39?

          20   A.  Yes, that room there.

          21   Q.  So you reckon room 39 and, to begin with, room 27?

          22   A.  Yes.

          23   Q.  Perhaps I could look briefly at the clinical notes

          24       covering this period, if you look at page 43, and we

          25       have to go back a page in fact to get the date for this,
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           1       but on page 42 we can see that for the 30th, this is

           2       a note made by the junior house officer -- is that

           3       right?

           4   A.  Yes.

           5   Q.  If we move on to the next page of his note, has he noted

           6       towards the bottom:

           7           "?  Recurrent LRT."

           8           And then "[something] diarrhoea".  Do you see that?

           9       "Question mark", I can't make it out, "diarrhoea".  Can

          10       you make that out?

          11   A.  I don't know what it says.

          12   Q.  Indeed, if we go back to page 42, it is the last line of

          13       the text before you come to the lists:

          14           "Patient refers she is experiencing diarrhoea seven

          15       times today, watery stools."

          16           The doctor has also recorded the diarrhoea.  If we

          17       go back to page 43, there is a number of -- do you see

          18       the word "P", which I think means "plan".  "P" has been

          19       circled, I think it means "plan".  The third is:

          20           "Stool sample [something].  Aware C. diff in the

          21       ward."

          22           Can you read the rest of that?

          23   A.  Yes.

          24   Q.  "JM".  In any event, there is at least reference there

          25       to a stool sample within the context of C. diff being in
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           1       the ward?

           2   A.  Yes.

           3   Q.  The point I want to discuss with you in relation to

           4       isolation, then, if we look at the infection control

           5       card, SPF00530001, can we see that the infection control

           6       nurse has noted the date positive as 31 January, and

           7       then the same date:

           8           "Contacted by ward.  Patient showing symptoms.  Spec

           9       away.  Unable to isolate in single room."

          10   A.  Yes.

          11   Q.  So would it appear, at this point in time, when she has

          12       the diarrhoea and before the C. diff is confirmed, that

          13       she was not isolated?

          14   A.  Yes, that appears to be the case.

          15   Q.  If we move on, we see:

          16           "Nurse in shared bay as other patients also have

          17       loose stools."

          18   A.  Yes.

          19   Q.  If that is correct, and looking to your evidence as to

          20       one of the two places that she had been, do we take it

          21       then that that would be room 27?

          22   A.  It must have been, yes.

          23   Q.  So the inference here, then, is that this time there are

          24       other patients in that room with loose stools?

          25   A.  That appears to be the case.
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           1   Q.  What this doesn't tell us, and I don't know whether you

           2       can or not, is whether these patients were symptomatic

           3       or at least suspected as having C. diff or not?

           4   A.  I'm sorry, I don't recollect.

           5   Q.  Then, on 1 January (sic), the single room has now become

           6       available and the patient is isolated?

           7   A.  Yes.

           8   Q.  That is the room you mentioned, which we think is

           9       room 39?

          10   A.  Yes.

          11   Q.  That is where she remained until she died some time

          12       later?

          13   A.  Yes.

          14   MR PEOPLES:  My Lord, the transcript says 1 January.

          15       I think it is 1 February that the isolation took place

          16       in a single room.

          17   MR MACAULAY:  If I said 1 January, I meant 1 February.

          18           If we look at the report prepared by Mrs Jeanes, who

          19       looked at the records for this case, EXP00260001,

          20       perhaps we can turn to page 8 of the report.  Mrs Jeanes

          21       says towards the top of the page:

          22           "On 1 February, a diagnosis of a chest infection and

          23       gastroenteritis was made.  Diarrhoea and pyrexia ...

          24       continued.  She was moved to a side room as she was

          25       C. difficile positive."
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           1           She makes reference to the records for that:

           2           "She continued to be given Lactulose (a laxative)

           3       which was prescribed on 10 January and continued in the

           4       presence of diarrhoea."

           5           Can you assist with that?

           6   A.  I would need to look at it again, Mr MacAulay, but

           7       I believe, when I looked at that, I thought that it had

           8       actually been circled as not given in the drug Kardex.

           9   Q.  If that's --

          10   A.  It was refused.

          11   Q.  I think the patient refused it frequently.  Let's look

          12       at page 161 of the records.  Is that the drug Kardex

          13       that you have in mind?

          14   A.  Yes.

          15   Q.  Does this tell us that the Lactulose was prescribed, but

          16       what happened was that the patient actually frequently

          17       refused to take it?

          18   A.  Yes, or the nurse would put, you know, a 3 because it

          19       wasn't given.

          20   Q.  The code, remind me, does a 3 mean not given or refused?

          21   A.  It means patient refused, but it does indicate that it's

          22       not been given.

          23   Q.  Indeed.  Well, I suppose the question being that it

          24       seems, on the face of it, that the nurse did want to

          25       give it?
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           1   A.  Well, it does appear that way, but a 3 is sometimes

           2       used -- there should have possibly been further

           3       clarification or the drug should have been scored off.

           4       However, it would appear it wasn't actually given

           5       following --

           6   Q.  Indeed, you wouldn't want to give Lactulose to a patient

           7       with C. diff diarrhoea?

           8   A.  No.

           9   Q.  If we look at page 149 of the records, just to pick up

          10       this point, there is an entry there for 11 February,

          11       where we can read at 0535:

          12           "Patient bed-bathed this am.  Left heel black.

          13       Allevyn heels x2 in situ.  Sacrum remains red + + + with

          14       small breaks."

          15   A.  Yes.

          16   Q.  Is that evidence of pressure damage on the heel and also

          17       in the area of the sacrum?

          18   A.  Yes, it would appear so.

          19   Q.  Did Mrs Gaughan continue to have diarrhoea and, indeed,

          20       did she also test positive again?

          21   A.  Well, I can see further down at the 15th, 0410:

          22           "Margaret incontinent of loose stools + + +."

          23   Q.  The quickest way of dealing with this is to look at the

          24       microbiology reports.  If you look at page 111 of

          25       the records, do we have here on the screen a report in
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           1       relation to a sample collected on 14 February, received

           2       on the 15th and can we see that it is a positive result?

           3   A.  Yes.

           4   Q.  Does it appear to be the case that, indeed, for a period

           5       of time after that, Mrs Gaughan continued to have

           6       diarrhoea?

           7   A.  Yes.

           8   Q.  I think she died on 3 March 2008; is that correct?

           9   A.  Yes.

          10   Q.  On the face of it, she seems to have had diarrhoea for

          11       a considerable period of time during her stay in

          12       ward 15?

          13   A.  Yes.

          14   Q.  As you have indicated, for a significant part of

          15       the time, she was in the isolation room that you have

          16       identified?

          17   A.  Yes.

          18   Q.  If we look, then, at what there was in this case in

          19       relation to care planning, was there a care plan put in

          20       place to manage her C. diff?

          21   A.  I didn't see one.

          22   Q.  Did you see a stool chart?

          23   A.  No.

          24   Q.  Should there have been a care plan in this case?

          25   A.  Yes.
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           1   Q.  Should there have been a stool chart to manage her

           2       stools?

           3   A.  Yes.

           4   Q.  In relation to pressure damage, perhaps we could look at

           5       the Waterlow assessment at page 242.  We have the tool.

           6       The boxes haven't been completed, but if we look at

           7       page 243, we can see that the first assessment is on

           8       24 February, and although the nurse has, I think,

           9       written in "High" with a score of 29, that really should

          10       have been "At very high risk"?

          11   A.  Yes.

          12   Q.  Again, we see on 1 March where the score is 31, and it

          13       is "At very high risk" at this point in time?

          14   A.  Yes.

          15   Q.  I think we see, if we look to the dates, if this is the

          16       first date that the assessment is made, that Mrs Gaughan

          17       has been in ward 15 for, really, exactly a month before

          18       this was done?

          19   A.  Yes.

          20   Q.  Was that acceptable, in your opinion?

          21   A.  No, no.  No, it should have been done much sooner than

          22       that.  My recollection of Mrs Gaughan is that she was on

          23       a pressure-relieving mattress, because I do remember

          24       positional changes were difficult to carry out with the

          25       lady, but the Waterlow should have been scored.
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           1   Q.  I think what you have said -- you are saying the

           2       Waterlow should have been done really close to the time

           3       of admission in the ward?

           4   A.  Yes.

           5   Q.  Indeed, you accept there should also have been a care

           6       plan put in place?

           7   A.  Yes.

           8   Q.  And there wasn't a care plan either?

           9   A.  No.

          10   Q.  If we look at what Mrs Jeanes says here in connection

          11       with this aspect of care, if we turn to page 15, towards

          12       the bottom of the page, having focused on what pressure

          13       damage had been suffered to the sacrum and the heel, and

          14       indeed we haven't focused on this, but if you go up to

          15       about just below halfway, she says:

          16           "There is then no significant record of

          17       the condition of her sacrum and heels until 1 February

          18       when it is recorded that her skin is red and excoriated,

          19       and, on 3 February, two small black areas on sacrum."

          20           When the skin turns black, does that represent

          21       significant pressure damage?

          22   A.  Well, it could indicate -- obviously, without a care

          23       plan and it being properly graded, it would be difficult

          24       to say, but it could indicate neither a necrotic area or

          25       a bruised, discoloured area.
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           1   Q.  Within the context of pressure damage, we are looking at

           2       necrosis rather than a bruise?

           3   A.  Well, no, you can have a bruised area.  With pressure

           4       damage, it can become discoloured.

           5   Q.  She then goes on to say in the next paragraph:

           6           "It is then difficult to establish from the records

           7       provided what the condition of her pressure points was

           8       until 20 February when it is recorded that 'both

           9       dressings changed, wound dry and necrotic'."

          10   A.  Yes.

          11   Q.  So it would appear that the nurse has come to the view

          12       that this is necrosis?

          13   A.  Yes, on her heel, yes.

          14   Q.  That is bad, really, from a pressure perspective?

          15   A.  Sorry?

          16   Q.  That is a bad position to be in?

          17   A.  Yes, I was very surprised when I saw that, and I have

          18       spoken to the nurse concerned, although she has no

          19       recollection.

          20   Q.  Mrs Jeanes goes on to say:

          21           "The assessment and detail given of the sacral and

          22       other sores is so poor and so unsystematic that it is

          23       not possible to judge if the care and dressings applied

          24       were appropriate or sufficient.  It is clear that

          25       Margaret Gaughan began her admission with intact skin
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           1       and, when she died, she had pressure sores on her sacrum

           2       and heels which would have caused her considerable

           3       discomfort."

           4           If you just look at that, it could be said that is

           5       a rather sad indictment on the care of this lady's

           6       pressure management?

           7   A.  Yes.

           8   Q.  If we look to the final sentence in this section of her

           9       report, she says:

          10           "The assessment, planning, prevention and management

          11       of pressure damage are lamentable."

          12           So she uses quite strong language.

          13           Do you consider, from what you have seen in the

          14       records here in relation to this patient, whether or not

          15       that is fair comment?

          16   A.  I can see how that conclusion was arrived at from the

          17       information in the records.

          18   Q.  Would you, yourself, agree with that conclusion,

          19       standing the fact that we have a lady who has got no

          20       pressure damage and, at the time of her death, she has

          21       pressure damage that has developed into a necrotic

          22       state?

          23   A.  Yes, she was very much at risk of pressure, and the tool

          24       should have been completed much sooner.  She had lots of

          25       various co-morbidities.  She had problems with her
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           1       breathing, which would have meant that, you know, the

           2       tissues weren't adequately supplied with oxygen.  She

           3       was very much at risk of pressure.  You would hope to

           4       prevent pressure damage.

           5           However, I was very surprised that the nurse had

           6       made that recording without subsequently going on to

           7       devise some plan of care to indicate to us, you know,

           8       exactly what was going on.

           9   Q.  Do you accept this criticism and the extent of it: that,

          10       really, looked at in the round, the assessment, planning

          11       prevention and management of pressure damage was

          12       lamentable in this case?

          13   A.  Well, "lamentable" is not maybe a term I would use, but

          14       it certainly was poor.

          15   Q.  Looking to nutrition, which is another aspect that

          16       Mrs Jeanes looked at, if you turn to page 241 of

          17       the records, we see the nutritional tool which has been

          18       completed for ward 15, but, again, we note that it is

          19       a month after admission.

          20   A.  Yes.

          21   Q.  Is that appropriate or not?

          22   A.  No.

          23   Q.  It seems that on this particular day, the 24th, a nurse

          24       took it upon herself to assess pressure, as we have

          25       looked at a moment ago, and also nutrition, and perhaps,
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           1       while we are looking at it, if you turn to page 244,

           2       there is a moving and handling pro forma care plan, of

           3       which the first date also appears to be 24 February.

           4           Can you tell us why it was then that focus appeared

           5       to be placed on these aspects of care or not?

           6   A.  I don't think it necessarily was on that day focus.

           7       I can only assume, on that day, the nurse had an

           8       opportunity to look and see that these assessments had

           9       not been completed and had time to do so at that stage.

          10   Q.  I think we have the same -- if you turn to page 204 of

          11       the records, we have the falls risk assessment.  Again,

          12       it seems to have been done on the same --

          13   A.  Yes, it would appear she's had a look at the records on

          14       that day and updated all of the assessments.

          15   Q.  All of these assessments you would say, really, should

          16       have been done on admission to the ward?

          17   A.  Yes.

          18   Q.  Do you accept that in relation to each of these aspects

          19       of care there should have been a care plan put in place

          20       as well on admission?

          21   A.  Yes.  I don't believe Mrs Gaughan mobilised

          22       independently, so she may not have been at high risk of

          23       falling.  However, yes, the other aspects of her care,

          24       there should have been a care plan.

          25   Q.  Did you have an opportunity of looking at the fluid
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           1       balance charts that were kept for Mrs Gaughan?

           2   A.  I'm sure I looked at them in the course of looking at

           3       the records, but I couldn't say specifically.

           4   Q.  Let's see if I can focus on them for you, then.

           5   LORD MACLEAN:  While you are looking for it, I want a short

           6       adjournment, but only five minutes.

           7   MR MACAULAY:  Yes, my Lord.

           8   LORD MACLEAN:  How close are you to the conclusion of

           9       Sister Madden's evidence?

          10   MR MACAULAY:  I think I indicated this was the last case

          11       I was going to look at in detail.  I am going to touch

          12       briefly on two other cases and then complete her

          13       evidence.  If not by lunch, certainly by the early

          14       afternoon.

          15   LORD MACLEAN:  And following her?

          16   MR MACAULAY:  Following her, of course, I do have a number

          17       of questions, quite a number of questions, in fact, to

          18       put to Sister Madden on behalf of the families and also

          19       the board.

          20   LORD MACLEAN:  So it may be that this will be the last

          21       witness of the day?

          22   MR MACAULAY:  I will obviously raise this with your Lordship

          23       once I have finished the evidence.  One wouldn't want to

          24       start another witness too late on in the day today.

          25   LORD MACLEAN:  Five minutes.

                                            76

           1   (12.30 pm)

           2                         (A short break)

           3   (12.33 pm)

           4   MR MACAULAY:  I have now found my references.  If you could

           5       turn to page 217 of the records, we have a fluid balance

           6       chart for 16 to 17 February and, if you go to 216, we

           7       have a further chart for 17 February.  Then, on 215, we

           8       have a chart for 18 February, and on 214 we have,

           9       I think, a chart for the same day, and then, on 213, we

          10       have a chart for what looks like 14 February.  That is

          11       a selection of the fluid balance charts that were

          12       available for ward 15.  Do you consider that these have

          13       been adequately completed?

          14   A.  No.

          15   Q.  Can I then put to you some points that have come out of

          16       the evidence given by Mrs Cambridge in this case?  She

          17       was Mrs Gaughan's sister.  If we look at the transcript,

          18       it is TRA00060001.  Turn to page 111 of the document.

          19       This is evidence that was given by Mrs Cambridge.  You

          20       will see a question she is asked at line 1:

          21           "Question:  What about Margaret herself, what was

          22       her frame of mind at this time?

          23           "Answer:  She was very down, very distressed,

          24       because they had lost her hearing aid.  She couldn't

          25       hear.  They had sent her hearing aid to get repaired or
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           1       something, and it had been gone about four weeks.  She

           2       couldn't hear what they were saying with her.  She said

           3       she was dirtying herself and she was saying, 'Please,

           4       what is wrong with me, Marjory?  Please, what's wrong

           5       with me?' she was very, very distressed."

           6           If we go on to the next page, towards the bottom,

           7       she says at line 17:

           8           "Question:  And did she tell you she had been having

           9       accidents and would have to be cleared up?

          10           "Answer:  Yes.

          11           "Question:  Do you know from anything you were told,

          12       either by your sister or by the nurses, that she

          13       suffered some pressure sores?

          14           "Answer:  No.

          15           "Question:  The time that you spoke to Dr Herd and

          16       he told you that your sister had C. diff -- that is

          17       5 February -- can you tell me where she was being

          18       accommodated at that time?

          19           "Answer:  She was in a room all by herself."

          20           So she confirmed there that she was isolated.  If we

          21       move on to page 114, back to the topic of the hearing

          22       aid at line 19:

          23           "Question:  Can I understand the position with

          24       regard to the hearing aid?  You talk about that in the

          25       next paragraph.  You say that it was taken by the staff
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           1       to get new batteries, but then someone admitted to you

           2       that it had been lost?

           3           "Answer:  Yes.

           4           "Question:  Who was that?

           5           "Answer:  It was one of the nurses that came into

           6       the room and I just happened to say, 'Is there any word

           7       about Margaret's hearing aid?' and she said, 'No,

           8       I think it has went amiss'.  And I said, 'Is there any

           9       way of getting her another one?', and they said, 'Not

          10       really, without her having her hearing test done, and

          11       she is not fit to have a hearing test at the moment'.

          12           "Question:  Did she ever get another hearing aid?

          13           "Answer:  No.

          14           "Question:  How lost was she without the hearing

          15       aid?

          16           "Answer:  Totally distressed.  She wouldn't hear

          17       what anyone was saying, because she was very, very deaf.

          18       So it really distressed her so much that she couldn't

          19       hear what anybody was saying to her."

          20           Just looking at that and this difficulty of

          21       the hearing aid, does this mean anything to you?  Is

          22       this something that you were made aware of as the ward

          23       sister?

          24   A.  No.

          25   MR KINROY:  Don't answer that.
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           1           My Lord, I can understand it is a matter of public

           2       concern that something like this might or might not have

           3       occurred.  What I don't yet see -- and I see there may

           4       be some connection -- is how this relates to anybody

           5       contracting a bacteriological infection or dying from

           6       it, which is the purpose of this Inquiry.

           7   LORD MACLEAN:  Mr Kinroy, again, I share your immediate

           8       concern, but I will ask Mr MacAulay: is this actually

           9       relevant?

          10   MR MACAULAY:  Well, two points, my Lord.  First of all, of

          11       course, the evidence has already been led in relation to

          12       this matter.

          13   LORD MACLEAN:  That is not necessarily justification.

          14   MR MACAULAY:  The other point, my Lord, is that that aspect

          15       of communication between patients, staff and, indeed,

          16       families is an important matter.  Indeed, communication

          17       forms part of the remit.  On the face of it, it may be

          18       relevant, at the end of the day, to that aspect of it.

          19   LORD MACLEAN:  I think it is pretty marginal, I am bound to

          20       say.  I was a little anxious listening to this.  It

          21       almost sounds -- well, I won't say prejudicial, but it

          22       has got to be relevant.

          23   MR MACAULAY:  If your Lordship is ruling against it, then

          24       I will not take it any further.

          25   LORD MACLEAN:  I take the point that it is the overall case,
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           1       but I would rather it was more immediate and related to

           2       her condition.

           3   MR MACAULAY:  Very well.

           4   LORD MACLEAN:  You can ask the witness, of course, if she

           5       knew that there was a communication difficulty, there

           6       were communication difficulties.

           7   MR MACAULAY:  I think that is the question I had actually

           8       asked the witness.

           9   LORD MACLEAN:  Did you know that?

          10   A.  No.

          11   LORD MACLEAN:  No.  Right.

          12   MR MACAULAY:  I will leave it at that.

          13   LORD MACLEAN:  Press on.

          14   MR MACAULAY:  If you could turn, then, to page 120 of

          15       the transcript, she is asked some questions about hand

          16       washing.  At line 8 she indicates that she thought

          17       a couple of times -- these are the gel dispensers:

          18           "Answer:  ... I have this distinct feeling they were

          19       empty.

          20           "Question:  And what about soap and water; were you

          21       ever told at any stage to use soap and water to clean

          22       your hands, particularly after you had been told

          23       Margaret had C. diff?

          24           "Answer:  No."

          25           Just looking at that, I think you accept that she
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           1       should have been told, given that advice, by the nurse?

           2   A.  Yes.

           3   Q.  If you turn to page 121, there is a chapter here of her

           4       evidence looking at the question of laundry.  If you

           5       look at line 1:

           6           "Answer:  Well, Margaret's next-door neighbour,

           7       Brian, used to take it home in a bag and the lady next

           8       door to Margaret at 115 used to do Margaret's washing.

           9           "Question:  And so far as you are aware, was Brian

          10       given any instructions in relation to the laundry?

          11           "Answer:  No, he wasn't, as far as I am aware.

          12           "Question:  Were you, yourself, given any advice in

          13       relation to C. diff once you were told that Margaret had

          14       contracted C. diff?

          15           "Answer:  No."

          16           On the face of it, it would appear that advice

          17       wasn't given in relation to laundry.  Again, should

          18       there have been advice given?

          19   A.  If it wasn't, it should have been.

          20   Q.  It should have been.

          21           Finally, in relation to Mrs Cambridge's evidence, if

          22       you turn to page 123 of the transcript, towards the

          23       bottom of that page, at line 19:

          24           "Question:  When your sister was in the single room,

          25       and in particular after you were told that she was
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           1       suffering from C. diff, were there any notices outside

           2       the room to tell you not to enter?

           3           "Answer:  No.

           4           "Question:  After that time, at any point did you

           5       see the nurses dealing with your sister, whether it was

           6       to clean her or to help her?

           7           "Answer:  No."

           8           In relation to the notice on the door, if this is

           9       correct, then you would say there should have been

          10       a notice on the door?

          11   A.  Yes, and we certainly had plenty readily available,

          12       Mr MacAulay.  You know, as I explained before, they were

          13       secured with Blu-Tack.  It should have been there if it

          14       wasn't.

          15   Q.  If this is to be accepted -- and I think we understand

          16       that Mrs Gaughan was in a single room for quite some

          17       time --

          18   A.  Yes.

          19   Q.  -- then the suggestion is that there was a significant

          20       period of time when there was no notice on the door; if

          21       this is to be accepted?

          22   A.  If it is to be accepted, yes.

          23   Q.  Can I then leave Mrs Gaughan's case aside?  I just want

          24       to ask you a number of questions in relation to another

          25       patient that was in the ward, and not in any detail, and
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           1       this is Elizabeth Rainey.  Perhaps we can do this by

           2       looking at the infection control card, SPF00700001.

           3       This was a patient who was in ward 15.  I can tell you,

           4       just to give you some background, that she was admitted

           5       to ward 15 on 17 December 2007.  Do you have any

           6       recollection of Mrs Rainey?

           7   A.  Yes.

           8   Q.  I think you said you did.

           9   A.  Mmm-hmm.

          10   Q.  She died in the ward on 20 January 2008.  If you look at

          11       this particular infection control card, can you see that

          12       she is positive on 4 January 2008?  Do you see that

          13       recorded?

          14   A.  Yes.

          15   Q.  Then there is an entry on 7 January:

          16           "Informed by ward staff.  Patient isolated.

          17       Commenced on Metronidazole."

          18           On the face of it, there seems to have been

          19       a discussion with the ward on 7 January in connection

          20       with this patient when the ward told the infection

          21       control nurse that the patient was isolated; that

          22       appears to be the case.

          23           Do you know whether, in relation to this patient,

          24       without going to the records, the isolation was in

          25       response to the positive result or whether isolation
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           1       took place before the result came through?

           2   A.  I don't know.

           3   Q.  Perhaps I could look quickly at the relevant document.

           4       If I could have the records, please, and if we turn to

           5       page 207 of the nursing records, GGC00480207, on

           6       1 January there is an entry there for 0320 "Incontinent

           7       of soft faeces".  Do you see that?

           8   A.  Yes.

           9   Q.  That is on 1 January.  I think there are some further

          10       references to that later.  Then, on the 2nd, on

          11       page 208, would it appear that the reference there is

          12       that her discharge was cancelled due to her diarrhoea?

          13   A.  Yes.

          14   Q.  Again, on the 4th, can we see there is "diarrhoea + +

          15       overnight"; do you see that?

          16   A.  Yes.

          17   Q.  Then you have an entry by yourself; is that correct?

          18   A.  Yes.

          19   Q.  That's your handwriting?

          20   A.  Yes, I knew Ms Rainey's sister, I had taken care of her

          21       husband previously, so she remembered me from then, so

          22       I actually remember her niece and her sister a bit more

          23       distinctly than I do the patient.

          24   Q.  Do you remember then dealing with this aspect of it at

          25       this time, or is this just something that brings it back
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           1       to you from looking at the note?

           2   A.  Yes, I think they had some concerns about her discharge

           3       and her ability to remain at home.

           4   Q.  Well, the discharge seems to have been cancelled because

           5       she had diarrhoea?

           6   A.  Yes.

           7   Q.  Then, on the 4th, she continues to have diarrhoea, and

           8       we see that at 0225, and then, at 1130, after your own

           9       entry:

          10           "Elizabeth buzzed.  Found her in toilet - loose

          11       stools + + +."

          12           She had a bruise and a cut to her elbow, according

          13       to this.  Then, if we look at 1630, can we see that

          14       there has been a phone call from the lab, C. diff

          15       positive, and there is further reference to loose

          16       stools?

          17           So it would appear the ward was aware on the 4th

          18       that Ms Rainey was C. diff positive; is that correct?

          19   A.  Yes.

          20   Q.  If we look at page 143 of the records --

          21   A.  Although I'm wondering there, is that actually -- is

          22       that the 4th or is that into the 5th?

          23   Q.  We still have the 4th on page 209, but it may not matter

          24       for the moment.

          25   A.  Yes.
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           1   Q.  If we turn to page 143, we are looking at the

           2       microbiology report, and can we see that the specimen,

           3       according to this, was collected on the 4th?

           4   A.  Yes.

           5   Q.  It is received by the lab on the 7th, according to the

           6       document, and it is positive; is that right?

           7   A.  Yes.

           8   Q.  There is a bit of a conundrum here, because it would

           9       appear that the ward knew on the 4th, or the 5th, that

          10       it was a positive sample?

          11   A.  Yes.

          12   Q.  But the point I want to put to you relates to isolation.

          13       Is there any indication from the records that Ms Rainey

          14       was in isolation prior to the positive result being

          15       communicated to the ward?

          16   A.  Unfortunately, it doesn't appear to be stated either

          17       way.

          18   MR PEOPLES:  My Lord, before leaving this document, I notice

          19       the clinical details refer to "Loose stools ?Bug on

          20       ward".  I wonder if the witness can help us with what

          21       the bug might have been?  That would presumably be

          22       details provided by the ward.

          23   A.  Oh, right.

          24   MR MACAULAY:  Sorry, I just want to find -- oh, yes,

          25       Mr Peoples is directing you to what is highlighted on
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           1       the screen for the microbiology report:

           2           "Loose stools ?Bug on ward."

           3           Does that mean anything to you?

           4   A.  That is for the 7th?  Yes, that is during the period we

           5       were closed with norovirus.

           6   Q.  Going back to the question isolation, which is really

           7       what I'm focusing on at the moment, there is no

           8       indication -- the only indication we have of isolation

           9       is what is written in the infection control card for

          10       7 January; is that right?

          11   A.  Yes.

          12   Q.  We have no indication, then, in the records that,

          13       pending the C. diff result, she was isolated?

          14   A.  No.

          15   MR KINROY:  My Lord, I wonder if we might save some time?

          16       My learned friend repeatedly puts to the witness that

          17       there is no record of isolation having taken place, and

          18       the witness very properly makes the point that there is

          19       no record either way whether it occurred or not.  One

          20       can see why she is uneasy at being faced with what might

          21       be seen by some to be a loaded question.  If he would

          22       just avoid that by saying there is no record one way or

          23       the other of isolation, I'm sure she could accede to it

          24       much more readily.

          25   LORD MACLEAN:  Since I'm the decision-maker at the end of
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           1       the day, Mr Kinroy, I can only say that it is enough if

           2       it is said that there is no record, apart from the

           3       infection control card, which has the 4th, I think,

           4       doesn't it?  I haven't got it up here.  Apart from that,

           5       there isn't a record in the nursing notes as to when she

           6       was isolated, and that is how it is.

           7   MR KINROY:  My Lord sees that very readily.  I think the

           8       witness is uneasy about it.  It might cure her unease.

           9       She might not appreciate your Lordship's ease and

          10       sophistication with these points.

          11   LORD MACLEAN:  My goodness me, Mr Kinroy.  Could you repeat

          12       that?

          13           I mean, the fact is, isn't it, that it is not

          14       recorded in the nursing notes when isolation took place?

          15       It certainly did take place.

          16   A.  Yes.

          17   LORD MACLEAN:  It can't be said precisely when it was --

          18   A.  No, there is no record.

          19   LORD MACLEAN:  -- except for what is in the infection

          20       control card.

          21   A.  Yes.

          22   LORD MACLEAN:  Obviously, she was incontinent of soft faeces

          23       and diarrhoea prevented her being discharged on the 3rd.

          24   A.  Yes.

          25   LORD MACLEAN:  Whether any steps were taken in relation to
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           1       that is not disclosed in the records.

           2   A.  No.

           3   LORD MACLEAN:  Should it have been?

           4   A.  At that point, we weren't routinely stating at what

           5       stage patients were being isolated.

           6   LORD MACLEAN:  But you did know that, if they did have

           7       diarrhoea, they should be isolated?

           8   A.  Yes.  I suspect, again, looking at the dates that the

           9       ward was closed, that we may have been suspecting that

          10       the lady had norovirus and discovered she had C. diff.

          11   LORD MACLEAN:  Hence the "?Bug on the ward"?

          12   A.  Yes.

          13   LORD MACLEAN:  Can you remind me, when was it closed

          14       in January?  You gave us the dates earlier.

          15   A.  I believe it was closed -- according to the bed manager,

          16       the information I have is -- I think it was closed from

          17       the 1st to the 10th.  Yes, sorry, from 5 to 14 December;

          18       from 1 to 10 January; and from 15 to 25 January.

          19   LORD MACLEAN:  Yes.  Could you give me the January dates

          20       again?

          21   A.  The 1st to the 10th and from the 15th to the 25th.

          22   LORD MACLEAN:  Thank you very much.

          23   MR MACAULAY:  The suggestion on page 208 that she was

          24       pending discharge which was cancelled due to diarrhoea,

          25       does that at all assist in drawing some inference as to

                                            90

           1       where she might have been in the ward, by that I mean

           2       whether she was isolated or in one of the four-bedded

           3       bays?

           4   A.  I don't think it's any assistance.

           5   Q.  If we are looking then at the entry on the 4th for 1130:

           6           "Elizabeth buzzed.  Found her in toilet ..."

           7           Does that help at all in relation to her location?

           8   A.  No.  There's ensuite facilities in the isolation rooms

           9       and a toilet in the four-bedded areas.

          10   Q.  Just coming back to the point, then, what we have on

          11       isolation is the entry in the infection control card to

          12       indicate that, as at 7 January, she had been isolated?

          13   A.  Yes.

          14   MR MACAULAY:  My Lord, that might be an appropriate point to

          15       adjourn for lunch.

          16   LORD MACLEAN:  2 o'clock.

          17   (1.00 pm)

          18                     (The short adjournment)

          19   (2.00 pm)

          20   MR MACAULAY:  Good afternoon, Sister Madden.

          21   A.  Good afternoon.

          22   Q.  Before the break, we had been looking very briefly at

          23       the Rainey case.  One of the points I have been asked to

          24       raise with you is that, at least when Mrs Rainey was

          25       admitted to ward 15, at that time she was being admitted
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           1       for rehabilitation?

           2   A.  Yes.

           3   Q.  Is it likely that she'd be put in isolation at that

           4       point in time?

           5   A.  I couldn't say for definite.  She may -- not

           6       necessarily.  She came from another ward, so not

           7       necessarily.

           8   Q.  Generally, if a patient is coming for rehabilitation,

           9       would such a patient generally go into one of

          10       the four-bedded wards?

          11   A.  Yes, it just really depends on what -- we usually run at

          12       full capacity, so we do have to use all of the rooms,

          13       but it would really just depend on what was going on in

          14       the ward at the time.

          15   Q.  At the time you had norovirus, and I think you certainly

          16       said you had norovirus and the ward was shut from

          17       1 January through to 10 January, and the 1st, I think,

          18       was a time before, I think I'm right in saying -- or at

          19       about the time, I think, that Mrs Rainey was developing

          20       loose stools.  Would it be more likely for a patient who

          21       was symptomatic with norovirus to be isolated?

          22   A.  It may well have been the case, yes.

          23   Q.  The only other point I have been asked to raise with you

          24       in connection with Mrs Rainey at this point is, if you

          25       turn to page 213 of the records, perhaps if we just put
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           1       that on the screen, there is an entry here for

           2       17 January, and this is after Mrs Rainey has been found

           3       C. diff positive.  Towards the top of the page, at 0050,

           4       it says:

           5           "Found sitting on blue chair outside her room."

           6           First of all, she is clearly outside in the ward

           7       area.  Does that give us any indication as to location

           8       or not?

           9   A.  It would seem more likely to be one of the single rooms,

          10       because there's not normally chairs outside the other

          11       rooms in the corridor.

          12   Q.  So at this point, then, and we have seen certainly from

          13       the infection control card that, as at the 7th, she was

          14       in isolation, so at this time your inference would be

          15       she was still in isolation but she'd come out to sit on

          16       the chair in the ward?

          17   A.  Yes.

          18   Q.  Two other points just to put to you specifically in

          19       relation to Mrs Rainey, and I don't propose to take you

          20       through the records.  You can take it from me under

          21       reference to what we have been told by Mrs Jeanes, who

          22       looked at this case, that there was no care plan for

          23       C. diff and, furthermore, there was no stool chart.  Do

          24       you understand me?

          25   A.  Yes.
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           1   Q.  Would it be your position that there should have been

           2       a care plan for C. diff?

           3   A.  Yes.

           4   Q.  And also a stool chart to monitor stools?

           5   A.  Yes.

           6   Q.  Can I just put a particular focus on C. diff itself for

           7       a moment or two and focus on particular aspects of

           8       the management of the care for C. diff and, indeed,

           9       loose stools?

          10           We have seen from the policy on loose stools that

          11       the anticipation is, if I can put it that way, that

          12       a patient would be isolated with loose stools pending

          13       confirmation of a diagnosis.

          14   A.  Yes.

          15   Q.  We have also, I think, seen, and you acknowledge this,

          16       that if a patient is diagnosed with C. diff, then that

          17       patient should have a care plan put in place to manage

          18       the infection?

          19   A.  Yes.

          20   Q.  Similarly, I think we have seen from the policies, and

          21       I think you acknowledge this, that such a patient should

          22       also have his or her stools charted on a stool chart?

          23   A.  Yes.

          24   MR KINROY:  My Lord, the witness answered these questions

          25       one question ago, so she's being asked the same
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           1       questions again and giving the same answer.  I do think

           2       we should move on.

           3   LORD MACLEAN:  At least it shows she is consistent.  I share

           4       your irritation.  There may be a reason, and we can go

           5       on to the next question.

           6   MR MACAULAY:  I think you accept that, in relation to

           7       C. diff, aspects of nutrition and hydration are

           8       important?

           9   A.  Yes.

          10   Q.  If we look at what we have taken from the cases that we

          11       have looked at in particular detail, in relation to

          12       Mrs Broadley, does it appear that she was not isolated

          13       until C. diff was confirmed on 14 January?

          14   A.  Was she not isolated having had MRSA?

          15   Q.  Indeed she was.  But you may remember that she tested

          16       positive on three occasions and, on the third occasion,

          17       the confirmation of the C. diff was on 14 January 2008.

          18       I will check my dates since you have raised it with me.

          19       We can take this from the infection control card,

          20       SPF00420001.

          21           On 5 January, the infection control nurse is

          22       informed by the lab staff and, as you have pointed out,

          23       the patient is already isolated for MRSA.  Do you see

          24       that?

          25   A.  Yes.
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           1   Q.  I think we saw on the records she was again positive

           2       later on in December, but there is no record of that on

           3       the infection control card.  It may not be clear whether

           4       or not she's isolated, but if we look for the further

           5       diagnosis of C. diff on 14 January, she is symptomatic

           6       again and she's been moved to a single room.  I think we

           7       discussed this the other day, and I think you did agree

           8       with me that that indicated that she was only isolated

           9       once the infection had been confirmed?

          10   A.  Yes.

          11   Q.  There was no care plan in place for C. diff for

          12       Mrs Broadley?

          13   A.  Yes.

          14   Q.  Focusing just on that aspect of it, there was also no

          15       stool chart in place?

          16   A.  Yes.

          17   Q.  Mr Boyle we looked at this morning.  On the face of it,

          18       he wasn't isolated until C. diff was confirmed?

          19   A.  Yes.

          20   Q.  There was no care plan for C. diff for him?

          21   A.  No.

          22   Q.  Nor was there a stool chart?

          23   A.  No.

          24   Q.  Mrs Gaughan, whom we looked at this morning, was not

          25       isolated until after the C. diff was concerned?
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           1   A.  No.

           2   Q.  I'm sorry?

           3   A.  No.

           4   Q.  You're agreeing with that?

           5   A.  Yes.

           6   Q.  There was no care plan for C. diff?

           7   A.  No.

           8   Q.  Nor was there a stool chart?

           9   A.  No.

          10   Q.  We looked for a moment or two at Mrs Rainey, and it is

          11       not clear whether or not she was isolated, I think is

          12       where we are at; is that correct?

          13   A.  It would appear to be the case.

          14   Q.  As I have put it to you, there was no care plan in her

          15       record for C. diff?

          16   A.  No.

          17   Q.  Nor was there a stool chart?

          18   A.  No.

          19   Q.  In relation to Ms Scott-Adamson, she wasn't positive for

          20       C. diff in the Vale of Leven; as we know, she was

          21       positive a few days later in the Royal Alexandra

          22       Hospital.  But she doesn't appear to have been isolated

          23       for loose stools; is that right?

          24   A.  From what we can see from the records.

          25   Q.  From what we can see from the records.  Nor were there

                                            97

           1       any stool charts?

           2   A.  No.

           3   Q.  Looking in particular to the four patients who tested

           4       positive for C. diff -- Mrs Broadley, Mr Boyle,

           5       Mrs Gaughan and Mrs Rainey -- there is a question mark

           6       over Mrs Rainey's isolation, but on the face of it, the

           7       policy, or the practice, in the Vale of Leven seemed to

           8       have been, in ward 15, that isolation really occurred

           9       when the C. diff infection was confirmed?

          10   A.  That would appear to be the case.  However, I think

          11       there's quite a bit of background to that, as I pointed

          12       out, about the closures with norovirus.  I think there

          13       was reasoning behind, and it simply was, you know, not

          14       a lack of insight into the need for isolation.

          15   Q.  Furthermore, in addition to that, looking to all these

          16       patients who tested positive for C. diff, there were no

          17       care plans put in place?

          18   A.  There were no care plans.  However, we were aware of how

          19       to care for a patient with C. diff.

          20   Q.  The explanation you have given all along for the absence

          21       of, for example, care plans was that the nurse may have

          22       been too busy or distracted to put into place the

          23       appropriate care plans, but we see in relation to all

          24       these patients who tested positive, in fact there was no

          25       care plan put in place?
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           1   A.  There was no care plan put in place, but I do dispute

           2       that it would have ultimately changed the care that they

           3       received.

           4   Q.  But what I want to put to you is, could it be said that

           5       this might indicate that the practice in ward 15 at the

           6       time was not to put in place plans of care for patients

           7       who were suffering from C. diff?

           8   A.  I think it would be difficult to say, when we have so

           9       many patients within the ward, to look at, you know,

          10       a snapshot.  I can see, you know, why you would come to

          11       that conclusion, but in my own opinion, it would be

          12       difficult to say, when we have so many patients within

          13       the ward.

          14   Q.  At the moment, of course, we are focusing on those

          15       patients with C. diff.

          16   A.  Yes.

          17   Q.  Indeed, so far as ward 15 was concerned over the

          18       period January and February 2008, that is essentially

          19       the number of patients you had?

          20   A.  Yes.

          21   Q.  Isn't that right?

          22   A.  Yes.

          23   Q.  We can look at the chart, if you wish.

          24   A.  Yes.

          25   Q.  Let's do that, just to clarify that.  If you look at

                                            99

           1       INQ02700001.  If we are looking at the period January

           2       and February, we see reference to Elizabeth Rainey, to

           3       Mary Broadley, to John Boyle and to Margaret Gaughan on

           4       the chart; is that correct?

           5   A.  Yes.

           6   Q.  In relation to each of these patients, each who suffered

           7       C. diff, you did not put in place a care plan.

           8           Could it be said that the reasonable inference to

           9       take from that is not so much that nurses didn't have

          10       the time or were too busy to put into place care plans,

          11       but that it simply was not the practice at the time in

          12       ward 15 to put in plans of care for C. diff?

          13   A.  There doesn't appear to have been one with the four we

          14       have looked at, yes, I agree with you.

          15   Q.  Do you agree with the conclusion that the reason for

          16       that might be that, really, it wasn't the practice in

          17       ward 15 to follow through the care planning process for

          18       C. diff?

          19   A.  It would be difficult to say as definitively as that.

          20   Q.  Similarly, in relation to stool charts: you see, the

          21       position, it is not just care planning which you say is

          22       important for C. diff, but there is also the monitoring

          23       of stools?

          24   A.  Yes, there should have been stool charts.

          25   Q.  But in relation to each of these patients, and we are
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           1       looking at the cohort of patients who tested positive

           2       for C. diff in this period, there were no stool charts

           3       put in place.

           4           Again, could it be said that that is indicative of

           5       a practice in ward 15, rather than indicative of the

           6       fact that nurses were too busy to put in place stool

           7       charts?

           8   A.  I think it would be oversimplistic to say nurses were

           9       simply too busy, but I also think it would be

          10       oversimplistic to say it just was not practice.  You

          11       know, there should have been stool charts and there

          12       wasn't.

          13   Q.  The point I'm putting to you is that, in relation to the

          14       whole cohort of patients in this period who suffered

          15       from C. diff, there were no stool charts for any one of

          16       the patients?

          17   A.  Mmm-hmm.

          18   Q.  It might be said that that suggests that there was

          19       simply a practice of not using stool charts for such

          20       patients in ward 15?

          21   A.  It might be said, Mr MacAulay, but I think that is

          22       oversimplifying it.

          23   Q.  What is your explanation, then?  If it is not that and

          24       if it is not the fact that nurses were too busy, then

          25       what is the alternative explanation?
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           1   A.  I don't have an explanation.

           2   Q.  If we look at some of the other trends that we have

           3       observed, looking in particular at --

           4   MR KINROY:  My Lord, I appreciate the complicated task my

           5       learned friend has, but this is a public Inquiry.  The

           6       witness has said she has no explanation.  That is

           7       inconsistent with what she's previously said, which is,

           8       in the first place, the nurses were hard pressed and

           9       then more recently, "It would be oversimplifying it to

          10       say the nurses were too busy", which has implicit within

          11       it that there is an explanation not yet got from the

          12       witness.  But in my submission leaving it as "I don't

          13       have an explanation" is not profitable to the public

          14       interest.

          15   LORD MACLEAN:  That is what the witness has said: there

          16       isn't an explanation, a consistent one.  I think we have

          17       to leave it there.

          18   MR MACAULAY:  My Lord, I'm more than happy to press the

          19       witness on this, if that would be of assistance to my

          20       learned friend.  I thought we had come to the end of

          21       the line.

          22   LORD MACLEAN:  So did I.

          23   MR MACAULAY:  If there is another route to take, then I am

          24       more than happy to take it.

          25   LORD MACLEAN:  I don't think we need to, frankly.
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           1           You are saying there isn't --

           2   A.  I don't have an explanation.

           3   LORD MACLEAN:  -- an explanation.

           4   A.  No.

           5   LORD MACLEAN:  It might give rise to an inference that in

           6       each of these cases nurses were too busy; it might give

           7       rise to the inference, on the other hand, that there was

           8       a practice not to put such care plans into position --

           9   A.  Yes.

          10   LORD MACLEAN:  -- in cases of C. diff.

          11   A.  It would be difficult, on reflection, I think, to be

          12       definitive.  That is all I was trying to say.

          13   LORD MACLEAN:  No doubt we will hear from other sources, but

          14       I think we have to leave it there, don't you think?

          15   MR MACAULAY:  I was going to move on, Sister Madden, just to

          16       raise another number of issues or trends with you that

          17       it might be said arise from the examination of the cases

          18       we have looked at.

          19           We have seen from these cases, and you have accepted

          20       this, I think, that the fluid balance management was not

          21       adequate; is that right?

          22   A.  Yes.

          23   Q.  We have also seen -- and you have agreed with this -- in

          24       particular with matters such as nutrition and pressure

          25       management, that the management of nutrition and
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           1       pressure was not adequately done?

           2   A.  It could have been better.

           3   Q.  I think we have also seen that, for example, in a number

           4       of the cases there were days when there were no nursing

           5       entries made and you think there should have been?

           6   A.  Well, in some of the cases, yes.

           7   Q.  Furthermore, if you are looking at some of

           8       the criticisms or the points, if I can put it that way,

           9       made by family members, if they're accurate, that

          10       certain family members were not given, on the basis of

          11       what they say, appropriate advice in relation to hand

          12       washing, is that what appears to be the case?

          13   A.  That appears to be from what they are saying, yes.

          14   Q.  Similarly, in relation to some of the evidence, not

          15       given advice in relation to laundry?

          16   A.  Yes.

          17   Q.  Could it be said, looking at all these issues, which

          18       arguably may touch upon how C. diff was being managed in

          19       the Vale of Leven, that there was a catalogue of nursing

          20       failures that could have impacted upon the care given to

          21       the patients suffering C. diff?

          22   A.  I could only comment on what was happening in my own

          23       ward, Mr MacAulay.

          24   Q.  That is the ward I'm interested in at the moment?

          25   A.  Yes, well, you said within the Vale of Leven.  I would
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           1       find it difficult to comment.

           2   Q.  Within ward 15 is what I'm trying to put to you.

           3   A.  Sorry, could you ...

           4   Q.  Yes.  I have put to you the points I have made about

           5       care planning and stool charts, the trends that appear

           6       to be there in relation to fluid balance and other

           7       aspects of nursing management and the points made by

           8       family members on matters such as hand washing and

           9       laundry.

          10           I am simply suggesting that it might be argued, or

          11       it might be said, that all these points indicate that

          12       there has been a catalogue of nursing failures in your

          13       ward, in ward 15, in relation to the management of

          14       a C. diff infection; that is what I am putting to you

          15       for your response?

          16   A.  From the basis of the documentation?

          17   Q.  Yes.

          18   A.  Yes, you could conclude that.  However, that was not my

          19       experience at the time.

          20   Q.  I think you have said on a number of occasions that you

          21       came to realise, when you came to look at the

          22       documentation, that there were things that should have

          23       been done that were not done?

          24   A.  Yes.

          25   Q.  Is that correct?
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           1   A.  Absolutely.

           2   Q.  Your position appears to be, then, that, even though you

           3       were in charge of the ward at the time, these things

           4       that could have been done and should have been done did

           5       not come to your attention?

           6   A.  No, I don't feel I can take full responsibility when

           7       I wasn't auditing the nursing records.  You know, as

           8       I said, there is a lot more goes on on a ward.  It

           9       wasn't brought to my attention at the time.

          10   Q.  As I discussed with you yesterday, when we were looking

          11       at the cohort of cases that we have looked at, we are

          12       not looking at one nurse or two nurses?

          13   A.  No.

          14   Q.  We are looking, really, are we, at all the nurses in the

          15       ward?

          16   A.  Yes.

          17   Q.  Even if one nurse might not have put a care plan in

          18       place, the next nurse coming on shift ought to have

          19       realised that and done something about it?

          20   A.  Could have and should have, yes.

          21   Q.  I put this to you yesterday, and I just want to fully

          22       understand your position: do we have then a group

          23       failure of the nursing staff in ward 15 in relation to

          24       all these issues?

          25   A.  From the basis of the information, I could see why that
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           1       could be concluded.

           2   Q.  I want to put to you a particular exchange I had with

           3       Sister Fox in the course of her evidence.  To do this,

           4       I need to have her transcript put on the screen.  This

           5       transcript is not yet on the Lextranet database, so we

           6       have to use another mechanism for putting it to you.  If

           7       I can just put the technology in place and get that up.

           8       I think copies of this have been circulated to the core

           9       participants, my Lord.

          10           We have on the screen a section of the transcript of

          11       Sister Fox's evidence on Day 30, that is 24 August 2011.

          12       When this makes its way onto the Lextranet system, its

          13       number will be TRA00300001.

          14           The background to this, if I can explain to you --

          15       and you might have realised this, Sister Madden, from

          16       having looked at Sister Fox's evidence -- is that it

          17       would appear that in ward 6 assessment tools such as

          18       Waterlow, falls risk and nutritional screening were not

          19       being used.  Did you understand that from her evidence?

          20   A.  Yes.

          21   MR KINROY:  My Lord, I think I'm right to recall a Waterlow

          22       assessment tool was in use in ward 6.  I may be wrong

          23       about that.

          24   MR MACAULAY:  I think, to put it more correctly, the

          25       Waterlow documentary tool.  Did you understand that's
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           1       what I meant?

           2   A.  Yes.

           3   Q.  If we read the transcript, at [page 87], line 7:

           4           "Question:  You have told us that you attended

           5       sisters' meetings.  Was it ever raised with you, were

           6       you ever asked, particularly when these other wards

           7       would have been receiving patients and that material was

           8       not in the records, why you were not using these tools

           9       that were clearly available within the hospital as

          10       a hospital?

          11           "Answer:  At some point -- I don't remember when,

          12       Mr MacAulay, because I wasn't part of that directorate,

          13       but at some stage within the RAD directorate ..."

          14           That's your directorate?

          15   A.  Yes.

          16   Q.  "... it was -- when we -- initiatives were raised within

          17       that directorate, and they would be raised, you know,

          18       through the lead nurse in that directorate.  I believe

          19       that they probably did pilot of these things in that

          20       directorate, but it wasn't our directorate, so it really

          21       didn't, you know -- it didn't -- it wasn't part of

          22       the paper, it wasn't part of the documentation, it

          23       wasn't part of our working direction in medicine.

          24           "Question:  I don't think you have answered my

          25       question.
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           1           "Answer:  Sorry.

           2           "Question:  It may be my fault, that I haven't put

           3       it clearly enough.  I was simply asking you whether any

           4       of your fellow sisters that might have attended the

           5       sisters' meetings, or even in general discussion, ever

           6       raised with you that there were assessment tools that

           7       they were using and were missing from the records they

           8       were taking over from patients moved from ward 6?

           9           "Answer:  I'm sure that they did as part of

          10       the discussion, because this was new -- I believe it was

          11       new documentation to them as a result of RAD being the

          12       first directorate to be -- when we became Greater

          13       Glasgow and Clyde, RAD was the first directorate that

          14       really became wholly part of that.

          15           "Question:  Let's stick with the Waterlow tool,

          16       which you said was something that was being used in

          17       ward 6 prior to the period we are concerned about, which

          18       begins in January 2007 --

          19           "Answer:  Yes.

          20           "Question:   -- and wasn't being used thereafter up

          21       until after June 2008.  Now, patients would be

          22       transferred from your ward to other wards, such as

          23       ward 14, without there being in evidence a Waterlow

          24       chart.  Was it ever pointed out to you that you were not

          25       using the Waterlow chart as part of your assessment
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           1       process?

           2           "Answer:  In an official capacity, no, it never was.

           3       However, there would be comment made by the RAD sisters

           4       that, as soon as the patient was transferred from

           5       ward 6, and in fact, I think it was medicine generally,

           6       that they needed to start the documentation; you know,

           7       they felt that our documentation wasn't what they

           8       needed.  But of course, when the patients moved from us

           9       their needs had changed and the staff in RAD looked at

          10       how they needed to care for the patient within the --

          11       sort of under the auspices of assessment and

          12       rehabilitation.

          13           "Question:  Can I just understand then, are you

          14       saying that there was at some point some reference made

          15       to you by another sister that --

          16           "Answer:  Yes.

          17           "Question:  -- there was documentation that you were

          18       not using and they were?

          19           "Answer:  Yes, that is correct.

          20           "Question:  When was that?

          21           "Answer:  Mr MacAulay, I don't remember.  I really

          22       don't remember.

          23           "Question:  Was it within the period we are

          24       interested in, the period from January 2007

          25       to June 2008?
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           1           "Answer:  I think, in honesty, probably not at that

           2       time, because other things -- there were other much --

           3       there were other topics of conversation at the time.

           4           "Question:  So just to be clear, you're saying

           5       no-one from another ward mentioned to you, at any point

           6       between January 2007 to June 2008, that documentation

           7       that they were using was not being used in ward 6?

           8           "Answer:  They might have done.  I don't recall that

           9       at this stage.  I'm sorry, I don't recall.  I know that

          10       I had had -- you know, I had had at least one

          11       conversation -- and not really a conversation, just

          12       a comment made, you know, 'We need to start all this

          13       documentation'.  But of course, they had the

          14       documentation that they were, I believe, piloting.

          15           "Question:  What was being piloted?  What document

          16       was being piloted?

          17           "Answer:  I think it was the nutritional tool, and

          18       I think the falls tool as well."

          19           His Lordship intervened:

          20           "Lord MacLean:  You said, Sister Fox, at the outset

          21       of this particular chapter of examination by Mr MacAulay

          22       that at least three tools which would appear to have

          23       been available to other wards were not available to you.

          24       What did you mean by that, 'available'?

          25           "Answer:  When I say 'available', they hadn't been
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           1       handed down, you know, through our directorate for us to

           2       use.  That is what I meant.  We hadn't --

           3           "Lord MacLean:  Did you wonder why?

           4           "Answer:  Do you mean now?

           5           "Lord MacLean:  No -- well, both, actually: then and

           6       now?

           7           "Answer:  Rehabilitation and assessment in the

           8       elderly was a totally different directorate.  Yes, I do

           9       wonder why, but I can't give a criticism of that

          10       because, at the time, we did what we did, we completed

          11       the paper that we had.  With hindsight, and as a result

          12       of the senior charge nurse review, the amount of

          13       documentation which is now there and available to us,

          14       which we use all of the time to evidence, it certainly

          15       would have been very beneficial.

          16           "Lord MacLean:  It would have been?

          17           "Answer:  It would have been.

          18           "Lord MacLean:  Yes.

          19           "Answer:  But only as evidence."

          20           Then, after a break, Mr Peoples has an interjection:

          21           "Mr Peoples:  Perhaps before we go, could I have

          22       clarification on this topic: Sister Fox mentioned a lead

          23       nurse in the other directorate who seems to have been

          24       discussing the use of forms.  Could we have the identity

          25       of that person?"
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           1           "Mr MacAulay:  Yes, I think that is appropriate.

           2       Are you able to remember the name of the person who

           3       raised this with you?

           4           "Answer:  With me personally --

           5           "Question:  Yes.

           6           "Answer:  -- or with the sisters?  It was never

           7       raised personally with me by the lead nurse."

           8           His Lordship intervenes towards the top of the page:

           9           "Lord MacLean:  This is a lead nurse in another

          10       directorate; is that right?

          11           "Answer:  Yes.  The lead nurse within that

          12       directorate was Liz Rawle, and she would be responsible

          13       for the introduction of that -- of those documents into

          14       RAD, and that would have been discussed as -- it may

          15       well have been discussed at a sisters' meeting.  The

          16       nursing sister, who actually I had many conversations

          17       with over lots of different things, was the sister in

          18       ward 15, and that was Sister Madden, Anne Madden."

          19           Now, that is a rather lengthy chapter from her

          20       evidence, but the thrust of the evidence was to see

          21       whether or not there had been any reaction from other

          22       wards, including ward 15, when patients had been

          23       transferred for rehabilitation and documentation that

          24       might be relevant to the patient's assessment was not

          25       within the records.
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           1           Did you ever have cause to raise with Sister Fox

           2       that there was documentation that you were using that

           3       they were not?

           4   A.  I can't remember specifically, Mr MacAulay, but that

           5       would sound like the kind of conversation I might have

           6       had.

           7   Q.  Were you aware, as a matter of fact, at the relevant

           8       time that you were receiving patients into ward 15 that

           9       did not have within the records the documentation such

          10       as the Waterlow tool score, nutrition assessment and

          11       falls risk assessments?

          12   A.  It's hard to recollect, you know, clearly, but, yes,

          13       I do think I was aware that they were only started when

          14       they came to our directorate.

          15   Q.  The tools that we have mentioned there, the three tools,

          16       they were being used in your directorate prior

          17       to January 2007?

          18   A.  Yes.  I don't know -- I don't remember a time -- I don't

          19       remember them being introduced, but I also don't

          20       remember them not being there.

          21   Q.  There is a suggestion there that some forms were being

          22       piloted by you, or by your directorate.  Does that mean

          23       anything to you?

          24   A.  No, I don't remember them being piloted, as such.

          25   Q.  Just going back to the role that your ward played when
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           1       patients were transferred to your ward, you have made

           2       the point on a number of occasions that you were

           3       a rehabilitation ward.

           4   A.  Yes.

           5   Q.  Does that tend to suggest that a patient who perhaps had

           6       been in a medical ward and had been treated in the

           7       medical ward would come to you so as to be rehabilitated

           8       and returned to the outside world, whether that be

           9       a nursing home or their own home?  Is that correct?

          10   A.  Yes.

          11   Q.  But in fact, did you really require to deal with

          12       patients who had acute problems?

          13   A.  Yes.  They shouldn't have been transferred if they were

          14       acutely unwell, but of course, patients could

          15       deteriorate and become unwell.  The mix that we have in

          16       the ward, both then and now, is very diverse, so we are

          17       dealing with patients who can be acutely unwell; we also

          18       deal with end of life; lots of patients with dementia;

          19       behavioural problems.  So we can have quite a diverse

          20       mix within the ward.

          21   Q.  Was that the position from January 2007 to June 2008?

          22   A.  Yes.

          23   Q.  Against that background, is "rehabilitation" something

          24       of a misnomer to sum up, as it were, or describe the

          25       process in your ward?
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           1   A.  Yes.  Well, we could -- ultimately, we are part of

           2       the rehabilitation and assessment directorate, and

           3       that's -- you know, that is our main function, is to

           4       assess the patients' abilities and ultimately

           5       rehabilitation.  However, that is not always possible.

           6           But we do have patients awaiting -- we have delayed

           7       discharges, patients who remain within the ward awaiting

           8       placement in care homes and, as I said to you, all the

           9       other groups that can be quite challenging at times.

          10   Q.  If we focus on patients such as Mrs Broadley, Mr Boyle,

          11       Ms Rainey, Mrs Pirog, Mrs Gaughan and another patient

          12       who I think had C. diff earlier, at least, Mrs Miller,

          13       all these patients died in ward 15?

          14   A.  Mmm.

          15   Q.  Does that indicate that rehabilitation might have been

          16       the purpose, but, really, there was an acute element to

          17       the nature of the patients you had in the ward?

          18   A.  There can be at times, yes.

          19   Q.  Can I just ask you one or two points about what medical

          20       input generally you would have in ward 15 in relation to

          21       patients?

          22           Was it your experience, for example, that a doctor

          23       would focus on a fluid balance chart and point out that

          24       it had not been properly completed, or not?

          25   A.  I don't remember that.  I don't remember that taking
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           1       place.

           2   MR PEOPLES:  My Lord, I wonder if the witness could clarify

           3       whether she doesn't remember doctors looking at fluid

           4       balance charts in practice or looking at them but not

           5       commenting adversely on the quality of the charts.

           6   MR MACAULAY:  I think I could put it to you in this way: did

           7       that happen or did it not, so far as you can tell us?

           8   A.  I don't remember specifics of medical staff looking at

           9       the fluid balance charts and making any comment.

          10   Q.  Perhaps I can put it to you in a different way: if

          11       a doctor had drawn to your attention that a fluid

          12       balance chart had not been properly completed, is that

          13       something you would have forgotten?

          14   A.  No, I don't imagine so.

          15   Q.  So when you say, at least from a personal perspective,

          16       that you don't remember, do you really mean it certainly

          17       didn't happen in your presence?

          18   A.  Well, I don't remember any direct comment being made

          19       with regard to any of the fluid balance charts.

          20   Q.  There are some things that are easily forgotten,

          21       Sister Madden, and it may be that a comment by a doctor

          22       is something that might be easily forgotten, but did

          23       I understand you a moment ago to say that, if it had

          24       been raised with you, you would not have forgotten that?

          25   A.  I think, had it been raised, I would not have forgotten
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           1       that.

           2   Q.  So when you say "I don't remember", do you mean, really,

           3       that it didn't happen, so far as you can say?

           4   A.  No, it was a long time ago.  I just don't remember

           5       specifics of fluid balance being discussed.

           6   Q.  Did you have a problem in ward 15 with flooding from the

           7       shower area?

           8   A.  Out into the rooms?

           9   Q.  What I will do, so I can make sure I am putting the

          10       correct scenario to you, if I could look at a witness

          11       statement that was taken from Kathryn McInally, who was,

          12       I think, at the time, a nurse on your ward?

          13   A.  Yes.

          14   Q.  She is now retired?

          15   A.  Yes.

          16   Q.  Could we look at WTS00710001?  If we just look at the

          17       introduction, can we see that Mrs McInally says she was

          18       a staff nurse in ward 15 until she retired

          19       in December 2009; do you see that?

          20   A.  Yes.

          21   Q.  If we look at paragraph 4:

          22           "Ward 15 had a general appearance of not being

          23       particularly hygienic.  The floors in the bathrooms were

          24       cracked and the ward needed new windows and flooring.

          25       The shower room floors were badly designed and sloped
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           1       the wrong way, allowing water to flow into the ward

           2       area.  The domestic staff did the best that they could.

           3       I did bring this to the attention of my line manager at

           4       the time, Sister Anne Madden, but I do not recall what

           5       the outcome was."

           6           Does this mean anything to you?

           7   A.  Yes.  We had an ongoing problem with the showers.

           8       I think it was mainly in the four single rooms, in that

           9       I think, when they had been designed, they sloped down

          10       towards the drain, but it made the floors uneven and

          11       difficult to negotiate if somebody had mobility

          12       problems.  You had to be quite careful because the floor

          13       was uneven and the water did run out into the rooms, you

          14       know, because of the design they didn't drain away

          15       adequately.

          16           It was something that had been ongoing within the

          17       unit for quite some time and I believe that various

          18       solutions had been looked at.  They'd looked at

          19       providing some sort of structure that would have, you

          20       know, stopped the water running out.  There were various

          21       people around the ward that had looked at it in the

          22       past, but it was ongoing for some time.

          23   Q.  Perhaps we can identify where this was.  If we look at

          24       the floor plan, it is GGC00740001.  I noted you to say

          25       that this was a problem that emanated from the single
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           1       rooms; is that right?

           2   A.  It did happen in other rooms as well, but it was worse

           3       in the single rooms.

           4   Q.  So these are the single rooms that would be used to

           5       isolate infected patients?

           6   A.  Yes.

           7   Q.  Can I just understand, then, so we are looking really at

           8       the rooms towards the centre of the floor plan that we

           9       have identified already.  If we can have that on the

          10       screen, along with Mrs McInally's statement, what

          11       Mrs McInally says is that the shower rooms were badly

          12       designed and sloped the wrong way, allowing water to

          13       flow into the ward area.

          14           Can I understand, then, here in this area, where did

          15       the water come from and go to?

          16   A.  The shower rooms in the four single rooms especially,

          17       the water would run out into the area where the bed was,

          18       into the room.

          19   Q.  Are you saying, then, that the water did not flow into

          20       the general ward area beyond that?

          21   A.  No, no, it wasn't as bad as that, but it was a bad

          22       design.  You know, when the shower was on, you would

          23       have to watch and make sure the water wasn't, you know,

          24       running out the door.  If you had the shower room door

          25       closed, it would run out.  You had to, you know, be
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           1       careful when you were coming out, and it was -- the

           2       floor was uneven.

           3   Q.  So when Mrs McInally talks about the ward area, which

           4       I think is what she says, we have to read for that, not

           5       the general ward area, but the actual area of the single

           6       rooms themselves?

           7   A.  Yes, and it did happen also in the four-bedded areas, so

           8       I believe she'd be referring to the bedded areas as

           9       well.

          10   Q.  Which areas did it refer to, sorry?

          11   A.  I think especially -- well, at 47 and 17 it certainly

          12       happened.

          13   Q.  There, did the water come into the general ward area or

          14       not?

          15   A.  No, no, not right out into the corridor; into the bedded

          16       areas.

          17   Q.  Coming to the problem with the single rooms, was it

          18       a problem with each of the single rooms?

          19   A.  Yes.

          20   Q.  So then do I take it, if we go back to Mrs McInally's

          21       statement, that what she says, "the domestic staff did

          22       the best they could", do we take from that that the

          23       domestic staff would be instructed, what, to clean up

          24       the water from the floor?

          25   A.  No, it was usually the nursing staff who'd have to dry
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           1       it up.

           2   Q.  So she's wrong, you think, in saying the domestic staff?

           3   A.  I don't know -- I would have thought, you know, it's

           4       usually the nursing staff who'd have to dry it up after

           5       you've used the shower to shower a patient.

           6   Q.  Is she right in saying she did bring this to your

           7       attention?

           8   A.  Yes, it was ongoing.  It was an ongoing issue for quite

           9       some time.  We were all aware of it.

          10   Q.  For how long?

          11   A.  Years.

          12   Q.  Years.  If we are looking to 2007, years before that?

          13   A.  It was a design fault, I believe, so I believe it had

          14       been going on for quite some time.

          15   Q.  For, what, years before 2007?

          16   A.  Yes.

          17   Q.  Did you bring it to the attention of your line manager,

          18       Ms Rawle?

          19   A.  Yes.

          20   Q.  Finally, as far as I'm concerned, Sister Madden, I want

          21       to very briefly look at your statement.  Do you have

          22       a copy of that in front of you?

          23   MR PEOPLES:  My Lord, before going on, I wonder if the

          24       witness would help on one point on the last -- the

          25       knowledge of this problem.  Was this a problem that was
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           1       brought to the attention of infection control as well?

           2   MR MACAULAY:  Can you answer that question?

           3   A.  I don't know if infection control had a specific role in

           4       it, but certainly estates were aware.

           5   Q.  Estates were essentially responsible for the structures?

           6   A.  Yes.

           7   Q.  It is something we can take up with infection control in

           8       due course.  As far as you are aware, do you consider

           9       infection control would have been aware of this issue?

          10   A.  Not to my knowledge.  I couldn't say one way or the

          11       other.

          12   Q.  I suppose the other point I should take from you is

          13       this: has this been rectified?

          14   A.  It is better.

          15   Q.  That is a sort of half answer.  Do I take it it has not

          16       been fully --

          17   A.  I can't recollect it happening recently.  The floors

          18       have been resurfaced and are certainly -- I'm not saying

          19       there is not a risk of it because it is still

          20       essentially the same design, but the drains have been

          21       improved, they are bigger, so, you know, I would say

          22       essentially it has been rectified.

          23   Q.  Can we then look at your statement very briefly, and

          24       that is at WTS02080001.  I think I have covered most of

          25       the points, but if you turn to page 8 of your statement,
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           1       paragraph 36, you say under the heading "Staff morale":

           2           "I am not aware that there were any significant

           3       problems with staff morale at the time of the merger of

           4       the Clyde hospitals with Greater Glasgow Health Board.

           5       The staff here are very resilient."

           6           On that, do you think, in particular, that the

           7       threat over the Vale of Leven at this time may have had

           8       an effect of the morale of staff?

           9   A.  I think we have been under threat for so long, it was

          10       almost difficult to remember a time when there had been

          11       any certainty around the hospital.

          12           So -- what I was meaning by that was being taken

          13       over by Greater Glasgow and Clyde seemed to pose no more

          14       of a threat than every other takeover in the past.  We

          15       have worked for several -- there have been several

          16       takeovers.  We have been known as different

          17       organisations, you know, down through time.  I didn't

          18       think this one had any particular impact.

          19   Q.  So your position is that you don't think that morale was

          20       being affected, then, by any threat of closure of

          21       the hospital?

          22   A.  No, well, I didn't -- no, my point is that I didn't

          23       think it was any poorer at that time than it had been in

          24       the past.

          25   Q.  But if we focus on that time, what do you think the
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           1       position was in relation to morale?

           2   A.  I think morale has been poor for some time due to the

           3       uncertainty, but what I was -- sorry if I'm not being

           4       clear -- but at that particular point, I don't think it

           5       was any poorer.  We have been under the threat for such

           6       a long time.

           7   Q.  If we turn to page 11 of the statement, at paragraph 50

           8       you say:

           9           "I cannot remember how I first became aware that

          10       there was a particular problem at the Vale of Leven with

          11       C. diff but certainly it was after the incidences.

          12       I probably became aware through the media reporting and

          13       general conversation on the wards with other staff."

          14           Do we take from that that in relation to the

          15       hospital as a whole, you only became aware of

          16       the problem, if there was a problem, through the media

          17       reporting?

          18   A.  Yes, well, it was in the spring of -- or thereabouts, of

          19       2008.  I don't think I was informed through any

          20       official --

          21   Q.  So there was no official indication given to you?

          22   A.  No, I think I became aware, just initially, that there'd

          23       been an increase.

          24   Q.  Was that through the press?

          25   A.  I think so.  It's difficult to say at the time.
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           1   Q.  On page 12 at paragraph 60, you say:

           2           "We would always record the number of episodes,

           3       times and consistency of stools to build up a picture of

           4       what was taking place."

           5           Do you require to qualify that now, standing your

           6       evidence?

           7   A.  Yes.  I hadn't looked at any of the records at that

           8       stage.  I did believe that's what we would have been

           9       doing.

          10   Q.  I'm now going to move on, Sister Madden, to put to you

          11       some questions I have been asked to put on behalf of

          12       other parties.

          13           First of all, can I put some questions to you that

          14       I have been asked to put to you on behalf of

          15       the families and patients?

          16   A.  Yes.

          17   Q.  This is something we have, I think, looked at, but

          18       I will put the question to you, and it is this: as

          19       regards the frequency of nursing entries, did you, at

          20       the relevant time -- that's January 2007 to June 2008 --

          21       consider that in all cases, with the possible exception

          22       of delayed discharges, there should be some form of

          23       daily entry in the nursing notes for each patient?

          24   A.  Yes, I do.

          25   Q.  In relation to bed management, is there a record of
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           1       daily bed management meetings kept now?

           2   A.  Other than just the numbers, no, I don't think there is

           3       a record of the meetings.

           4   Q.  Has the paperwork in relation to patient care improved

           5       since June 2008?

           6   A.  In my opinion, there is a more streamlined approach to

           7       the paperwork.  The tools we are using are the same

           8       tools throughout the hospital, and there is a more

           9       structured guidance with regard to -- the time frames,

          10       you know, are now more clear and also, obviously, these

          11       are now audited through the clinical quality indicators.

          12       So in my opinion, yes, there has been an improvement,

          13       although I believe it is an ongoing issue within the

          14       board.

          15   Q.  Was it because of Mrs Pirog's case that you looked at

          16       records of patients in ward 15 and found the gaps you

          17       mentioned between nursing entries?

          18   A.  I don't remember specifically, you know, if that was the

          19       case, but that certainly was one of the ones that, you

          20       know, I was unhappy when I saw the gaps.

          21   Q.  I think the point is whether or not it was the fact that

          22       points might have been raised on behalf of Mrs Pirog

          23       that you then looked at records and found the gaps?

          24   A.  No, I don't believe so.

          25   Q.  This next section is focusing on your description of
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           1       firefighting that I think you gave the other day.

           2       I have to remind you that you gave evidence of

           3       the failure to complete necessary paperwork due to what

           4       you described as "firefighting", a term you expanded

           5       upon as part of your oral evidence.

           6           Do you consider that ward staff were let down by

           7       senior management, for example, in not providing for

           8       staff?

           9   A.  We had a template on the ward at the time, as we do now,

          10       and it certainly is not generous, but that was the

          11       template that we worked towards.  I don't ever remember

          12       a time when we looked at the bank fill, you know, where

          13       we were ever denied staff, but the difficulty at times,

          14       as I have said previously, could be actually getting the

          15       staff.  It wasn't that we were denied the -- you know,

          16       the financial resource.

          17   Q.  I'm sure Mr Peoples would want me to confirm what your

          18       answer is: namely, whether you consider that ward staff

          19       were let down by senior management in not providing more

          20       staff.  Do you consider that you were or not?

          21   A.  No, I don't remember a time -- as I say, the template,

          22       in my opinion, could always be -- I'm sorry if I'm not

          23       being clear, but the template could always be more

          24       generous, but it is what we have and that is what we

          25       work with.
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           1           I feel that, at times, when you have more acutely

           2       unwell patients, the trained staff complement in our

           3       ward at times seems inadequate.

           4   Q.  Do you consider that ward staff were let down by senior

           5       management in not reducing the number of patients that

           6       staff in the ward were required to provide care for?

           7   A.  I'm finding that difficult to answer, because it seems

           8       like a very black or white -- you know, it seems very

           9       prescriptive, and I don't think -- I can't say any more.

          10       I can't expand any more than what I have said already.

          11   Q.  Do you think that the senior management let you down,

          12       and your staff down, in not making the changes

          13       introduced in 2008 prior to that?

          14   A.  Well, I think it certainly would have been helpful had

          15       we had a more streamlined approach to documentation.

          16       Certain items of documentation that have been introduced

          17       since, there has been a rollout and a much more

          18       structured approach, so we are all aware what we should

          19       be using, so I certainly think that's been beneficial.

          20   Q.  Then the answer to the question, I suppose -- I will

          21       just remind you of it: do you consider that ward staff

          22       were let down by senior management in not making the

          23       changes introduced post June 2008 prior to then?

          24   A.  I don't know why the changes weren't made or why we

          25       didn't have documentation that was available elsewhere,
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           1       why that wasn't available in the Vale, but it certainly

           2       would have been helpful.

           3   Q.  Do you think you were let down by management?  That is

           4       the question.

           5   LORD MACLEAN:  Do you?

           6   A.  I hadn't really thought about it.

           7   LORD MACLEAN:  Did you think about that?

           8   A.  I've thought about it since.  I wasn't aware at the time

           9       that ...

          10   LORD MACLEAN:  Well, you were struggling to meet the

          11       pressures from time to time in the ward, which you

          12       called "firefighting", didn't you?

          13   A.  Yes.

          14   LORD MACLEAN:  Do you think that situation could have been

          15       obviated, improved?

          16   A.  Nursing quite often can be a struggle, and very much you

          17       just get on with what you've got.  You know, you don't

          18       always step back to reflect upon -- but, yes, certainly

          19       the staffing could be more generous.

          20   LORD MACLEAN:  Do you say that on reflection?

          21   A.  On reflection.

          22   MR MACAULAY:  Do you consider that you were let down by

          23       senior management in them not putting in place systems,

          24       first of all, to audit record keeping to ensure it was

          25       of an appropriate standard and in compliance with the
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           1       NMC code?

           2   A.  Well, it would have been beneficial to have been

           3       carrying -- you know, with hindsight, to have been

           4       carrying out audit at the time.

           5   Q.  Putting it within the context of the question: do you

           6       consider that you were let down, then, by senior

           7       management in a failure of not having those systems in

           8       place for auditing?

           9   A.  I don't know what was available elsewhere, Mr MacAulay,

          10       but had there been some other, you know, system in place

          11       elsewhere that we would have benefited from, it would

          12       have been helpful if we'd had knowledge of that.

          13   Q.  You have an auditing system now?

          14   A.  Sorry?

          15   Q.  You have an auditing system in place now?

          16   A.  We have an auditing system with regard to the clinical

          17       quality indicators around nutrition, falls and pressure

          18       area care, and apart from that I certainly now do

          19       scrutinise the nursing documentation.

          20   Q.  I am asked to put to you by way of clarification, were

          21       the periods during which ward staff were firefighting

          22       periods when the ward was fully occupied?

          23   A.  Yes.

          24   Q.  Was ward 15 fully occupied in the period from July

          25       to September 2007?
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           1   A.  We generally -- it would be difficult to say, you know,

           2       on a daily basis, but we don't generally run with empty

           3       beds.

           4   Q.  That is the period when Mrs Pirog was a patient?

           5   A.  Yes.

           6   Q.  The records appear to suggest that in August/September

           7       the occupancy rate was below 90 per cent.

           8   A.  Right.  That would be unusual.

           9   LORD MACLEAN:  Which year is that?

          10   MR MACAULAY:  That is 2007, my Lord.

          11           I am putting the period when Mrs Pirog was a patient

          12       in August/September 2007.  It is suggested the occupancy

          13       rate was below 90 per cent.

          14   A.  It would be unusual for us to have empty beds because

          15       there is usually a demand on them.

          16   Q.  I have been asked to put a particular point to you in

          17       relation to DNAR, that's the do not attempt

          18       resuscitation procedure.

          19   A.  Yes.

          20   Q.  Was there a practice of giving consideration to the

          21       completion of a DNAR form when a patient was admitted to

          22       ward 15?

          23   A.  I would have thought that would have been unusual for it

          24       to be on admission.  Although, again, that was

          25       a clinical decision.
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           1   Q.  Can you answer this: why did that happen in the case of

           2       Mrs Pirog at the time of her admission to the

           3       Vale of Leven for rehabilitation?

           4   A.  I don't know.  You would need to speak to the doctor who

           5       dealt with her.

           6   Q.  That would be for the medical people?

           7   A.  Yes.

           8   Q.  In relation to Mr Boyle's position, it is suggested --

           9       we can no doubt find this in the transcript -- that his

          10       daughter, Mrs McMurdo, said in evidence that his family

          11       asked for Mr Boyle to be moved.  By that it is meant

          12       that it was they who initiated the move to a single

          13       room.  Can you assist at all in that?

          14   A.  I have no recollection.  As I have said to you before,

          15       I didn't remember Mr Boyle having C. diff and, when

          16       I checked back, I actually was on holiday at that stage,

          17       so I don't really know what the background to that was,

          18       Mr MacAulay.

          19   Q.  Can you explain why there was a delay between the

          20       collection of Mr Boyle's sample on Tuesday, 22 January

          21       and its receipt by the lab on 25 January?

          22   A.  No, I don't know, I'm afraid.

          23   Q.  Can you give any insight as to why --

          24   A.  I don't know why it would have taken so long to get to

          25       the lab.  It would normally be collected a couple of
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           1       uplifts a day, depending on the time of the day it was

           2       taken, but that would seem an unusually long delay.

           3   Q.  The other point I have been asked to raise with you in

           4       relation to Mr Boyle is that Mrs McMurdo said in

           5       evidence that they were told by one nurse to wear gloves

           6       after Mr Boyle tested positive for C. diff, but then

           7       told by another nurse that there was no need to do so.

           8       Are you able to explain why you'd get different

           9       messages?

          10   A.  No, that is unfortunate, that there seems to have been,

          11       but I have read that in a couple of the statements, that

          12       people seem to be -- there seemed to be some dubiety at

          13       one stage as to whether relatives should be wearing

          14       gloves and aprons.  But it is difficult if families are

          15       getting mixed messages.  I would have been happier if

          16       they'd simply been told to use soap and water to wash

          17       their hands.

          18   Q.  I think we have seen from the policy documentation that

          19       it is not necessary for relatives to wear --

          20   A.  No, it is not necessary.

          21   Q.  Might the mixed messages suggest that a nurse or nurses

          22       may not have been aware of the terms of the policy?

          23   A.  Yeah, they might have been unsure themselves.

          24   Q.  Mrs McMurdo also said in evidence that the son of

          25       Mary Broadley, who, you remember, was also positive
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           1       several times in December 2007 and January 2008, would

           2       visit Mr Boyle to see how he was?

           3   A.  Yes.

           4   Q.  It is suggested that this might raise a risk of

           5       cross-infection because he would obviously also visit

           6       Mrs Broadley?

           7   A.  Yes.

           8   Q.  The point I'm asked to put to you is: to what extent was

           9       the risk of cross-infection as a risk appreciated by the

          10       nurses in the ward?

          11   A.  I'm sure there was an appreciation.  We were aware --

          12       I wasn't aware that there were visitors visiting several

          13       patients within the ward who were both positive at the

          14       time.

          15   Q.  Would that be something that nurses should be looking

          16       out for?

          17   A.  I know we certainly now would, but I can't say if

          18       anybody was aware of that or had, you know, made any

          19       indication that that might not be the most sensible

          20       thing to do at the time.

          21   Q.  Another point I have been asked to put to you from

          22       Mrs McMurdo's evidence is that she also gave evidence

          23       that her brother's father-in-law was in ward 5 with

          24       a chest infection and that, after visiting Mr Boyle, her

          25       brother and sister would then go and visit their
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           1       relative in ward 5.

           2   A.  Yes.

           3   Q.  Again, the point is that that also raised the risk of

           4       cross-infection?

           5   A.  Yes, I read that in the testimony, but I certainly

           6       wasn't aware of that, that somebody was -- you know,

           7       that was visiting in the ward was then visiting somebody

           8       else, and I don't imagine the staff would have been

           9       aware of that either.

          10   Q.  Now would you give relatives advice not to do that, if

          11       you had a case of infection?

          12   A.  Yes, but I can only imagine that the staff were not

          13       aware of that at the time.

          14   Q.  Looking at the case of Mrs Pirog, and we looked at that

          15       in some detail yesterday, Mrs Pirog had loose stools on

          16       and off in the Vale of Leven on 14 July, 21 July,

          17       22 July and 7 August.  I think we looked at these

          18       entries yesterday.  I have been asked to put to you why

          19       she was not tested for C. diff, given her recent C. diff

          20       infection and the fact that there is a high rate of

          21       recurrence.

          22   A.  Yes.  Again, you know, I can only comment on what

          23       I think the rationale would have been, and it would have

          24       been, I imagine, that she wasn't consistently having

          25       diarrhoea and presenting as somebody with
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           1       a reoccurrence.  Had the nurse had a suspicion that

           2       a stool sample was required, I'm sure they would have

           3       collected one.

           4   Q.  Again in relation to Mrs Pirog, did you at one point say

           5       to the family that Mrs Pirog was not the only patient in

           6       the hospital?

           7   A.  No, I certainly do not recollect saying that and I am

           8       aware that families are having a very stressful time

           9       when they have a relative in hospital, and I would not

          10       speak to a family like that.  I definitely did not

          11       recognise that as being something I would have said.

          12   Q.  It was said apparently within the context of the family

          13       wanting Mrs Pirog tested for a urinary tract infection?

          14   A.  Yes.

          15   Q.  Do you remember some communication between yourself and

          16       the family in connection with that?

          17   A.  No.  I remember speaking to Mrs Wilson more frequently

          18       than Mrs Squires, but I don't remember that.

          19   Q.  This is a point that we have, I think, touched upon with

          20       Mrs Rainey that I have been asked to put to you, but

          21       Mrs Rainey was admitted to ward 15 on 17 December, the

          22       same day as Ms Scott-Adamson.

          23   A.  Yes.

          24   Q.  On Friday, 4 January, she was known to be C. diff

          25       positive and, according to what's been put here, moved
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           1       to a single room, although it is not clear from the

           2       records that that is the case.  What I have been asked

           3       to put to you is this: why was the infection control

           4       nurse not made aware of this until Monday, 7 January?

           5       Perhaps we should look at the infection control card,

           6       and that is at SPF00700001.  What I think I have been

           7       asked to focus on with you on behalf of the families is

           8       the entry for 7 January:

           9           "Informed by ward staff.  Patient isolated.

          10       Commenced on Metronidazole."

          11           And that the inference may be that that's when the

          12       infection control nurse first became aware of the

          13       position in relation to Mrs Rainey.

          14   A.  Yes.  Sorry, what is the question, Mr MacAulay?

          15   Q.  The question is: why was the infection control nurse not

          16       made aware of the position until 7 January, if, in fact,

          17       Mrs Rainey was positive on 4 January?

          18   A.  Would the 4th have been the Friday, then?

          19   Q.  Yes.  That is the position.

          20   A.  So I can only imagine it may well have been out of hours

          21       on the Friday.

          22   Q.  I suppose the point that's being made is: do we infer

          23       from this that the infection control team were not

          24       available over the weekend?

          25   A.  Yes.
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           1   Q.  That is the position, is it?

           2   A.  Yes.

           3   Q.  So if you wanted infection control advice over the

           4       weekend, then how would you get it?

           5   A.  You can seek infection control advice from the

           6       microbiologist that's on call, but the infection control

           7       nurse --

           8   Q.  I suppose the point here is that infection control

           9       advice could have been sought on the 4th, which would

          10       have been the date of the positive result, but it wasn't

          11       sought until the 7th; is that --

          12   A.  Sorry, I'm unclear.

          13   Q.  The Friday was 4 January.

          14   A.  Yes.

          15   Q.  The ward were aware that Mrs Rainey was positive on that

          16       particular date.  The point I have been asked to ask you

          17       is why the infection control nurse was not made aware of

          18       this until Monday, 7 January.  I think you have answered

          19       that point; that they didn't work over the weekend.

          20   A.  Yes.

          21   MR PEOPLES:  My Lord, since it is my question, I perhaps can

          22       also add this: I think we saw from the records that the

          23       ward entry for the 4th was at 4.30 pm on Friday.

          24       I suppose that raises a question, when do the infection

          25       control department leave on a Friday?  Is it 4 o'clock,
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           1       5 o'clock, 4.30 pm?

           2   LORD MACLEAN:  If you can remember.

           3   A.  I don't know what time -- I'm afraid I don't know what

           4       time they finish at on a Friday.  Staff would certainly

           5       know to isolate the patient, you know, with regard to

           6       basic information, they would know that.

           7           I obviously, as I have stated before, don't work at

           8       the weekend, but I believe, if particular infection

           9       control advice is required over the weekend, it can be

          10       sought from microbiologist.

          11   MR MACAULAY:  In any event, then, from a point in time on

          12       Friday afternoon until Monday morning the infection

          13       control nurse would not be available?

          14   A.  No.

          15   LORD MACLEAN:  Do you mean "Yes"?

          16   A.  Well, yes.

          17   MR MACAULAY:  Yes to the question.

          18           Just some general points, and I think you may have

          19       covered this in your evidence, but I will put it

          20       specifically to you since I have been asked to raise it:

          21       was consideration ever given in the period from

          22       December 2007 to about June 2008 to the possibility that

          23       there might have been an outbreak of C. diff in your

          24       ward?

          25   A.  No.  I was never informed that -- you know, the term
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           1       "outbreak" was not used.

           2   Q.  Just looking at the whole topic of room allocation in

           3       ward 15, in a situation where there are a number of

           4       patients, some with MRSA, some with norovirus and some

           5       with C. diff infection, and insufficient single rooms to

           6       isolate all of them, which of these patients would, at

           7       the relevant time -- January 2007 to June 2008 -- have

           8       been given priority in relation to the single rooms

           9       within ward 15?

          10   A.  Well, in my opinion, obviously all of this would be in

          11       consultation with infection control, but my opinion

          12       would be that MRSA would probably take the lowest

          13       priority.  We would then look at the symptomatic

          14       patients and you would be more likely to cohort

          15       norovirus.  So C. diff would possibly take priority for

          16       single accommodation.

          17   Q.  In the relevant period, and in particular the three

          18       occasions when the ward was closed, was it ever

          19       established how many of the patients who were presumed

          20       to have norovirus were, in fact, norovirus positive?

          21   A.  There would have been information on that.  I don't have

          22       that to hand at the moment, how many.  I think there

          23       might have been one of the occasions when we were closed

          24       where the patients weren't found to be positive.

          25           Quite often, you would send a number -- think you
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           1       had a number of positive patients, send off samples and

           2       you would get a proportion that would turn out to be

           3       positive and some would turn out to be negative.

           4   Q.  Given the number of symptomatic patients with diarrhoea

           5       and vomiting in December 2007 and January 2008, would it

           6       be reasonable to conclude that at least some of these

           7       patients must have been accommodated in shared rooms?

           8   A.  I can't remember specifically, but yes, it may well have

           9       been the case.

          10   Q.  Are you able to say whether non-symptomatic patients

          11       were in the same rooms?

          12   A.  No, we would always try to keep those patients separate.

          13   Q.  I don't know if you can answer this directly or not, but

          14       this is in relation to Mr Boyle: having regard to the

          15       bed space forms for the period 16 January to 24 January,

          16       beds became available in ward 15 during that period and,

          17       by the 24th, when the ward reopened, there were five

          18       beds available for patients.  Would it have not been

          19       possible to accommodate Mr Boyle in a single room prior

          20       to him being confirmed C. diff positive on 25 January?

          21   A.  In one of the isolation rooms?

          22   Q.  Yes.

          23   A.  I can't say what was in the other rooms at the time,

          24       Mr MacAulay.

          25   Q.  We may have covered this, but just to be clear: were
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           1       there occasions in the relevant period when ward 15 used

           2       bank staff or agency staff who did not normally work in

           3       ward 15?

           4   A.  There may have been.  There may have been some, but it

           5       was more usual to have either people that we knew from

           6       the bank or our own staff working bank shifts.

           7   Q.  If there were or could have been, how could such staff

           8       be expected to take in, retain and pass on information

           9       about a number of patients without there being any

          10       record made of such information?

          11   A.  It was usually, as we saw from the records, untrained

          12       staff that were requested from the bank.  The trained

          13       staff were usually our own ward staff, and they would be

          14       dealing mainly with the communication, the handovers.

          15   Q.  Are you saying, then, that in fact you would never have

          16       taken on either bank or agency staff -- well, bank staff

          17       who didn't normally work in ward 15?

          18   A.  No, I didn't say that.

          19   Q.  I'm not clear, then.

          20           The first question is: were there occasions in the

          21       relevant period when ward 15 used bank or agency staff

          22       who did not normally work in ward 15?

          23   A.  Yes, it would be hard to say without seeing the names of

          24       who filled the shifts, who definitely, but the majority

          25       of the people who work within the Vale on the bank are
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           1       staff that we know.

           2   Q.  But if there were some who weren't -- that is the

           3       point --

           4   A.  Yes.

           5   Q.  -- then how could that number who were not be expected

           6       to take in, retain and pass on information about

           7       a number of patients without there being a record made

           8       of such information?

           9   A.  And what I'm explaining is that the handovers that take

          10       place are usually among the trained staff, and we feed

          11       the information to the untrained staff, and it was more

          12       unusual for us to use bank or agency for trained staff,

          13       it was usually auxiliary shifts that were out to bank.

          14   MR MACAULAY:  I now need to ask you some questions on behalf

          15       of the health board.  My Lord, it may be a short break

          16       might be beneficial for most people.

          17   (3.20 pm)

          18                         (A short break)

          19   (3.40 pm)

          20   MR MACAULAY:  Sister Madden, I now want to put some

          21       questions to you that I have been asked to put on behalf

          22       of the health board.  To begin, I want to take from you

          23       if you are aware that in recent years there has been

          24       a reallocation of duties of doctors and nurses with some

          25       nurses taking on work formerly done by doctors.
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           1   A.  Yes.

           2   Q.  Over a period of years, this became time-consuming; is

           3       that right?

           4   A.  Yes.

           5   Q.  Did this result in staff taking on responsibilities they

           6       shouldn't have taken on?

           7   A.  I don't know if, necessarily, responsibilities they

           8       shouldn't have been taking on, but certainly there were

           9       roles that previously were seen as extended roles within

          10       nursing that then became more or less the norm.

          11   Q.  The Leading Better Care Review, can you tell us what

          12       change that has made to nursing practice?

          13   A.  In my opinion, since the Leading Better Care and the

          14       senior charge nurse review, I feel that the role has

          15       more structure.  I believe part of the idea was that

          16       senior charge nurses would have more autonomy and

          17       reclaim ownership of their own areas, and also have more

          18       structure to the role.

          19           Part of that -- as I have mentioned previously,

          20       there have been several parts to it, but part of it has

          21       been the clinical quality indicators, whereby we do

          22       carry out audit and we can benchmark now against other

          23       areas.

          24           I think that there is more recognition within the

          25       organisation of the role of the senior charge nurse and
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           1       also of the complexity and the difficulty of the role.

           2   Q.  Has it resulted in authority that senior charge nurses

           3       had lost over previous years being restored?

           4   A.  Yes.

           5   Q.  Would you accept that hospitals -- and I suppose we

           6       really have to focus on the Vale of Leven, because that

           7       is the hospital you have really had any experience

           8       with -- have sometimes engendered a culture of

           9       recording, administration and meeting targets which

          10       takes nurses away from direct or hands-on care of

          11       patients?

          12   A.  I don't know about a culture, but certainly the roles --

          13       my role has changed greatly in the time that I have been

          14       a sister/ward manager/senior charge nurse, whatever you

          15       like to call it, in that a lot of responsibilities that

          16       were previously managed within the Vale of Leven by

          17       different departments have now become part of my remit.

          18   Q.  "Now" being now, today?

          19   A.  Yes.  They would include personnel.  We used to have an

          20       HR department; recruitment; we have a system whereby the

          21       nursing timesheets are now done online, the offduty.  So

          22       a lot of things that were managed by other departments,

          23       you know, a lot of roles have fell to the senior charge

          24       nurse.

          25   Q.  The thrust of the question, as I understand it, is that
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           1       the engendering of a culture of recording,

           2       administration and meeting targets took nurses away from

           3       their direct or hands-on care of patients?

           4   A.  Yes, there are lots of things that have taken us away

           5       from direct patient care.

           6   Q.  Do you accept there is a balance to be struck between

           7       nurses spending too much time on documentation and too

           8       little on direct or patient care?

           9   A.  Yes.

          10   Q.  Do you accept that, in addition to what we see in the

          11       notes, there are other things that nurses are required

          12       to document and record for the purpose of audits,

          13       returns, et cetera, and all of this takes time away from

          14       the patient?

          15   A.  Yes.

          16   Q.  Do you accept that the priority for most nurses is

          17       direct patient care and not administration?

          18   A.  Absolutely.

          19   Q.  Is it understandable that a nurse committed to direct or

          20       hands-on care of the patient would make that patient

          21       care a priority over completing inessential paperwork?

          22   A.  Yes.

          23   Q.  What do you understand by "inessential paperwork"?

          24   A.  Yes, that is what I was just going to lead on to.

          25       I don't know what would be -- I think what a nurse would
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           1       regard to be inessential is something that they would

           2       not see an outcome from.  If there can be a benefit or

           3       an outcome for the patient, and if it was to enhance the

           4       patient care, I don't think a nurse would see it as

           5       inessential.  But it would be difficult to see -- we

           6       have so many pieces of documentation to complete, with,

           7       say, for example, an admission, you know, it would be

           8       difficult to say what was essential at the time and what

           9       wasn't.

          10   Q.  Are you aware that the records have been criticised for

          11       the absence of documents such as stool charts, fluid

          12       balance charts, assessments and care plans such as falls

          13       risk assessments, Waterlow score charts, manual handling

          14       assessments and nutrition scoring?  I don't think all of

          15       that applies to ward 15, but going on, do you accept

          16       that much of this information, where appropriate, is

          17       found in the nursing notes?

          18   A.  Yes, at times.

          19   Q.  For example, in general, though there may not be a stool

          20       chart for a particular patient, the nursing evaluation

          21       notes do carefully record the patients' stools?

          22   A.  At times.

          23   Q.  Would you accept that some of the SCNs devised their own

          24       paperwork?

          25   A.  No, I wouldn't say so, in my area.
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           1   Q.  Would you accept that sometimes staff wrote the details

           2       one would find in a care plan in the narrative notes?

           3   A.  At times.

           4   Q.  Do you accept that there is evidence in some of

           5       the notes of goals being set for patients, as one would

           6       expect in a care plan, and that this, too, is often in

           7       the narrative contained in the notes?

           8   A.  At times it appears to be.

           9   Q.  Would you accept that there is recording of abdominal

          10       pain or discomfort in the nursing notes?

          11   A.  Sorry?

          12   Q.  Would you accept that there is recording of abdominal

          13       pain or discomfort in the nursing notes?

          14   A.  Of a particular patient?

          15   Q.  I suppose it is, when relevant, has it been recorded in

          16       the nursing notes?

          17   A.  Yes, it should be, yes.

          18   Q.  It should be.  Do you accept that special mattresses

          19       were readily available in ward 15?

          20   A.  Special nurses?

          21   Q.  Special mattresses.

          22   A.  Oh, special mattresses, sorry.  Yes, they were readily

          23       available.

          24   LORD MACLEAN:  There may have been special nurses as well.

          25   MR MACAULAY:  Would you accept that, if a patient had
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           1       a special mattress, it would not necessarily have been

           2       recorded in the notes?

           3   A.  It would, unfortunately, appear not always to have been

           4       recorded.

           5   Q.  Would you agree that the ward nursing staff were

           6       entitled to have the advice of the infection control

           7       team on which patients to isolate and how, including

           8       cohorting, to do that?

           9   A.  Yes, I agree there should have been discussion.

          10   Q.  If advice was sought --

          11   A.  And advice.

          12   Q.  If advice was sought, was there any indication that it

          13       would be denied?

          14   A.  No, I have never come across it being denied.

          15   Q.  On the basis of the records alone, it has been suggested

          16       that Helen O'Neill and Jean Murray attended the wards

          17       infrequently.  Was that your own experience?

          18   A.  No, I do remember seeing both of them in the ward at

          19       times, and Helen -- I couldn't say how often, but

          20       certainly they were on the wards.

          21   Q.  If it was not possible to isolate a patient, were other

          22       precautions against cross-infection taken?

          23   A.  Yes, of course there would have been dialogue, and the

          24       ward staff alone wouldn't have made the decision not to

          25       isolate a patient, but, yes, the patient -- we would
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           1       have used PPE and tried to put all precautions in place.

           2   Q.  You have mentioned PPE.  What other precautions against

           3       cross-infection would you put in place, if it was not

           4       possible to isolate a patient?

           5   A.  Obviously, you would use PPE; have a clinical waste bin;

           6       and everybody would be aware that there were precautions

           7       being taken.  But I don't remember a particular instance

           8       where we were unable to isolate.

           9   Q.  Would you agree that the proper nursing care of

          10       a patient who has contracted C. diff infection is not

          11       a very specialised skill?

          12   A.  No.

          13   Q.  You don't agree?

          14   A.  I do agree.

          15   Q.  But proper nursing care of a patient who has C. diff is

          16       time-consuming?

          17   A.  Yes.

          18   Q.  Will that then leave a nurse even less time for

          19       paperwork?

          20   A.  Well, if you have a few patients on the ward with

          21       diarrhoea, be it C. diff or not, it certainly is

          22       time-consuming and it certainly would take away from --

          23       detract from time for anything else.

          24   Q.  What is important for care is to keep the patient

          25       properly hydrated and given proper nutrition?
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           1   A.  Yes, and clean and dry and comfortable.

           2   Q.  Is the currency of the illness judged very much by lab

           3       tests and for how long the patient has or has not had

           4       loose stools?

           5           Perhaps I will put that to you again: would you

           6       agree that the currency of the illness is judged very

           7       much by lab tests for C. diff and for how long the

           8       patient has or has not had loose stools?

           9   A.  I'm not sure I understand it fully, but in my opinion,

          10       I would say you would be looking at the patient, seeing

          11       how they were presenting, their other clinical signs,

          12       and how the patient seemed within themselves in

          13       conjunction with the lab tests and, you know, the

          14       continuing or not continuing of diarrhoea.

          15   Q.  In regard to stools, as a measure of a patient being

          16       infectious, the criterion is whether they are loose or

          17       not and it is not crucial to gauge degrees of looseness:

          18       would you agree with that?

          19   A.  Yes.

          20   Q.  Do you understand the point?

          21   A.  No, sorry, could you repeat it?

          22   Q.  Very well.  In regard to stools, as a measure of

          23       a patient being infectious, the criterion is whether

          24       they are loose or not and it is not crucial to gauge

          25       degrees of looseness; would you agree with that?
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           1   A.  I'm sorry, I don't understand the question.

           2   Q.  I will leave that.

           3           In ward 15, would you agree it was possible for

           4       staff to communicate amongst themselves without

           5       reference to written records which patients were

           6       suffering from C. diff infection?

           7   A.  Yes.

           8   Q.  Staff caring for patients with C. diff can be expected

           9       to know that these patients be kept properly hydrated

          10       and given proper nutrition?

          11   A.  Yes.

          12   Q.  Do you agree that it is not easy to keep proper fluid

          13       balance charts in the case of elderly patients suffering

          14       from C. diff infection?

          15   A.  Yes.

          16   Q.  I think we have already discussed that?

          17   A.  Yes.

          18   Q.  Perhaps I should ask you this: are you aware of any case

          19       where a patient suffering from C. diff illness did not

          20       get the care he or she needed?

          21   A.  No.

          22   Q.  You indicated that there was a norovirus outbreak

          23       in November 2007 and December 2008 that led to wards

          24       being closed.  So far as you are aware, were the

          25       requirements of the infection control manual followed
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           1       during the norovirus outbreak?

           2   A.  I believe it was in December 2007 and January 2008.

           3   Q.  I think the dates are wrong, but if you focus on these

           4       dates, then were the requirements of the infection

           5       control manual followed during that --

           6   A.  Yes, I believe so.

           7   Q.  Some additional questions for you, again from the health

           8       board.

           9           According to the ward closure list, ward 15 was

          10       closed with six patients and one staff member affected

          11       by diarrhoea and vomiting during the period between

          12       16 and 25 January 2008.  Do you think that record is

          13       correct?  That is from 16 to 25 January 2008.  I think

          14       you said the 15th.

          15   A.  I think I said -- but I got the information from the bed

          16       manager, so that may be correct.

          17   Q.  So that seems generally correct?

          18   A.  Yes.

          19   Q.  There was a passage in your evidence yesterday as

          20       follows, and my question was [Day 39, page 132,

          21       line 14]:

          22           "Question:  If the loose stools policy has resulted

          23       in isolation, then, of course, by the time the diagnosis

          24       is made, the patient would already have been isolated?

          25           "Answer:  Yes."
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           1           Then I put this to you:

           2           "Question:  I think, as we have seen in Mr Boyle's

           3       case, if that hasn't happened, then certainly the

           4       response should be that the patient should be isolated?

           5           "Answer:  Yes."

           6   A.  Yes.

           7   Q.  What I have been asked to put to you is: were you

           8       accepting that it is justified to infer from the records

           9       alone that, as a matter of fact, Mr Boyle was not

          10       isolated until he was diagnosed positive for C. diff?

          11   A.  I would need to just take what was in the record.

          12       I can't say specifically what had happened in this case,

          13       but I believe it's stated in the record that it didn't

          14       happen until --

          15   Q.  Would you like to go back to the records, or not?  I can

          16       take you back to the records, if that would help.

          17   MR KINROY:  My Lord, I'm the author of this question.

          18       I think it is too late in the day to involve the witness

          19       in this.  I don't need to have the question pressed.

          20   MR MACAULAY:  Very well.

          21           Yesterday, also, you were asked:

          22           "Question:  Why is care planning important?"

          23           Your reply was:

          24           "Answer:  As nurses, we would want to assess what

          25       the problem is, when a problem exists, plan for the care
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           1       of that problem and evaluate and see if the actions and

           2       interventions we have put in place have had the desired

           3       effect."

           4           What I have been asked to put to you is this: was it

           5       possible for you and your staff, without writing care

           6       plans, to assess what the problem was; when a problem

           7       existed, plan for the care of that problem and evaluate

           8       and see if the actions and interventions they had put in

           9       place had the desired effect?

          10   A.  Yes, I believe so.

          11   Q.  If so, how was that achieved?

          12   A.  As I stated previously, nurses are continually assessing

          13       patients, informally evaluating.  You are assessing what

          14       you are assessing and you can be informally making

          15       a plan, even if it is only for that day, and if you're

          16       on for the entire shift, you would be seeing the

          17       outcome.  But of course it is -- you know, it is helpful

          18       to have it evidenced in a care plan strategically set

          19       out.

          20   Q.  That then concludes the questions I have been asked to

          21       put to you and your evidence.  Is there anything else,

          22       Sister Madden, that you would like to say --

          23   MR KINROY:  My Lord, I think my learned friend was going to

          24       ask about the --

          25   MR MACAULAY:  You are quite right.  There is an additional
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           1       question that I have been asked to ask, and that is to

           2       do with a patient that is admitted to your ward for

           3       rehabilitation.  If such a patient is stable and

           4       unchanging, what entries would you expect to see in the

           5       records in relation to that?

           6   A.  It obviously depends upon the clinical condition of

           7       the patient, but we can take patients at times that are

           8       simply awaiting care home placement.

           9           At that time -- looking back at that time, I would

          10       have -- the documentation might have been minimal over

          11       a period.  However, as I have said, I was unhappy with

          12       the gaps in the documentation and I feel that some

          13       record of the patient's condition while they were in

          14       hospital should be recorded in every shift.

          15   Q.  We have looked at particular patients, but I think the

          16       point that Mr Kinroy has asked me to put to you is that,

          17       if you had a particular patient whose condition was

          18       plainly stable, it was unchanging, then in relation to

          19       that patient what entry or entries would you expect to

          20       see in the records?

          21   A.  Well, again, it would be the nurse's clinical judgment,

          22       and during that time, if the patient was clinically

          23       stable, it wouldn't have been necessary to, you know,

          24       make any entry just for the sake of it.  However, we

          25       have changed the system now.
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           1   Q.  Now you would make an entry, would you?

           2   A.  Yes.

           3   Q.  Come what may?

           4   A.  Yes.

           5   MR MACAULAY:  Very well.  I think that does in fact conclude

           6       all the questions I have been asked to put to you and,

           7       as I indicated, I invite you if there is anything

           8       further you wish to say to assist the Inquiry.

           9   A.  The only thing I would like to say is that during the

          10       period when I was looking at the records, as I have said

          11       before, I was disappointed with some of the record

          12       keeping, and we certainly have done, and plan to in the

          13       future use some of the experience I have had for

          14       education for the rest of the staff because, really, you

          15       know, record keeping is an important and integral part

          16       of nursing.

          17   MR MACAULAY:  Is there anything further you would wish to

          18       say, Sister Madden?

          19   A.  That is all, apart from at no point was I ever informed

          20       that there was a problem with my ward or have I ever

          21       personally had any indication that my practice -- that

          22       anybody had any concerns around my practice.  I have

          23       never had anything negative, you know, within my time in

          24       nursing.  That is all I have to say.

          25   LORD MACLEAN:  I suppose, so far as record keeping is
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           1       concerned, lessons have been learnt.

           2   A.  Absolutely.

           3   LORD MACLEAN:  That is really what you are saying?

           4   A.  Yes.

           5   LORD MACLEAN:  That completes your evidence.  May I thank

           6       you very much for coming and withstanding constant

           7       questioning for quite a long time -- three days?

           8   A.  Yes.

           9   LORD MACLEAN:  You are free to go now.

          10   A.  Thank you.

          11   MR MACAULAY:  My Lord, that really concludes the evidence

          12       for today.  Of course I will be leading more evidence

          13       next week.

          14   LORD MACLEAN:  So until next Monday at 10 o'clock.

          15   (4.00 pm)

          16                 (The hearing was adjourned until

          17             Monday, 12 September 2011 at 10.00 am)
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