           1                                    Thursday, 15 September 2011

           2   (10.00 am)

           3                MS LAURA JANE GARGARO (continued)

           4              Examination by MR MACAULAY (continued)

           5   MR MACAULAY:  Good morning, my Lord.

           6           Good morning, Sister Gargaro.

           7   A.  Good morning.

           8   Q.  Yesterday afternoon, we had started to look at the case

           9       of Mrs Gildea.  Can I begin this morning by just trying

          10       to focus on when she was admitted to ward F?

          11   A.  Sure.

          12   Q.  If we can look first at the transfer form, if we look at

          13       GGC00230119, we are looking at a patient nursing summary

          14       which indicates that Mrs Gildea was being transferred

          15       from ward 6; is that right?

          16   A.  Yes.

          17   Q.  We can see that the admission date for ward 6 is given

          18       as 29 January.  If you turn on to page 120, can we see

          19       that this document isn't helpful because it is not

          20       signed or dated?

          21   A.  No, it is not.

          22   Q.  If we look, then, at page 28 of the records -- perhaps

          23       we can go back to page 26, we are looking, I think, at

          24       the documentation that is relevant to the stroke pathway

          25       procedure; is that right?
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           1   A.  Yes.

           2   Q.  We are looking here at entries relating to 31 January,

           3       as we look at page 26.  That is said to be day three of

           4       the stroke pathway process, as we look at the

           5       documentation?

           6   A.  Yes.

           7   Q.  If we then move on to page 28, and put page 29 on the

           8       screen next to it, so we have the two pages together,

           9       here we have day four, and now the date is 1 February.

          10       We have some entries on page 28.  If we look across to

          11       page 29, can we read the first entry is:

          12           "Transferred from ward 6 ..."

          13           And there is some other information given; is that

          14       right?

          15   A.  Yes.

          16   Q.  Do you recognise the signature for that entry?

          17   A.  Yes, I do.

          18   Q.  Who is that?

          19   A.  Anne Kelso, staff nurse of ward F.

          20   Q.  If we look at the other page, then, we have a number of

          21       entries.  The section is headed "Multidisciplinary

          22       Plan", and at 2 am some observations have been carried

          23       out by someone who has signed -- is that "DR" --

          24   A.  No, it is Anne Kelso, it is the same staff nurse, "AK".

          25   Q.  Do the documents we have looked at so far assist in
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           1       relation to when we can infer that Mrs Gildea was moved

           2       from ward 6 to ward F?

           3   A.  I think in the box next to "Urine output recorded" when

           4       she's documented 2300 hours, 31 January, with the same

           5       signature, that would suggest she was in ward F at that

           6       point.

           7   Q.  So that is the entry towards the bottom of page 28?

           8   A.  Yes.

           9   Q.  Then, would the entries at 2 am have been entries that

          10       have been carried out during the early hours of

          11       1 February?

          12   A.  Yes, it looks like that, yes.

          13   Q.  Was there a particular time for patients to be

          14       transferred from one ward to another, or did it just

          15       depend on a variety of circumstances?

          16   A.  The planned transfer of a stroke referral would

          17       definitely come in during the hours of 9.00 until

          18       6 o'clock, probably, at the latest.  Medical boarders,

          19       if they were coming up -- although that wasn't relevant

          20       in this case -- can sometimes be more into the evening,

          21       but it looks as if she's come in -- if the first

          22       signature is at 11 o'clock, she's come in between the

          23       hours of 5.00 and 11.00, I would suggest, and I think

          24       I got that information from the medicine Kardex that we

          25       looked at yesterday.
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           1   Q.  Is that the document Mr Peoples was anxious to put

           2       before you?  Is that GGC00230205?  This is, I think,

           3       dealing with the observations of vital signs; is that

           4       right?

           5   A.  Yes.

           6   Q.  We can see there are entries for the 31st and also there

           7       is an entry -- if we look at the entries for the 31st --

           8       there are four entries for 31 January.  There is then an

           9       entry that has been scored out.  Then there is an entry

          10       for 1 February.  Is that right?

          11   A.  Yes.

          12   Q.  Does this help at all, if you look at the signatures at

          13       the bottom, to indicate when Mrs Gildea was moved to

          14       ward F?

          15   A.  No, it doesn't clarify the time, because I think the

          16       only signature I recognise at the bottom is below the

          17       2 am on 1 February that we already have seen.  I think

          18       I can get more information from the prescription Kardex

          19       for her medication.

          20   Q.  Let's see if we can find that.  Can you help me with

          21       that?  Do you have the number?

          22   A.  I don't have it to hand, but I could certainly --

          23       I found it yesterday.

          24   Q.  Are you saying that the Kardex suggests that the

          25       transfer took place on 1 February?
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           1   A.  31 January.

           2   Q.  31 January?

           3   A.  Yes.

           4   Q.  If we go back to page 28, we know that by 2300 hours

           5       Mrs Gildea is in ward F, if we look at page 28; is that

           6       right?

           7   A.  Yes.

           8   Q.  She is in ward F then, because we have got a signature

           9       there that you recognise associated with ward F?

          10   A.  Yes.

          11   Q.  Can I just understand, when would you reckon that she

          12       would have been transferred, then, in the course of

          13       the day?

          14   A.  It could have been some time before that, and that was

          15       the first entry that that particular nurse had made.

          16   Q.  You wouldn't be transferring a patient, would you, at

          17       11 o'clock at night?

          18   A.  No, no.  No, no.

          19   Q.  So when would you think the transfer would have taken

          20       place?

          21   A.  I wouldn't be able to confirm a definite time --

          22   Q.  No, no.

          23   A.  -- but I would imagine at some point in the afternoon,

          24       early evening perhaps.

          25   Q.  So we can take it, then, that certainly by early evening
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           1       of 31 January Mrs Gildea has been moved to ward F --

           2   A.  Yes.

           3   Q.  -- and into room 16?

           4   A.  Yes, that's probable.

           5   Q.  I have been asked to put before you some evidence on

           6       this as well, on behalf of the health board, to see if

           7       this helps at all in relation to the timing.  If we

           8       could look at Day 3 of the evidence, TRA00030001.  This

           9       is evidence given by Mrs McGarrity, who is one of

          10       Mrs Gildea's daughters.  If we move to page 15, at

          11       line 8 she says:

          12           "Answer:  But saying that, if my mother was in on

          13       the 29th, if my mother got taken into the hospital on

          14       the 29th, that day -- well, the next day she was in

          15       a different room, which would have been the 30th, and

          16       then the next day, the 31st.  I would say it was around

          17       about the 1st.

          18           "Question:  That she went to ward F?"

          19           So that is the position that Mrs McGarrity is taking

          20       at that point.  Then moving on to page 48, at line 4,

          21       she is asked:

          22           "Question:  I do want to clarify just one thing with

          23       you, and it is in relation to the transfer of your

          24       mother from ward 6 to ward F, which we discussed earlier

          25       on.  I think we were a little bit at cross-purposes, but
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           1       I think I can sort it out.

           2           "If you could look at the medical records ... Do you

           3       see the date at the top there is 1 February 2008?  Do

           4       you see that?

           5           "Answer:  Yes.

           6           "Question:  If we move on to the next page, which is

           7       29, if we assume that this follows on from the previous

           8       page, can we read at the top, it says:

           9           "'Transferred from ward 6.'

          10           "Do you see that?

          11           "Answer:  Yes.

          12           "Question:  Then moving on to the next page, which

          13       is the next following, there is then 'Day 5', which is

          14       2/2.  So you may be perfectly correct in your thinking

          15       that your mother might have been moved a day or so after

          16       she was admitted to the hospital, to ward F?

          17           "Answer:  Yes, it was only about two days."

          18           That is the evidence I have been asked to put before

          19       you.  Looking at the whole picture, what is your

          20       position in relation to when you say that Mrs Gildea was

          21       moved to ward F?

          22   A.  Going by what I have seen with the signatures from my

          23       ward staff, I would say she's in my ward by the evening

          24       of 31 January.

          25   Q.  The other area I want to discuss with you at this point,
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           1       before I go back to the detail of Mrs Gildea, relates to

           2       a point you raised yesterday or the day before in

           3       relation to terminal cleans.  If we could look at this

           4       document, GGC12120001, and if we could now turn to the

           5       second page of the document, can we see that someone has

           6       listed the list of terminal cleans at the Vale of Leven

           7       Hospital for ward F?

           8   A.  Yes.

           9   Q.  You mentioned a list the other day.  Is this the list

          10       you had in mind?

          11   A.  Yes.  This is a list that reflects a request to the

          12       domestic manager to provide extra domestics to come and

          13       assist with a terminal clean.  There are some times

          14       that, if you are doing just a small area in the ward,

          15       you can do it with your staff that are on at the time

          16       that wouldn't actually be logged on this list.

          17   Q.  If we are focusing on at about the time that Mrs Gildea

          18       might have been transferred to ward F, and let's say

          19       that is 31 January, do we see that there is a reference

          20       to 31 January just below halfway on the document, if we

          21       can just focus on that?  Can we read across from that

          22       date "4-bedded room"?  Is that what we see?

          23   A.  Yes.

          24   Q.  Similarly, if you look at 19 February, there is

          25       reference also to "4-bedded area" this time?
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           1   A.  Yes.

           2   Q.  Going back to the entry for 31 January, to what room

           3       would that relate?

           4   A.  On 31 January, I would imagine that would be room 16.

           5   Q.  If we go back to the floor plan, GGC00760001, there is

           6       a clearly designated four-bedded area, which is room 11;

           7       is that right?

           8   A.  Yes.

           9   Q.  So far as the writing on the plan is concerned, room 16

          10       is said to be three-bedded, but I think, as you

          11       indicated, sometimes it can be four-bedded?

          12   A.  Yes.

          13   Q.  Are you saying that you would choose room 16 and not

          14       room 11, looking to the information on the document we

          15       have just looked at?

          16   A.  Yes, at that time, coinciding with what had happened in

          17       room 16 prior to that, I would suggest it's room 16 that

          18       she's referring to on that list and not room 11.

          19   Q.  When you say -- coinciding with what?  What do you mean?

          20   A.  I think in room 16 there might have been previously

          21       positive patients who were now asymptomatic and had

          22       moved out of the side room and that then determined the

          23       room to be terminally cleaned before other patients

          24       could be put back in.

          25   Q.  We know certainly, I think, from what we looked at the
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           1       other day, that Mrs McGinty had been in room 16 from

           2       about 21 January to 31 January --

           3   A.  Yes.

           4   Q.  -- and she was symptomatic.  Are you suggesting that

           5       that would be a reason why the terminal clean would take

           6       place --

           7   A.  Yes.

           8   Q.  -- in room 16?

           9   A.  Yes.

          10   Q.  So far as the timing of a terminal clean would be

          11       concerned, can you help with that?  Are you able to say

          12       when that would -- in the course of the day, when that

          13       would happen?

          14   A.  From memory, that morning, we moved Mrs McGinty into the

          15       side room before lunchtime, so at any point after

          16       mid-morning I would suggest that would happen.

          17   Q.  What about the other patients, then, who were in room 16

          18       at the time of the terminal clean?  What would happen to

          19       them?

          20   A.  They would move out of the room to allow the cleaning to

          21       take place.

          22   Q.  Where would they go?

          23   A.  They would go down to room 8 on the plan, into the day

          24       space.

          25   Q.  Then, if we are focusing on 31 January, who would you
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           1       have in mind as being the other patients in the room at

           2       that time who would be moved to the day space?

           3   A.  That would be Mary Hamilton and [Patient C].  I think

           4       there were just three beds at that time, if I remember.

           5       Although there was some uncertainty about where

           6       Mrs Millen was, I think, at that point, wasn't there?

           7   Q.  So actually, are you saying it's certainly [Patient C],

           8       Mrs Hamilton and possibly Mrs Millen; is that correct?

           9   A.  Yes, I think that's right.

          10   Q.  Would you have to satisfy yourself, before these

          11       patients were moved from room 16 to the day space, that

          12       none of them were symptomatic?

          13   A.  Yes.

          14   Q.  If we just look at bed management for a moment or two,

          15       just to see what the position was, if we could look at

          16       GGC23090001, is this material you're looking at on the

          17       board at the moment material that is kept by the bed

          18       manager to keep a record as to how many patients are in

          19       each of the wards?

          20   A.  Yes, it is.

          21   Q.  I think that was Elizabeth Law at the time; is that

          22       correct?

          23   A.  Isobel Law.

          24   Q.  Isobel Law.  If we look at the document on the screen,

          25       just to take that example, this is dated 1 January 2008.
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           1       It is described as a daily bed state.  If we focus on

           2       your ward F, we will see that the number of beds

           3       normally is 16; is that right?

           4   A.  Yes.

           5   Q.  That is how we read this.  At 7 am, you have

           6       17 patients.

           7   A.  Yes.

           8   Q.  Does that mean you have got four beds in room 16?

           9   A.  Yes, it does.

          10   Q.  If we look quickly through the pages, look at page 2 in

          11       the same document, can we see again, on the following

          12       day, there are 17 patients and 17 beds in the ward?

          13   A.  Yes.

          14   Q.  I don't want to spend too much time looking throughout

          15       the whole month, but I think you can take it from me

          16       that, certainly, on quite a number of occasions, you

          17       have the extra bed in the ward in January of that year?

          18   A.  Yes, okay.

          19   Q.  If we look at 30 January, page 30 of the document, can

          20       we see here that certainly by 4 pm -- we have other

          21       entries -- the bed state for your ward is 16?

          22   A.  Yes.

          23   Q.  Would that mean that whether the extra bed is in there

          24       or not, there isn't a patient in it?

          25   A.  I think when it says "available beds zero", it means the
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           1       extra bed has been removed.

           2   Q.  If we move on to page 31 for 31 January, can we see that

           3       at 7 am there appears to be 16 patients, but by 4 pm

           4       there are 17 patients?

           5   A.  Yes.

           6   Q.  What does that imply, then, bearing in mind that this

           7       is, you reckon, the day Mrs Gildea was moved to ward F?

           8   A.  It suggests that the contingency bed has been put in in

           9       the afternoon of the 31st.

          10   Q.  Would that be the bed, then, that -- well, the

          11       contingency bed is there so that you could accommodate

          12       four patients in room 16?

          13   A.  Yes.

          14   Q.  If we move on to the next day, this is in a different

          15       document, GGC23100001, if you can just interpret this

          16       for us, you will see that for ward F someone has changed

          17       the 16 to a 17 for the number of beds; do you see that?

          18   A.  Yes.

          19   Q.  I take it that would be the bed manager, would it?

          20   A.  Quite possibly, yes.

          21   Q.  Would you, yourself, have any input directly into the

          22       document?

          23   A.  Only after the hours of 4.00, if I was on site cover

          24       that day.  When I do page-holder duties every third

          25       Wednesday, if I was on that day it would be my
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           1       responsibility to complete the document for 4 pm and

           2       quite possibly 8 pm as well.

           3   Q.  Do you recognise the handwriting?  Is this your

           4       handwriting or not in any part of it?

           5   A.  No, it is not.

           6   Q.  Can you interpret it for us?  Because 16 has been

           7       changed to 17.  We then have 16 as the number of

           8       patients.  We have 1 under the heading "Number of beds"

           9       and 16 again.  So what is this telling us?

          10   A.  This tells us that the capacity of the ward that day is

          11       17 and, at these various times, there are 16 patients in

          12       with one empty bed available.

          13   Q.  That could be anywhere within the ward?

          14   A.  It could be anywhere, yes.

          15   Q.  Going back, then, to the position when Mrs Gildea was

          16       admitted to ward F on 31 January, she was admitted into

          17       room 16 and she was there with three other patients; is

          18       that correct?

          19   A.  Yes, that would be right, yes.

          20   Q.  As far as you can say, the other three patients were

          21       [Patient C], Mrs Hamilton and possibly Mrs Millen at

          22       that time?

          23   A.  Yes.

          24   Q.  We certainly know from our discussions yesterday that,

          25       come 8 February, Mrs Jones was admitted into that room?
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           1   A.  Yes.

           2   Q.  So somebody must have left it?

           3   A.  [Name redacted] left it that day, yes.

           4   Q.  Before [name redacted] went in, somebody else must have

           5       left it, then, if that is right?

           6   A.  Yes.

           7   Q.  Can I just take you to some other aspects of

           8       the evidence given by Mrs McGarrity?  If we look back to

           9       her transcript at TRA00030008, at this section of her

          10       transcript, Mrs McGarrity is describing where her mother

          11       was located within the ward, and she's asked at line 10:

          12           "Question:  We'll look at when that was in a moment,

          13       but could you look at the plan for me, please ... Now,

          14       can you tell me where your mother went when she went to

          15       ward F?

          16           "Answer:  Yes, she was in a three-bedded ward, and

          17       I can't see the number on that for the dot.

          18           "Question:  Are we talking about the top left ...?

          19           "Answer:  Yes, but there was actually four beds in

          20       it.

          21           "Question:  According to the plan it says three

          22       beds?

          23           "Answer:  Yes, but there was four beds in it ...

          24           "Question:  There were four beds?

          25           "Answer:  Yes.
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           1           "Question:  Were the beds occupied?

           2           "Answer:  Yes.

           3           "Question:  All the beds?"

           4           So that confirms the position as you have told us.

           5       So she is correct, then, in her recollection?

           6   A.  Yes.

           7   Q.  If you move on to page 11, she gives us some indication

           8       as to who was there:

           9           "Answer:  Mary was always sleeping ..."

          10           I think we have missed a page, actually.  Go back to

          11       page 10.  Go to the top of page 10.  She was able to

          12       give us some assistance as to who the other patients

          13       were.  If you look at line 5:

          14           "Answer:  Well, we spoke to nearly all the patients.

          15       Mary was actually beside my mother.  She was always

          16       looking for a nurse, so if we could help her, if she

          17       wanted a drink of juice or whatever, we helped her.

          18       [Patient C] was across from Mary, she was wandering

          19       about all the time.  She used to come over to us and

          20       she'd maybe be tucking my mother in or tucking Mary in,

          21       because Mary was always trying to sleep.  Then there was

          22       an old lady across from my mother, but she wasn't in

          23       long and then she went back to the nursing home that she

          24       came from, and then another lady called Jessie Jones,

          25       who we knew years ago, was across from my mother.
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           1           "Question:  The lady you have mentioned who was

           2       called [Patient C], I think you tell us, if you look at

           3       paragraph 38, that you gave her a chocolate ice one day;

           4       is that correct?"

           5           Then I think she told us that she was at the nurses'

           6       desk when that happened, and she gives some information

           7       about [Patient C] going into other patients' beds.

           8           So this tends to confirm that certainly Mrs Hamilton

           9       and [Patient C] were present, and another patient who

          10       left?

          11   A.  Yes.

          12   Q.  I think you may have confirmed yesterday -- perhaps

          13       I can just confirm with you -- that Mrs Gildea remained

          14       in room 16 until she was moved to a single room on

          15       2 March; is that right?

          16   A.  I can't remember Mrs Gildea being anywhere apart from 16

          17       and a side room.  I don't think I was able to confirm

          18       for sure.

          19   Q.  If we look at page 121 of the records, then, we have to

          20       go to the page 122 to get the date, in fact.  There is

          21       a lengthy entry beginning on the left-hand side for

          22       2 March, 3 am:

          23           "Loose, foul-smelling stools x2 at early part of

          24       shift."

          25           Then, if you go on to the second section, halfway
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           1       down you will see, "?C. diff".  Do you see that?

           2   A.  Yes.

           3   Q.  If we move on to page 121, which follows on, I think,

           4       from that entry, can we see against the entry 1410, just

           5       towards the end of the entry:

           6           "Transferred into side room.  Telephoned daughter

           7       Anne and updated her on condition and infection

           8       confirmed."

           9           Do you see that?

          10   A.  Yes.

          11   Q.  So that suggests that Mrs Gildea remained in room 16

          12       from 31 January through to 2 March?

          13   A.  Yes, it does.

          14   Q.  That was at a time when it was considered that she may

          15       have been suffering from C. diff?

          16   A.  Yes.

          17   Q.  During that time, during the time that Mrs Gildea was in

          18       room 16 and not symptomatic, you had in there

          19       [Patient C] who was positive certainly by about

          20       5 February; is that right?

          21   A.  Yes, that's right, on the 6th, wasn't it?  Yes.

          22   Q.  The 5th or 6th.  Well, when I use a date like the 5th,

          23       I'm really referring possibly to the date when the

          24       sample was collected.

          25   A.  Okay.
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           1   Q.  Whether it is the 5th or 6th, at about that time?

           2   A.  Sure.

           3   Q.  Similarly, Mary Hamilton was tested positive by about

           4       10 February?

           5   A.  Right.

           6   Q.  Would it help to have the chart --

           7   A.  No, I can check the hard copy, but you will be right,

           8       I'm sure.  That sounds familiar.

           9   Q.  If you look at the chart, INQ02640001, the chart

          10       I think, that particular chart, indicates that the

          11       report to the ward was on the 13th, but the sample

          12       I think was collected a couple of days before.  So at

          13       about that time Mary Hamilton is also positive; do you

          14       accept that?

          15   A.  Yes.

          16   Q.  Furthermore, as at about 18 February, Jessie Jones is

          17       positive?

          18   A.  On the when?  The 16th?

          19   Q.  Whether it is the 16th or 18th, by about that time

          20       in February, Jessie Jones is positive?

          21   A.  Certainly, yes.

          22   Q.  We already discussed this yesterday, but I think you

          23       accepted that Jessie Jones was admitted into a room

          24       where there was already a positive patient, that was

          25       [Patient C].
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           1   A.  Yes.

           2   Q.  But can we also see that Ellen Gildea remains in a room

           3       with positive patients, it would appear, for

           4       a considerable period of time; isn't that correct?

           5   A.  Yes.

           6   Q.  Were you aware of that at the time, that you had in with

           7       patients who over a period of time became positive with

           8       C. diff a patient who was not?

           9   A.  Yes, I would agree we did that, yes.

          10   Q.  Was any consideration given to Mrs Gildea's position and

          11       whether steps should be taken to move her to another

          12       part of the ward?

          13   A.  As we became aware of all the positive patients coming

          14       through at that period, we would have had consultation

          15       with infection control, and there would definitely have

          16       been discussion with regards to maintaining the safety

          17       of the asymptomatic patient, and the fact that she's

          18       remained in that room suggests that we have not come to

          19       a solution on that one.

          20   Q.  As we have seen, Mrs Gildea was admitted to room 16 on

          21       31 January and, therefore, was certainly there when

          22       [Patient C] was positive, by about 5 or 6 January?

          23   A.  Yes.

          24   Q.  That was the first occasion, wasn't it, when you had the

          25       opportunity of considering the safety of other patients
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           1       who were in with [Patient C]?

           2   A.  Yes, it would have been.

           3   Q.  Can you tell me if such consideration was given to such

           4       patient safety?

           5   A.  The staff nurse on duty at that time -- I think I was

           6       off that day, so I wouldn't be able to recollect.  But

           7       the nurse on duty would have had a discussion with

           8       infection control and the bed manager to try and find

           9       alternative accommodation or another option.

          10   Q.  You came on duty on or about 8 February -- is that

          11       right?

          12   A.  Yes, that's right.

          13   Q.  So you had the opportunity then to focus --

          14   A.  Absolutely.  I'm just, sorry, referring to the

          15       discussion.  It would have been the nurse and the

          16       infection control, on the day, if that was the day we

          17       found out [Patient C] was positive.  I certainly would

          18       have been aware when I came back on duty that that was

          19       the case, yes.

          20   Q.  Would there be ongoing discussion in relation to

          21       non-symptomatic patients being in a room with, at this

          22       point in time, 5 or 6 February, at least one patient who

          23       was positive for C. diff?

          24   A.  Yes.

          25   Q.  Did such discussion take place?
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           1   A.  These discussions would have taken place with infection

           2       control and myself, probably on a daily basis, and even

           3       within the ward staff to try to reconfigure the ward to

           4       look at possibilities to try to create another bed area

           5       that she could move to.

           6   Q.  What are we to conclude, then, from the fact that

           7       Mrs Gildea remained in room 16 past 5 or 6 February when

           8       [Patient C] was positive; then after Mrs Hamilton was

           9       positive on or about 10 February; and, indeed, remained

          10       there after Mrs Jones was positive on about 18 February?

          11   A.  Yes.

          12   Q.  What are we to take from that?  Are we to take it that

          13       it just proved to be impossible to protect her by moving

          14       her to another part of the ward?

          15   A.  That must have been the situation that we had, yes.

          16   Q.  You are saying it must have been, but do you have

          17       a recollection of these discussions, focusing on this

          18       particular patient, if we look at Mrs Gildea's position,

          19       taking place?

          20   A.  I don't have an accurate recollection of that, no.

          21   Q.  Did the discussions take place?

          22   A.  They would have taken place, yes, but I'm unable to

          23       say -- to accurately recollect who I spoke to and what

          24       was discussed.  This would have been an ongoing

          25       situation over a period of -- if we are talking a week
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           1       or two, as each bed became available, to see how we

           2       could make it --

           3   Q.  We are talking here about possibly a period of about

           4       three weeks or so.

           5   A.  Right.

           6   Q.  What I want to know is: you said that there would have

           7       been such discussions, but do you actually have

           8       a recollection of people applying their minds to

           9       Mrs Gildea's position at this time?

          10   A.  I have a recollection of lots of discussions with

          11       infection control with regard to risk assessing, but not

          12       specifically to Mrs Gildea.

          13   Q.  The discussions you'd have with infection control in

          14       relation to any patient, would they be recorded anywhere

          15       in the records?

          16   A.  If I was going to write it anywhere, it would be in the

          17       nursing records, and I haven't seen evidence of that in

          18       Mrs Gildea's notes, no.  I haven't had a chance to look

          19       at the infection control card, unless there is some

          20       information on that.

          21   Q.  When [Patient C] was diagnosed positive with C. diff on

          22       5 March, or thereabouts, you had Mrs Hamilton in the

          23       room, and she was not positive at that time; is that

          24       correct?

          25   A.  Did you say 5 March?  Is it [Patient C] you're talking
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           1       about?

           2   Q.  Yes.

           3   A.  February.

           4   Q.  I'm sorry, if I said March, I meant February, yes,

           5       indeed.

           6   A.  So on 5 February?

           7   Q.  [Patient C] was positive on or about 5 or 6 February.

           8   A.  Yes.

           9   Q.  In the room at that time, you had Mrs Gildea, you had

          10       Mrs Hamilton -- at least we know these two names; is

          11       that right?

          12   A.  Yes.

          13   Q.  And they were not positive at that time?

          14   A.  No, they weren't, no.

          15   Q.  Then, come 8 February, you have Mrs Jones, and she

          16       wasn't positive either?

          17   A.  No.

          18   Q.  So we have, on the face of it, three patients who are

          19       not positive for C. diff and one who is?

          20   A.  Yes.

          21   Q.  Was any thought given to seeking to protect the three

          22       who were not positive for C. diff by making some

          23       arrangements in relation to the patient who was positive

          24       for C. diff?

          25   A.  Yes.  I think the fact that [Patient C] remained in that
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           1       room suggests that it wasn't an option to move her into

           2       a side room and perhaps it would be because we have got

           3       Mr Brand and Mrs Rainey in the side room at this point,

           4       I believe.  I'm not too sure what the third side room

           5       would have been, but there would have been

           6       consideration, if the nursing staff knew, on 6 February,

           7       that [Patient C] was positive, to try to get her into

           8       a side room, and I guess that wasn't possible.

           9   Q.  So does it come to this: that patients were being

          10       exposed to the risk of cross-infection by remaining in

          11       the room with [Patient C] because no other accommodation

          12       could be obtained for the single patient who was causing

          13       the risk at this time?

          14   A.  Yes.

          15   Q.  When Mrs Gildea ultimately tested positive in

          16       early March, she was, at about that time, moved to

          17       a single room?

          18   A.  Yes, on the 2nd, I believe, yes.

          19   Q.  So at least by then the single room was available?

          20   A.  Yes.

          21   MR KINROY:  My Lord, I wonder if my learned friend would be

          22       willing to ask: at the point there were three patients

          23       in the room with [Patient C], were any precautions

          24       against cross-infection taken at all?

          25   MR MACAULAY:  You heard what has been proposed: were there
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           1       precautions taken to prevent cross-infection when three

           2       non-symptomatic patients were in the room with a patient

           3       who was symptomatic?

           4   A.  Yes.  When you have got a symptomatic patient, you have

           5       got precautions in place, absolutely.

           6   Q.  Can you help us with that?  Are you actually saying, as

           7       a matter of fact, that specific precautions were taken

           8       in relation to [Patient C] when she was positive at this

           9       particular time?

          10   A.  Any patient who presents symptomatic, or indeed

          11       positive, will have precautions put in place;

          12       absolutely.

          13   Q.  Here we are dealing with a patient who we know tended to

          14       wander.

          15   A.  Yes.

          16   Q.  Can you tell us, then, what precautions were taken to

          17       prevent or to mitigate against cross-infection between

          18       this patient and, in particular, the other patients in

          19       her room?

          20   A.  So outwith the standard precautions that we put in

          21       place, with PPE, et cetera, are you talking about

          22       measures to minimise the wandering?

          23   Q.  Well, one would have thought that would be an obvious

          24       precaution that one would have to take?

          25   A.  Yes.  Well, the strategies that we had to adopt for
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           1       [Patient C]'s behaviour when she first presented in

           2       late December were the increased vigilance of her and by

           3       allocating a member of staff to observe her as much as

           4       possible, and that would have to be within the resources

           5       of staffing that we had at the time.  We also had to

           6       make sure that we paid particular attention to the hand

           7       hygiene aspect of [Patient C].

           8           These measures were successful for the first

           9       episode, when she had C. diff in late December, and then

          10       we were faced with a second challenge when she became

          11       positive again, I believe, in January.  However, her

          12       behaviour at that point had settled considerably because

          13       she was quite unwell when she had her second episode of

          14       C. diff.  It really came to light again as a challenge

          15       when she was positive again for the third time, and that

          16       is at the point, I believe, where we had to introduce --

          17       specifically to bring in extra staff just to be with

          18       [Patient C] as much as possible.

          19   Q.  We know after Mrs Gildea had been transferred on

          20       31 January that there is evidence that [Patient C] by

          21       that time, certainly, was, as it were, distracting other

          22       patients?

          23   A.  Yes.  I believe that was an asymptomatic time, mind you.

          24   Q.  Are you saying it was before she was diagnosed on

          25       5 or 6 February?
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           1   A.  Yes.  When I have looked through the nursing records,

           2       I believe I have got some time from the end of January

           3       through to 4 February when she wasn't symptomatic.

           4       I have cross-referenced her wandering behaviour with

           5       that, and there have been a couple of episodes, and then

           6       it didn't really become apparent again until about

           7       12 or 13 February, which we have tried to contain and

           8       obviously realised that her wandering was increasing,

           9       and we have requested to bring in a nurse to be at her

          10       side over the 24-hour period.

          11   Q.  Just to follow through my learned friend Mr Kinroy's

          12       question, are you saying that specific steps were taken

          13       to prevent [Patient C] moving about the room and the

          14       ward at the time that she was positive with C. diff?

          15   A.  Yes.  I think that the challenge there was that we

          16       couldn't actually prevent her from doing it.  I think it

          17       was to try and observe her doing it as much as we could,

          18       to intervene and act accordingly, if we had to do

          19       supplementary cleaning of the environment.

          20   Q.  But the position seems to be that, at a point in time,

          21       you had a symptomatic patient, [Patient C], in with

          22       other patients who were not symptomatic.  Can I ask you:

          23       was your line manager made aware of this particular

          24       situation?

          25   A.  Yes.  I have had -- well, the discussions I recall more
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           1       frequently happening were with infection control, as to

           2       how we could try and resolve this.  But Liz Rawle --

           3       I wouldn't be able to give you a date or a specific

           4       occasion, but I certainly raised it as an ongoing

           5       challenge with her at least a couple of times.  But

           6       unfortunately, I wouldn't be able to qualify that with

           7       specific dates.

           8   Q.  What feedback, then, did you get from Ms Rawle as to

           9       what should happen?

          10   A.  I can't recall accurately how the conversations went.

          11       Sometimes I was referring to this ongoing challenge when

          12       I was at the bed meetings.  I can't recall -- if I was

          13       going to attempt to remember it, I wouldn't be accurate

          14       in that.  I don't recall a situation where I have gone

          15       down to her office specifically to discuss that as an

          16       individual case.  It may well have come up in the

          17       context of other meetings, so I can't give you any more

          18       detail on that, I'm sorry.

          19   Q.  We discussed yesterday that, when Mrs Jones was admitted

          20       on 8 February, certainly, as at that time, [Patient C]

          21       was symptomatic with C. diff?

          22   A.  Yes.

          23   Q.  That is perfectly apparent from the medical records?

          24   A.  It is, yes.

          25   Q.  Just to be clear about your position on that, when you
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           1       returned from your two days' leave on the 8th and you

           2       had your bed management meeting, you had not focused,

           3       you say, on the true position in relation to [Patient C]

           4       and whether or not she was symptomatic; is that your

           5       evidence?

           6   A.  Yes, this is the situation that I find difficulty in

           7       pinpointing exactly what information I knew at any one

           8       time, given the fact that I have to recollect what

           9       I knew on 8 February; what I since discovered when

          10       I investigated it more thoroughly in September; and then

          11       what I have now discovered a few months later.

          12           So the most accurate recollection I can bring is, on

          13       the 8th, when I was at the bed meeting, I discussed the

          14       challenge of her intermittently being symptomatic and

          15       still having the contingency bed there, but I can't

          16       accurately recall that I knew at that point that she was

          17       positive or not.

          18   Q.  Let me understand.  This is on the 8th, is it?

          19   A.  Yes, on the day that Mrs Jones was planned to come down.

          20   Q.  You are saying now that you can't accurately recall

          21       whether you knew at that point she was positive.

          22       Surely, if you had known she was positive, that would

          23       have been an absolute answer to allowing another patient

          24       into the room, would it not?

          25   A.  Yes.  If I had known at that point she was positive,
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           1       I would have been going down to the bed meeting to say,

           2       "I have got a positive patient in this bed and I don't

           3       think that the transfer should come from the Western",

           4       but I don't have that accurate recollection specifically

           5       of that bed meeting as to what my words were,

           6       unfortunately.

           7           What I'm hopeful for is that whoever was present at

           8       that meeting, whatever one of the lead nurses was there,

           9       whatever one of the infection control was there,

          10       hopefully, when they bring their evidence here, they can

          11       perhaps shed some more light on that, because I'm,

          12       unfortunately, a bit vague as to the specific detail.

          13   Q.  My impression from your evidence yesterday might have

          14       been completely wrong.  I had understood that yesterday

          15       you had been saying that you hadn't really focused on

          16       the true position with regard to [Patient C] as at

          17       8 February when you had your bed meeting.  Is that right

          18       or not?

          19   MR KINROY:  Don't answer that.

          20           My Lord, that is a very vague question in the

          21       context of very specific evidence about when [Patient C]

          22       was symptomatic and about what, on 8 February, this

          23       witness knew about it.  I suggest politely that the

          24       question might be made more pointed, to everyone's

          25       benefit.
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           1   LORD MACLEAN:  I'm sure it can be made more pointed.

           2   MR MACAULAY:  Did you say yesterday that you had not focused

           3       on whether or not [Patient C] was symptomatic when you

           4       had your meeting of 8 February?

           5   A.  Yes.  It since has become apparent that I didn't --

           6       I can't confirm that I knew at that point she was

           7       positive when I went down to the meeting.  I just recall

           8       going down and raising a concern that this was

           9       potentially a problem.

          10   LORD MACLEAN:  What was potentially a problem?

          11   A.  [Patient C] being symptomatic.

          12   LORD MACLEAN:  You raised that at the bed meeting?

          13   A.  I believe I went down to the bed meeting, yes --

          14   LORD MACLEAN:  And said that?

          15   A.  -- and said that this lady could potentially be

          16       a problem, because she had periods of being symptomatic

          17       prior to that.  And my recollection further, after

          18       investigating it, was that she had last been symptomatic

          19       around about the 6th or the 5th.

          20   LORD MACLEAN:  Well, you knew --

          21   A.  I'm sorry --

          22   LORD MACLEAN:  Sorry.  You knew she was symptomatic by the

          23       5th, or at least the 6th, when you went off duty.

          24   A.  Yes.

          25   LORD MACLEAN:  The only question was: what was her state
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           1       when you returned on the 8th?

           2   A.  That's the information I don't have accurately, I'm

           3       sorry.

           4   LORD MACLEAN:  You have your answer to that now.

           5   A.  Uh-huh.

           6   LORD MACLEAN:  Does that sharpen it up?

           7   MR KINROY:  My Lord, I think it does, although my

           8       recollection is that the witness was off duty on the 6th

           9       and 7th, so the last she would know prior to her return

          10       about the state of the patient would be on the 5th,

          11       I think.

          12   LORD MACLEAN:  No, on the 6th, she left.  She knew --

          13   A.  On the 5th, I left.

          14   LORD MACLEAN:  Just a minute.

          15   A.  Sorry.

          16   LORD MACLEAN:  She knew that [Patient C] had tested positive

          17       by the 6th.  Right?

          18   MR KINROY:  My Lord --

          19   LORD MACLEAN:  Then she was off duty on the 7th and came

          20       back on the 8th.

          21   MR KINROY:  My Lord, my recollection of the evidence is

          22       slightly different.  It may not be of great benefit to

          23       discuss that in front of the witness, I can see that,

          24       but I do think -- I may very well be wrong about it, but

          25       my recollection presently is rather different from that,
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           1       of when this witness went off duty prior to returning on

           2       the 8th, and also on the question of what she knew about

           3       the result of the test.

           4   LORD MACLEAN:  Mr Kinroy, she has just told us this morning,

           5       in terms.  Have a look at the transcript.  Look back.

           6       See what she says.

           7   MR KINROY:  I will do that, my Lord.

           8   LORD MACLEAN:  You wanted it sharpened up, and it has been.

           9           Mr MacAulay?

          10   MR MACAULAY:  In response to his Lordship, you have just

          11       said that you knew [Patient C] was positive when you

          12       went off duty?

          13   A.  No, I didn't know she was positive, no.  I left for duty

          14       on 5 February.  I was off on the 6th from work, and on

          15       the 7th, and came back in on the 8th.  I'm sorry if I'm

          16       getting this muddled, but I wasn't there on the 6th or

          17       7th at work.

          18   Q.  Can we just go back to the section of transcript, then,

          19       where his Lordship asked some questions of you.

          20       His Lordship, at page 32, line 14, put it to you:

          21           "You knew she was symptomatic by the 5th, at least

          22       by the 6th, when you went off duty."

          23           You said "Yes" to that.

          24   A.  Right.  I would have known she was symptomatic on the

          25       5th, when I went off duty.  Sorry.  I was not on duty on
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           1       the 6th.  Sorry if I have not made that clear.

           2   Q.  So you know, on the 5th, when you have gone off duty

           3       that [Patient C] is symptomatic; that is your position,

           4       then?

           5   A.  Yes.  It has been apparent from the records she was

           6       symptomatic on the 5th.  I was there that day.  So

           7       I would imagine I have known that information.

           8   Q.  Would the ward communicate with you, even though you are

           9       off duty, by telephone, that in fact [Patient C] had

          10       indeed tested positive for C. diff?

          11   A.  No, they wouldn't, no.

          12   Q.  I think, yesterday, you made some mention of a telephone

          13       call in relation to the transfer of a patient from the

          14       Western.  Do you remember saying something about that?

          15   A.  Yes, I believe when I was investigating Mrs McDonald's

          16       concerns in September, I spoke with a member of staff

          17       that was on duty on the 7th that had been informed that

          18       Mrs Jones was to come down to the bed the following day.

          19       I think that's what then prompted her discussion with

          20       Jean Murray on the 7th.

          21   Q.  So that was something that happened on the 7th, then, by

          22       telephone, was it?

          23   A.  I don't know if it was by telephone, but apparently

          24       Staff Nurse Bowater was informed that there was

          25       a transfer coming on the 8th.  It might have been in
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           1       person, I'm not sure.

           2   Q.  Can I ask you this: the bed meeting that took place on

           3       the morning of 8 February, can I be clear, when do you

           4       say that happened, what time?

           5   A.  It starts at 9.15.

           6   Q.  How long does it take?

           7   A.  It varies from -- I would say between 15 minutes and

           8       half an hour.  It is sometimes longer if there are other

           9       issues to talk about.

          10   Q.  When would the handover take place between the incoming

          11       and outgoing staff?

          12   A.  It is 7.30 in the morning until 8 o'clock.

          13   Q.  When did you come on duty on the 8th?

          14   A.  According to the rota, 8 o'clock, so presuming I was on

          15       time.

          16   Q.  Would you have been involved in any aspects of

          17       the handover?

          18   A.  No, I don't believe so, no.

          19   Q.  When you would come on duty, would it be your practice

          20       to ask and get an update on the position of the patients

          21       in the ward?

          22   A.  Yes.  More often, when I started at 8 o'clock, I was --

          23       sorry, 8 o'clock, I would actually take the patients'

          24       files and just flick through to see what had changed

          25       from the day before, if the staff weren't able to come
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           1       and give me a handover.  The only occasion that I would

           2       generally take a full handover was if I was having

           3       a caseload myself.

           4   Q.  Would that, then, have been a process you would have

           5       gone through before you went to the bed meeting at 9.15?

           6   A.  That's the recollection I can't remember accurately,

           7       unfortunately; as to what happened between 8 o'clock,

           8       coming on duty, and going to the bed meeting, if I did

           9       have the opportunity to go through the notes or not.

          10       I can't remember.

          11   Q.  Well, you had the opportunity.  The question, I suppose,

          12       is: did you do it?

          13   A.  I had the opportunity -- well, I might not have, if

          14       I had been directed to do something else more urgent.

          15       I honestly can't remember.

          16   Q.  If you did it, then that would have given you the

          17       opportunity to update yourself in relation to

          18       [Patient C]'s position?

          19   A.  Yes, it would have.  Although we didn't have

          20       confirmation of the positive written in the nursing

          21       records at that point, I think we have discovered.

          22   Q.  The records would have indicated to you that this was

          23       a symptomatic patient?

          24   A.  Yes.  Like I say, because I have looked into this

          25       in September 2008, I think I actually have
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           1       misinterpreted the nursing records, because I have

           2       managed to locate the notes and investigation that I did

           3       in September and I have actually written on that myself

           4       that [Patient C] was asymptomatic from the 6th to the

           5       8th.  So I would imagine I actually have misinterpreted

           6       the nursing record when I have looked at it.

           7   Q.  We looked yesterday at the nursing records in relation

           8       to the time you came to prepare your response to

           9       Mrs McDonald's complaint.

          10   A.  Yes.

          11   Q.  It was clear from the nursing records that the

          12       appropriate conclusion to take from the nursing records

          13       was that [Patient C] was symptomatic when Mrs Jones was

          14       admitted?

          15   A.  Yes.  When I look at that now, I can absolutely see

          16       that's the case.  I have given this considerable thought

          17       because I can't understand why I would look at the

          18       record and not notice that she'd had that small episode

          19       on the morning of the 8th, but I have, because I have

          20       worked my way back from the 8th to see how long she's

          21       been negative and noted on the 7th that she had no bowel

          22       activity, and I believe then I must have worked up until

          23       I saw the 2 am entry, and the only explanation that

          24       I can possibly give, unfortunately, for that is that

          25       I have thought that's been perhaps 2 pm, and that's
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           1       where I have come to the conclusion that by the time

           2       Mrs Jones arrives in the afternoon of the 8th, we have

           3       had a 48-hour period of nothing.

           4           What I can't tell you is that I actually looked at

           5       the record and thought that on the morning of the 8th or

           6       whether it was only when I discovered it in September

           7       when I was investigating what had happened.  But I have

           8       since found the notes from that investigation and I do

           9       actually have written down, "I believe she wasn't

          10       symptomatic on the 6th -- between the 6th and the 8th",

          11       sorry.

          12   Q.  That is a very long answer.  As I understand what you

          13       are saying now, you now think that, in September, when

          14       you prepared your report, that you made a mistake when

          15       you looked at the records in relation to what

          16       [Patient C]'s true position was; is that what you're

          17       saying?

          18   A.  It's the only option in my mind, yes, that I have made

          19       a mistake.

          20   Q.  You are absolutely sure, are you, that you did look at

          21       the records carefully in September to satisfy yourself

          22       that you could give an honest response to the complaint

          23       that Mrs McDonald had made?

          24   A.  When I left here yesterday, I sought the notes I had

          25       taken in September, because I couldn't quite understand
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           1       why I would have said that both the patients were

           2       48 hours free.  So I've managed to find my notes that

           3       tell me I looked at [Patient C], Mrs Hamilton and

           4       Mrs Gildea as being in room 16, and I have written next

           5       to it the asymptomatic period for three of them, and

           6       I could only have done that through the nursing records.

           7   Q.  My question was: are you absolutely sure that you did

           8       look at the records carefully in September to satisfy

           9       yourself that you could give an honest answer to

          10       Mrs McDonald's complaint?

          11   A.  Yes, I did look at the nursing records.  I requested

          12       medical records to pool the three sets of case notes

          13       that I believed were to be the patients that were in

          14       that room.  So, yes, I have looked at the record and,

          15       unfortunately, came to the wrong conclusion.

          16   Q.  One of the documents you would have available to you in

          17       the nursing records, at least in September, would be the

          18       report from microbiology to indicate that [Patient C]

          19       was indeed positive?

          20   A.  Yes, that report would have been there, yes.

          21   Q.  Did you look at it?

          22   A.  I can't remember accurately, but I don't suppose I have,

          23       if I have not been able to deduce that she was positive

          24       on the 6th.

          25   Q.  So are you saying that, when you looked carefully at the
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           1       records in September, you did not look at the report

           2       from microbiology?

           3   A.  I couldn't have, no.

           4   Q.  Why not?

           5   A.  I don't have an answer to that, sorry.  I believe I must

           6       have made my focus on the nursing record and not the lab

           7       report.

           8   Q.  Surely the lab report was a very easy port of call to

           9       visit to confirm, yes or no, whether or not the answer

          10       to Mrs McDonald's complaint was that [Patient C] was

          11       indeed positive?

          12   A.  I guess my focus must have been the period of being

          13       asymptomatic, which I would only really have found from

          14       the nursing record.  On reflection, I would much rather

          15       be sitting here now saying that, yes, I did look at the

          16       report, but I haven't.

          17   Q.  So you can say today you did not look at the

          18       microbiology report when you looked at the records

          19       in September 2008?

          20   A.  I couldn't have, no.

          21   LORD MACLEAN:  Mr MacAulay, would it be possible to see what

          22       she did write in that report to remind ourselves?

          23   MR MACAULAY:  Indeed.

          24   LORD MACLEAN:  I know you put it before her yesterday.

          25   MR MACAULAY:  Yes, we can certainly go back to that.  If
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           1       I could have -- the document is at GGC14500001.  The

           2       context is in response to Mrs McDonald's letter of

           3       GGC14490001.

           4           You will recollect, Sister Gargaro, that in

           5       Mrs McDonald's letter of complaint, at item 1 she

           6       alleged that "My mother was subjected to

           7       a life-threatening situation when she was admitted to

           8       a four-bed bay in ward F, an area where patients were

           9       already known to be infected with Clostridium difficile.

          10       As a result, she subsequently contracted the infection."

          11           Your response to that, the document we now have on

          12       the screen, paragraph 1, begins by explaining that it is

          13       normally a three-bedded area but, as part of the winter

          14       contingency plan, a fourth bed was put in on

          15       1 February 2008.

          16           Looking at that point, was that absolutely accurate,

          17       in fact, at the time when Mrs Jones was admitted?  Was

          18       it part of the winter pressure contingency plan?

          19   A.  That the fourth bed was in room 16?

          20   Q.  Yes.

          21   A.  I think we have managed to deduce that, didn't we, from

          22       the bed state?

          23   Q.  That was part of a particular plan, was it?

          24   A.  The winter pressure plan, yes.

          25   Q.  "At this time, concerns were raised by ward staff that
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           1       day, as we were currently barrier nursing a patient

           2       within this area who had CDAD.  The contingency bed was

           3       occupied from 3 February to 8 February ..." I think that

           4       is by a patient "who did not develop CDAD during their

           5       stay.  On 7 February, S/N F Bowater was informed that

           6       the bed was to remain in situ and we were to accommodate

           7       a transfer the following day.  S/N Bowater discussed her

           8       concerns with infection control lead nursing,

           9       Jean Murray, and the situation was risk assessed.  On

          10       8 February, the two previously infected patients were

          11       48-hour free of symptoms and were therefore deemed to be

          12       low risk.  The infection control policy advises that

          13       patients who are 48 hours symptom-free are to be treated

          14       as not having the infection.  Therefore, on the day of

          15       Jessie's admission to ward F, the four-bedded area had

          16       no positive C. diff patients.  On 8 February, at the

          17       morning bed meeting, I again made our concerns known, as

          18       one of the patients could become positive again and we

          19       had difficulty in managing her barrier procedures due to

          20       her wandering and confusion."

          21           So that was your response.  Part of that response

          22       was the specific assertion that "Therefore, on the day

          23       of Jessie's admission to ward F, the four-bedded area

          24       had no positive C. diff patients", and that was palpably

          25       wrong?
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           1   A.  Yes, it was wrong, yes.

           2   Q.  One way that you could have satisfied yourself as to the

           3       real position was to check the microbiology report?

           4   A.  Yes, that would have confirmed it, yes.

           5   Q.  You say you didn't?

           6   A.  No, I don't have any recollection of doing it, and

           7       I couldn't have, because I didn't then realise she was

           8       positive on the 6th.

           9   Q.  The options really are: that you did check the

          10       appropriate information and you deliberately misled

          11       Mrs McDonald; or you completely failed to properly

          12       satisfy yourself of the real position.  These are the

          13       options.

          14   A.  Exactly.  And the only option I'm willing to accept is

          15       that I completely failed to get the positive result from

          16       the lab report.  There is no deliberate intention to

          17       mislead anybody.

          18   Q.  Can you just help me with this: first of all, would you

          19       agree that you had a clear opportunity here to clarify

          20       the true position that existed as at Mrs Jones'

          21       admission to the hospital?

          22   A.  When I was investigating in September?

          23   Q.  Yes.

          24   A.  Yes.

          25   Q.  What you were doing -- correct me if I am wrong -- was
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           1       essentially investigating what you, yourself, had been

           2       involved in on 8 February at the time of Mrs Jones'

           3       admission; is that correct?

           4   A.  Yes.  Yes, that was part of my investigation.

           5   Q.  So you were investigating yourself?

           6   A.  In some aspects, yes.

           7   Q.  Why was that?  Why didn't, for example, your line

           8       supervisor take on board any aspect of this

           9       investigation?

          10   A.  I believe -- from memory, I think Liz Rawle, who had

          11       been there during the stay of Jessie Jones, had actually

          12       retired by this point, because my recollection of my

          13       line manager in September 2008, when I was discussing

          14       it, was Margaret Connolly and not Liz Rawle.  So

          15       I believe the post had changed, and I'm not too sure

          16       what involvement Mrs Connolly had, once I gave her my

          17       statement, as to how much she investigated it after

          18       that.

          19   Q.  It doesn't really matter who it was.  What I am putting

          20       to you is: why didn't whoever your line manager was

          21       become involved in this investigation?

          22           Even if you were to supply information, do you know

          23       why your line manager didn't become involved in

          24       investigating a complaint that ultimately resulted in

          25       information being passed to the chief operating officer?
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           1   A.  Yes, uh-huh, the request to do a statement with regards

           2       to the complaint was made by my line manager and that

           3       statement was given to her.  What happened with it after

           4       that I have no idea.  I didn't see the response to the

           5       chief executive or anything further after that, so

           6       I can't comment on what her actions were once I gave her

           7       the information.

           8   Q.  You are not able to say, then, whether or not your line

           9       manager took any efforts to check the information you

          10       supplied her with?

          11   A.  No, I'm not able to say she did, no.

          12   LORD MACLEAN:  Mr MacAulay, I think we should have an

          13       adjournment at this point.

          14   MR MACAULAY:  It is at about that time.

          15   LORD MACLEAN:  Yes, but I am going to take a course that

          16       I don't think I have ever taken before, and that is I am

          17       going to suggest that, during the adjournment, you

          18       consult -- although you are on oath, you should consult

          19       with your solicitor, and I mean your solicitor

          20       Mr Connolly.  I don't mean anyone else.  You can talk to

          21       no-one else about it.  But I do think that Mr Connolly

          22       should speak to you, in the light of the evidence that

          23       we have listened to, from you, both yesterday afternoon

          24       and this morning.  All right?  Do you understand?

          25   A.  Okay.

                                            46

           1   LORD MACLEAN:  We will resume whenever it is convenient,

           2       Mr Connolly.

           3   MR KINROY:  My Lord, I wonder, for clarity, for

           4       Mr Connolly's benefit, and the witness, to what extent

           5       are they permissibly to discuss the evidence already

           6       given, if at all?

           7   LORD MACLEAN:  I imagine he will do that, but that is

           8       a matter for his discretion, but no-one else has a part

           9       in this.  I think the witness needs advice.  Do you

          10       understand?

          11   MR KINROY:  I do, my Lord, yes.

          12   (11.12 am)

          13                         (A short break)

          14   (11.45 am)

          15   MR MACAULAY:  In relation to the evidence that you have

          16       given in relation to your position at the bed meeting on

          17       8 February, do you adhere to that evidence?

          18   A.  Yes.

          19   Q.  In relation to the evidence you have given in relation

          20       to your position when you came to respond to the

          21       complaint made by Mrs McDonald, do you adhere to that

          22       evidence?

          23   A.  Yes.

          24   Q.  After Mrs Jones had been admitted, whatever your state

          25       of knowledge might have been then, or after the decision
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           1       had been taken to admit Mrs Jones, you would have had

           2       the opportunity, in the course of that day, to apprise

           3       yourself as to what the true position was with regard to

           4       [Patient C]?

           5   A.  Yes, I was on duty on the 8th.  Yes.

           6   Q.  Did you take the opportunity to apprise yourself as to

           7       what the true position was in relation to [Patient C]?

           8   A.  I can't accurately remember that, I'm sorry, what action

           9       I took when I came back.  Sorry.

          10   Q.  So you can understand my question, leaving aside for the

          11       moment whatever your state of knowledge might have been

          12       when the decision was made to admit Mrs Jones,

          13       thereafter, in the course of that day, you had the

          14       opportunity to apprise yourself as to what the true

          15       position with [Patient C] was.  Now, did you take that

          16       opportunity or did you not?

          17   A.  I have no recollection of what I did about it, no.

          18   Q.  Was it your duty to make yourself aware as to the

          19       position of the patients on your ward?

          20   A.  Yes.  Unfortunately, I wouldn't be able to know the

          21       status of every patient at any one time, but it would be

          22       my responsibility to make myself aware of any ongoing

          23       issues.

          24   Q.  Did you, at any point, either that day or the following

          25       day, if we are moving on, or the next few days, apprise
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           1       yourself as to the position with regard to [Patient C]?

           2   A.  I can't remember at what point I became aware that

           3       [Patient C] was positive.  I now know from all the work

           4       I have done, between the investigation and the Inquiry,

           5       but I cannot accurately pinpoint when I became aware of

           6       specific dates and events.

           7   Q.  Over the last day or so, Sister Gargaro, we have looked

           8       at a number of cases and, in particular, looked at the

           9       number of patients in ward F that were positive for

          10       C. diff.

          11   A.  Yes.  Can I just ask, sorry, I wasn't sure, are we going

          12       to move on now from that?  I just have one more thing

          13       I would like to say, if that is all right.

          14   Q.  I am moving on, but if there is something you would like

          15       to volunteer to assist the Inquiry, then feel free to do

          16       so?

          17   A.  It is just, with regards to the statement and response

          18       to Mrs McDonald's concerns, I submitted that to the

          19       Inquiry voluntarily.  I just want to make that known.

          20       I offered it to the Inquiry as evidence.

          21   Q.  Is that all you want to say at this stage?

          22   A.  Yes.

          23   Q.  I had then moved on to raise with you the position in

          24       relation to the number of patients that tested positive

          25       for C. diff.  In your evidence on day one, you said that
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           1       you recognised in January that the level of patient --

           2       the number of patients you had exceeded the

           3       gastroenteritis definition of "outbreak" discussed in

           4       the outbreak policy.  Do you remember saying that on day

           5       one?

           6   A.  Yes.

           7   Q.  You said it was a matter you discussed with

           8       Helen O'Neill?

           9   A.  Yes.

          10   Q.  You also said, at one point, that you thought that you

          11       had four people who were diagnosed with C. diff at the

          12       one time?

          13   A.  Yes.

          14   Q.  I just want to be clear with you as to what the position

          15       was, because you said, according to what's been noted,

          16       that in your discussion with Helen O'Neill she said that

          17       these cases can be explained?

          18   A.  Yes, that's my recollection of the conversation, yes.

          19   Q.  Did you ask her what she meant by that?

          20   A.  I don't know what my exact words were during that

          21       conversation, but the outcome of the conversation was

          22       that she made me aware that it could be explained by

          23       antibiotic use, is what I remember from that.

          24   Q.  Do I take it that you left it at that, then, that you

          25       didn't seek to press her to see exactly what she meant
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           1       by that?

           2   A.  Because she's the infection control specialist, I'm

           3       afraid I did accept her opinion on the number that I had

           4       and the fact that we didn't require to close the ward.

           5   Q.  Did you raise with her the possibility of closing the

           6       ward?

           7   A.  Yes.

           8   Q.  Did any members of your staff raise with you the issue

           9       of closing the ward because of the number of patients

          10       you had with C. diff?

          11   A.  I do recall it being mentioned at some point.  I don't

          12       know how close it was in relation to my conversation

          13       with Helen.  I can't recall who that would have been,

          14       but I do remember it being -- it might have been the

          15       same day that perhaps prompted me to discuss it with

          16       Helen.  I can't remember exactly.  But it does sound

          17       familiar, that perhaps one of my staff has mentioned it

          18       before.

          19   Q.  I noted that you said at some point when we had this

          20       exchange that Helen O'Neill mentioned cohorting and that

          21       you said, "Don't you mean closing?", and that is when

          22       she said that these cases could be explained.  Did you

          23       have that sort of exchange?

          24   A.  With Helen O'Neill?

          25   Q.  Yes.
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           1   A.  Yes, that is what I remember saying, yes.

           2   Q.  Then, moving on to what I was saying, had a member of

           3       your staff raised with you the possibility of closing

           4       the ward?

           5   A.  I can't remember how the conversation came about.

           6       I just remember -- I have a vague recollection of

           7       a member of staff suggesting that we had a higher

           8       incidence of C. diff.  How the conversation went after

           9       that, I can't remember.

          10   Q.  If you had an outbreak, then would that mean that the

          11       ward would be closed?

          12   A.  Yes, if they declared an outbreak, they would close the

          13       ward to admissions, yes.

          14   Q.  Are we to understand, then, that in light of

          15       the conversations you had, this is something really that

          16       we have to raise with Mrs O'Neill as to why she took the

          17       stance she did?

          18   A.  Yes.

          19   Q.  At this time, if the ward had been closed, then do

          20       I take it, for example, patients such as Mrs Jones would

          21       not have been admitted to the ward?

          22   A.  Well, I think if the only person that was positive was

          23       [Patient C] at that time, the ward wouldn't necessarily

          24       have been closed --

          25   Q.  When were --
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           1   A.  -- but we certainly wouldn't have received --

           2   Q.  Perhaps you can assist me: when do you reckon the

           3       conversation about closure and cohorting took place?

           4   A.  I just know that it would be sometime in January.

           5       I don't have any more specific dates on that.  So if

           6       there were a few people positive at that time when the

           7       discussion took place, of course the ward would have

           8       been closed.  But around about Mrs Jones coming in,

           9       I don't believe we had sufficient numbers, did we,

          10       positive at that point?

          11   Q.  I suppose, if an outbreak had been declared and the ward

          12       had been closed, then the position --

          13   A.  Oh, I see --

          14   Q.  -- would have been different?

          15   A.  If 8 February was within that period of closure, yes.

          16   Q.  Even if it wasn't.  If the period of closure was

          17       in January, when we know you had a number of patients

          18       who were positive, and an outbreak had been declared,

          19       and the proper procedures had been put into place, which

          20       would mean escalating the matter further up the chain --

          21       is that right?

          22   A.  Yes.

          23   Q.  Then, later on, the position may very well have been

          24       different when further patients came to be admitted?

          25   A.  Yes.
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           1   Q.  Did you have an outbreak in ward F in January 2008?

           2   A.  Yes.

           3   Q.  So far as you can say, then, was the outbreak policy

           4       followed?

           5   A.  No.  We all have -- everybody within the team has

           6       a different responsibility in that aspect.  So I think

           7       it's my responsibility to speak to infection control and

           8       let them know of the numbers, and I think ultimately

           9       they declare the outbreak.  That's obviously only

          10       applicable when they're there Monday to Friday.

          11   Q.  But your answer is no, I think, that the outbreak policy

          12       wasn't followed, because, of course, there wasn't an

          13       outbreak declared?

          14   A.  No.

          15   Q.  Who would have known that there was indeed an outbreak

          16       in ward F in January 2008?

          17   A.  Myself would have been aware of the figures; infection

          18       control; and I believe the lead nurses at the bed

          19       meetings would be aware of the levels we had at that

          20       time.

          21   Q.  Can you remind us of the names of the lead nurses?  Who

          22       do you have in mind?

          23   A.  The two lead nurses at the time were Sue Wilson and

          24       Liz Rawle.

          25   Q.  If you look at someone like Sue Wilson, to take her as
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           1       an example, she had responsibility not only for your

           2       ward, but also for other wards in the hospital?

           3   A.  Sue Wilson wasn't responsible for rehabilitation, sorry;

           4       she was responsible for medicine.  Liz Rawle was

           5       responsible for my ward.

           6   Q.  But Sue Wilson and Liz Rawle, they would attend the bed

           7       meetings for all the wards?

           8   A.  Yes, they attended the one bed meeting, but they weren't

           9       both always present every morning.

          10   Q.  So far, then, there is yourself, there is the infection

          11       control, there is Sue Wilson and Liz Rawle.  Anyone else

          12       who would be aware?

          13   A.  Perhaps if Liz Rawle had passed the information on to

          14       her line manager, but I don't know, apart from these

          15       direct people.  I don't know who they would have

          16       informed after that.  Perhaps the medical consultant on

          17       our ward would have been aware.  They're his patients.

          18   Q.  That was one of the points I was going to raise with

          19       you: who, within the medical side of things, would have

          20       been aware?

          21   A.  Dr Akhtar, who was the consultant on the ward, would

          22       have known that his patients had C. diff.

          23   Q.  Any other doctor?

          24   A.  With regards to the overall level, I'm not sure, but

          25       certainly Dr McCruden, another medical consultant, was
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           1       covering the medical boarders at some point in January,

           2       but I couldn't guarantee that he would have the overall

           3       figures for the ward and not just his two patients.

           4   Q.  Are these, then, the two people that you would pinpoint

           5       who would have the means of knowledge?

           6   A.  Yes.

           7   Q.  What about the bed manager?

           8   A.  The bed manager would know as well, yes.

           9   Q.  What about Judy Taylor?  Would she know?

          10   A.  Not necessarily, no.  She's not always in attendance at

          11       the bed meetings.  So, no, I wouldn't necessarily say

          12       she would know that information.

          13   Q.  If we are looking to who would be in attendance at the

          14       bed meetings, would those in attendance at the bed

          15       meetings have the means of knowing what the position was

          16       in ward F?

          17   A.  Yes.

          18   Q.  Indeed, in other wards as well in the hospital?

          19   A.  Yes.

          20   Q.  Can we just focus on those who would be in attendance

          21       normally at the bed meetings?  I think you indicated the

          22       ward sisters would be in attendance.

          23   A.  Yes.

          24   Q.  The supervisors, you mentioned Sue Wilson and Liz Rawle?

          25   A.  Yes.
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           1   Q.  The bed manager?

           2   A.  Yes.

           3   Q.  That's Mrs Law.  And did you say Judy Taylor, on

           4       occasions?

           5   A.  If she had something significant to tell us, but it was

           6       not very frequently, no.

           7   Q.  Who else?  Have I missed anybody out?

           8   A.  I don't think so.  Did you say infection control?

           9   Q.  No.  So infection control as well?

          10   A.  Yes.

          11   Q.  At the bed management meetings, would you raise issues

          12       such as the fact that you had a number of patients with

          13       C. diff in your ward?

          14   A.  One of the pieces of information they wanted to know at

          15       the bed meeting was who had -- what wards had anybody in

          16       isolation.  So that would be raised at the meeting, and

          17       I believe, at the period we are talking about, the forms

          18       indicating what infection status was in every ward was

          19       exchanged between the bed manager and infection control.

          20   Q.  First of all, just to be clear in relation to my

          21       question, and I will put it more pointedly, would the

          22       other ward sisters know that in January, for example,

          23       you had a number of patients with C. diff in ward F?

          24   A.  Yes.  Yes, they would have.

          25   Q.  Similarly, would you know, if it be the case, that there
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           1       were patients with C. diff in other wards?

           2   A.  Yes, I do recall occasions where I have heard that

           3       someone else had C. diff, yes.

           4   Q.  The form you mentioned a moment ago, can you just help

           5       me with that, what sort of document is that?

           6   A.  I'm not sure what the title of the form would be, but it

           7       is documentation -- I think I mentioned previously that

           8       Jean Murray had suggested it was kept over the winter

           9       particularly, and that was the form I thought had

          10       started in September 2007 with regards to what infection

          11       was in every ward at any one time, and it was exchanged

          12       at the bed meeting.

          13           Probably the person to give you more information on

          14       it would be either Isobel Law or infection control

          15       themselves.

          16   Q.  Have you seen those forms yourself in the past?

          17   A.  I don't know if I have, to be honest.

          18   Q.  If they were exchanged at bed meetings, who were they

          19       exchanged with?

          20   A.  Just between, like I say, bed management and infection

          21       control.

          22   Q.  So the ward managers wouldn't see them?

          23   A.  No.

          24   Q.  Even if they related to your ward, you wouldn't receive

          25       these forms?
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           1   A.  No, because I would know the information that was

           2       contained for my ward.  I think it was devised -- there

           3       was a period where infection control would phone around

           4       in the morning and find out what infections you had in

           5       your area, and I think that was the information they

           6       then used to populate these forms.

           7           Then I believe the exchange would be infection

           8       control would give it to bed management and it would

           9       perhaps let her know what availability there was of

          10       single rooms across the site.  That is my understanding

          11       of the form.

          12   Q.  You said there that, even if they related to your ward,

          13       you wouldn't receive these forms -- that was the

          14       question -- and you said, no, because you would know

          15       what information was contained for your ward.  How would

          16       you know that?  How would you know what information

          17       related to your ward?

          18   A.  The information she had about ward F's infection status,

          19       I would already know that when I was at the meeting.

          20   Q.  Would that be from making yourself aware as to what the

          21       status of each patient was?

          22   A.  Yes.

          23   Q.  I'm looking for a document to see whether or not this is

          24       the document you have in mind.  Can we look at

          25       GGC23150001?  We are looking at a document dated
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           1       26 February headed "Patients nursed in isolation.

           2       Information for bed management".  Is this the document?

           3   A.  Yes, that would be it, yes.

           4   Q.  Our understanding from the hospital is that this did not

           5       come into play until February 2008?

           6   A.  Right.

           7   Q.  So if that is the case, they wouldn't have been

           8       available from September.  So you may have got that

           9       wrong?

          10   A.  Sure, yeah.  I think the discussion at the infection

          11       control meeting in September was when Jean Murray first

          12       asked for them to start.  So I have maybe made the

          13       presumption that they started from that moment.

          14   Q.  But this document certainly gives information in

          15       relation to each ward as to which patients are said at

          16       that time to be in isolation; is that the purpose of it?

          17   A.  That is the form I'm thinking of.  Do we know that they

          18       definitely weren't there in January; yeah?

          19   Q.  As I said, the information we have is the forms came

          20       into force in February.  So we can't go further back

          21       than that.

          22           I want to put to you some comments made in

          23       a statement given to the Inquiry by one of your nurses,

          24       WTS00690001.  This is a statement given to the Inquiry

          25       by Mrs Kelso.  She was a nurse who, I think, worked in
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           1       ward F, certainly in 2007/2008?

           2   A.  Yes.

           3   Q.  Is she now retired?

           4   A.  No, no.  She still works with me.

           5   Q.  If we turn to page 7 of the statement, where there is

           6       a section where she's dealing with infection control,

           7       what she says in paragraph 25 is:

           8           "I recall on one occasion looking at the infection

           9       control manual to see what the definition of an outbreak

          10       was.  I found that an outbreak is classed as having

          11       three patients on the ward at any one time with the

          12       infection.  I came on duty and found that there were

          13       four female patients in the four-bed area and I got

          14       annoyed because I knew that three of the ladies were

          15       infected with C. diff.  I discussed this with the nurse

          16       on duty and pointed out that three patients constituted

          17       an outbreak and the ward should have been closed.  I was

          18       told that Sister Shepherd had been discussing this at

          19       the bed managers' meeting.  The ward was closed at some

          20       point in time, but I cannot recall exactly when."

          21           Just looking to that, do you recollect there being

          22       any suggestion from the staff nurses in relation to ward

          23       closure?

          24   A.  I don't recall a conversation in relation to closure,

          25       but I do have, like I said, a sort of vague sort of
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           1       recollection of it being mentioned.  I don't know on

           2       what occasion it was.  It is perhaps the time that

           3       whoever it was who said that to Nurse Kelso, perhaps

           4       that was the conversation that day.  I can't remember.

           5   Q.  If we look at page 9 of her statement, what she says at

           6       paragraph 33 is:

           7           "I think the C. diff outbreak could have been

           8       handled better.  Patients were being moved into the ward

           9       when it should have been closed because it had three

          10       patients with C. diff."

          11           Do you agree with that?

          12   A.  Yes, that is a reasonable statement to make, yes.

          13   Q.  She also put in a supplementary statement; WTS02060001.

          14       If we turn to page 15 of Mrs Kelso's supplementary

          15       statement, page 15, she says in that paragraph:

          16           "On ward F I was aware that we had more C. diff

          17       patients than normal going into January 2008.  After

          18       that, they began to get more frequent.  I was not aware

          19       of what the situation was across the whole hospital

          20       until I read about it in the papers."

          21           Then moving on to paragraph 93:

          22           "As nurses, we discussed the situation between

          23       ourselves and we relayed our concerns about the increase

          24       in numbers of C. diff-infected patients to

          25       Sister Shepherd."
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           1           That is a specific suggestion that there was a clear

           2       discussion with yourself in relation to this.  Do you

           3       remember that happening?

           4   A.  No, I can't pinpoint that conversation, no.

           5   Q.  What about the suggestion:

           6           "Other nurses and I did say to Sister Shepherd that

           7       we felt the ward should be closed ..."

           8           Do you remember nurses saying to you that they felt

           9       the ward should be closed?

          10   A.  I don't recall.  You see, because we had closure with

          11       norovirus and then we had an increased number of C. diff

          12       in January, I can't pinpoint what discussion took place

          13       when; whether there was discussion with regards to

          14       norovirus or whether they recall having a discussion

          15       about C. diff.  But when she refers to "should be closed

          16       before it was actually closed", I wonder if it is the

          17       time of norovirus, because we didn't actually close for

          18       C. diff.  I'm not sure.

          19   Q.  If she is talking about C. diff, which seems to be the

          20       context, do you have any recollection of other nurses

          21       suggesting the ward should be closed in relation to

          22       C. diff?

          23   A.  No, I don't have any specific recollection of that, no.

          24   Q.  Sister Gargaro, we have looked at a number of patients.

          25       Just to recap, we have looked at the position of

                                            63

           1       [Patient C], Mrs Rainey, Mrs Hamilton, Mrs McGinty,

           2       Mrs Millen, Mrs Jones and also Mrs Gildea.  So that is

           3       a number of patients we have looked at.

           4           Does it seem that, in relation to each of these

           5       patients, not one of them was isolated before the

           6       C. diff diagnosis was made?

           7   A.  I think that was the case in the majority of them.

           8   Q.  The possible exception is Ellen Gildea.

           9   A.  Right.

          10   Q.  But in relation to the other patients, do you have any

          11       recollection of other patients being isolated before the

          12       C. diff was actually confirmed?

          13   A.  I think most of them, right enough, were -- we couldn't

          14       isolate until we got the result, and some of them

          15       weren't able to get into a side room at all.

          16   Q.  Very well.  Does it appear from looking at the medical

          17       records that, in relation to each of them, including

          18       Mrs Millen, though we didn't look at her in detail, the

          19       stool charting, if it was done, was really wholly

          20       inadequate?

          21   A.  Yes, a lot of the stool charts were poorly completed,

          22       yes.

          23   Q.  Does it appear, in relation to each of them, including

          24       Mrs Millen, that there were no care plans put in place

          25       to manage C. diff?
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           1   A.  That's right, yes.

           2   Q.  Could it be said that C. diff was not looked upon as

           3       a particularly high priority in ward F at this

           4       particular time because of the way in which such

           5       patients were managed, with little evidence of

           6       isolation, inappropriate stool charting and no care

           7       planning?

           8   A.  I think we were aware of the situation at the time.  We

           9       have certainly been able to document the stools in

          10       detail through the nursing narrative, so we were taking

          11       serious consideration at that point, but we just can't

          12       evidence it on a stool chart.

          13   Q.  What about the lack of care planning?  Does that not in

          14       itself indicate that C. diff was not a top priority in

          15       ward F at the relevant time?

          16   A.  I don't think that in itself would indicate that we

          17       didn't take it seriously.  That particular period,

          18       between December and February, there's obviously now,

          19       looking back on the records, quite a few things that

          20       we weren't able to achieve.  I don't think it is a true

          21       reflection that we didn't take the condition itself

          22       seriously.

          23   Q.  We have also seen, I think, that the fluid balance

          24       charting that was carried out in relation to these

          25       patients was not adequate; is that right?
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           1   A.  On the whole, it wasn't adequate, no.

           2   Q.  Similarly, we'd seen, in the main, from the evidence

           3       from the families, that there was no advice on hand

           4       washing, and either no or conflicting evidence with

           5       regard to laundry.

           6           These matters, do they tend also to indicate that

           7       C. diff was not really a high priority for the nurses in

           8       ward F?

           9   A.  I think we have heard some evidence that some of

          10       the families were given information, but, yes, the

          11       majority of them seem to have not had that communicated.

          12           I think, truly, it just reflects more the pressures

          13       that the nurses were under at the time, rather than the

          14       fact that they weren't aware of its importance.

          15   Q.  If it be the case, according to some of the evidence

          16       that was given, that nurses were dealing, I think, with,

          17       in particular, Mrs McGinty, and not wearing personal

          18       protective equipment, that certainly would indicate that

          19       the nurses were not taking seriously the infection, if

          20       that be correct?

          21   A.  I never saw any nurse not wearing PPE.

          22   Q.  But that is not answering my question.  If it be

          23       correct --

          24   A.  If it be correct?

          25   Q.  -- would that suggest nurses were not taking the
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           1       infection seriously?

           2   A.  Yes, if that was correct, yes.

           3   Q.  Can I ask you this, Sister Gargaro: you have sought,

           4       I think, to defend the care given by your nurses to the

           5       patients on the ward, and you have said on a number of

           6       occasions that, although things aren't documented, the

           7       care would always be given?

           8   A.  Yes.

           9   Q.  You have said that the nurses would know, in any event,

          10       what the position with each patient was --

          11   A.  Yes.

          12   Q.  -- even if it was not recorded; is that right?

          13   A.  Yes.  I would say -- I don't think you could give

          14       a 100 per cent guarantee on every single piece of

          15       information, but within the team, the level of

          16       information we shared with each other, then it would be

          17       known, absolutely.

          18   Q.  How did you measure the quality of nursing within your

          19       ward?

          20   A.  I could see their intervention every day, I could see

          21       the outcome of their intervention.  I was very much part

          22       of that process a lot of the time.  I didn't have

          23       a formal means of measuring -- I'm not sure what aspect

          24       of care you are asking me to measure.

          25   Q.  I'm just asking a general question, because you are,

                                            67

           1       I think, saying that, so far as -- you are making

           2       a point, I think, that so far as you are concerned, the

           3       quality of care in the ward was not affected by the fact

           4       that, when we look at the records, there are

           5       deficiencies in the records?

           6   A.  Yes.

           7   Q.  What I am asking you is, well, how did you measure the

           8       quality of care?

           9   A.  I couldn't have a formal measurement.  I just had to

          10       assess it based on what I could see every day, the

          11       interventions and the outcomes of what was going on.

          12   Q.  I want to briefly look at the statement you have given

          13       to the Inquiry, Sister Gargaro.  If we can look at

          14       WTS01900001.  In paragraph 6, on page 2, you make

          15       a point about not being aware of a bed spacing policy at

          16       the time; is that correct?

          17   A.  Yes.

          18   Q.  But you then became aware of such a policy subsequently;

          19       is that right?

          20   A.  Yes.

          21   Q.  Looking to room 16, particularly when the fourth bed was

          22       put in the room, was it a fairly congested area with

          23       four beds?

          24   A.  Yes, it was.

          25   Q.  If we turn to page 4, paragraph 20, you have some
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           1       observations there to make in relation to morale.  What

           2       you say is:

           3           "The merger between the Greater Glasgow Health Board

           4       and Clyde hospitals did not have any impact on ward F.

           5       I do not think that there was any impact on the morale

           6       of me or my staff."

           7           What about the suggestion that the hospital may have

           8       been under threat?  Did that impact upon morale?

           9   A.  No, I don't think it impacted on morale on a day-to-day

          10       basis when the staff were working.  I think it was just

          11       a threat that was hanging over them over a period of

          12       a long time, and they were almost used to it.  But when

          13       they came into work, it certainly didn't reflect on

          14       their performance when they were there.

          15   Q.  If we turn to page 6 of your statement, at

          16       paragraph 29 -- we have covered this -- what you say

          17       there is:

          18           "I recall that I discussed closing the ward with

          19       Helen O'Neill because we had 3 positive cases.

          20       Helen O'Neill told me that there was no need to close

          21       the ward because all of the cases could 'be explained'."

          22           That is your position in relation to what you got

          23       from the infection control nurse?

          24   A.  Yes.

          25   Q.  You also, I think, produced a supplementary statement,
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           1       if we could look briefly at that.  That is at

           2       WTS01920001.  At paragraph 5, you say:

           3           "I am responsible for writing and checking the

           4       patients' care plans, or at least checking the plans

           5       that may have been written up by other nurses."

           6           What did you mean by that when you said that in your

           7       supplementary statement?

           8   A.  My normal practice would be, on a period of roughly

           9       every few weeks, to spot-check the nursing

          10       documentation, just to ensure to myself that patients

          11       had care plans in place and the records were well

          12       maintained.

          13           I think, during the period of between December --

          14       well, for at least three months, when my staffing was at

          15       crisis point at some times and the work pressure was

          16       high, I have not been able to maintain my usual

          17       frequency of checking.  I certainly do recall making

          18       significant attempts to check it and perhaps not getting

          19       around all 17 of the patients and perhaps just managing

          20       to do one room before I was taken off to another

          21       requirement.  So the level of maintenance during the

          22       relevant period wasn't to my usual standard,

          23       unfortunately.

          24   Q.  So we have to take this statement with the qualification

          25       that during the period, what, December/January/February
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           1       -- December 2007, January/February 2008 -- you did not

           2       check the care plans?

           3   A.  Not every patient, no.

           4   Q.  Did you check any patients during that period in time?

           5   A.  I believe I would have, yes.

           6   Q.  Did you check any of the patients that were suffering

           7       from C. diff?

           8   A.  I can't pinpoint what patients they were, no.

           9   Q.  On page 2 of the supplementary statement, at

          10       paragraph 12, you say --

          11   MR PEOPLES:  Before going on, I don't wish to interrupt, but

          12       it is just on the point of checking.  I wonder if

          13       Sister Gargaro could tell us what she found from the

          14       records she did check with regard to the quality of

          15       record keeping at that time?

          16   MR MACAULAY:  You heard the question.  Can you answer that?

          17   A.  I wouldn't be able to pinpoint within that three-month

          18       period, but I could let you know that quite a common

          19       problem that I did come across during my checks was that

          20       some patients did not have a care plan initiated or they

          21       maybe just perhaps had one or two topics and not all of

          22       the topics covered.  But within the three-month period,

          23       I can't pinpoint the detail as to what I found or not.

          24   Q.  So are you saying that in the three-month period from

          25       December 2007 and January/February 2008, you did
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           1       discover that there were patients who did not have the

           2       appropriate care plans in place?

           3   A.  I couldn't specify it was during that period.  I'm just

           4       giving you an example of what I would sometimes find

           5       during my routine checks.  But I wouldn't want to say

           6       that within that three-month period specifically,

           7       because I can't remember.

           8   Q.  At paragraph 9, you say:

           9           "Outside of the audits ..."

          10           What do you mean by that, when you talk about

          11       "audits" here in this context?

          12   A.  I would be making reference to the audits that are

          13       requested of me by the lead nurse or the head of nursing

          14       with regards to record keeping or pressure sore

          15       prevalence, et cetera.

          16           I'm just, I think, explaining there that I've taken

          17       it upon myself to have a look at the overall standard of

          18       care plan completion.

          19   Q.  I understood you to say earlier on in your evidence that

          20       in the period that we are interested in, from

          21       January 2007 through to June 2008, you had not conducted

          22       any audits?

          23   A.  No, I couldn't remember doing it in that period, no.

          24   Q.  You go on to say:

          25           "... I take a particular interest in the individual
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           1       care plans produced for all patients in the ward."

           2           Can we just understand that?  Insofar as the period

           3       December 2007 to February 2008, have we to qualify that

           4       by saying that you didn't look at all patients in the

           5       ward during that period in time?

           6   A.  No, I wouldn't have had a chance to do all of them, no.

           7   Q.  At paragraph 12, you say:

           8           "The infection control team also have care plans;

           9       for example, in relation to the management of a patient

          10       with loose stools, Clostridium difficile and MRSA."

          11           Can you explain that for us?

          12   A.  I'm obviously not referring to the relevant period at

          13       that time.  I think I'm just giving the -- because this

          14       is just all the answers and I can't see the context of

          15       the question, at this point, when I'm giving my

          16       supplementary statement, I'm under the impression I'm

          17       just giving them further information, because they were,

          18       as you said, at the statement, lay people that needed

          19       further explanation on certain processes.  So I do

          20       believe I'm just actually letting them know that we now

          21       have in place these care plans available.

          22   Q.  So this is something that really postdates the period

          23       we're interested in; is that correct?

          24   A.  Yes.

          25   Q.  Do the infection control team, post June -- did the
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           1       infection control team, after June 2008, also have care

           2       plans for the management of C. diff?

           3   A.  Yes.  I can't pinpoint what date they came, but

           4       certainly at some point in 2008.  I think the bundles

           5       were introduced first of all in May, actually, 2008.

           6   Q.  But the focus here is on the infection control team.

           7       I can understand you had care plans put in place for the

           8       ward, but this focus here is on the infection control

           9       team.  Did they also have care plans?

          10   A.  The infection control team would have the pro forma care

          11       plans, and we went through a period of -- they only

          12       provided the care plan when you actually had a positive

          13       patient.  I think that is perhaps what I'm seeing there.

          14       We now actually have them at ward level.

          15   Q.  A point you made a moment ago about your staff being at

          16       crisis point, what did you mean by that when you made

          17       that observation?

          18   A.  What did I say, sorry?

          19   Q.  You made a point that your staff levels were at crisis

          20       point, I think, over the period we are looking at,

          21       December 2007 through to January/February 2008.

          22   A.  I'm generally just referring to the pressure on the ward

          23       at the time with the combination of the level of

          24       sickness absence we were carrying; the overall

          25       combination.  It actually, I think, was the most
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           1       challenging period I have ever had in the 21 years doing

           2       the job, for those reasons.

           3   Q.  If we turn to page 17 of the statement, at paragraph 84,

           4       this is dealing with fluid balance, you say:

           5           "The fluids are balanced every day at noon.  We

           6       total the fluid input and fluid output with the

           7       resulting difference given a plus or minus.  The

           8       balancing is always carried out by a trained,

           9       experienced nurse."

          10           Again, looking to the period we have been looking

          11       at, although that might have been what was desirable,

          12       can we see that the fluid balance charts that we have

          13       seen do not bear out that position?

          14   A.  No, I wouldn't have been quite as definitive in

          15       describing the completion of them during that particular

          16       period, no.

          17   Q.  Under "Stool charts" at paragraph 87, you say:

          18           "Stool charts would be started where a patient has

          19       loose or abnormal stools."

          20           You move on to say:

          21           "Between January 2007 to June 2008, stool charts and

          22       bowel activity records would have been kept in the

          23       patient's bedside folder ..."

          24           Again, do we qualify that, at least in relation to

          25       the patients we have looked at, that there really
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           1       weren't appropriate stool charts put in place?

           2   A.  No, I think some patients didn't have them, no.  But

           3       I think I also did go on to note what I have said there,

           4       that there was detailed description in the nursing

           5       notes.

           6   Q.  If we look at paragraph 91 of the statement:

           7           "In the period between January 2007 and June 2008

           8       where a patient had a second episode of loose stools,

           9       I would have expected a stool chart to be initiated.

          10       Any nurse could have done this.  There was no need to

          11       wait for an instruction from a doctor.

          12           "If a patient was diagnosed with C. diff, I would

          13       have expected a stool chart to have been initiated and

          14       kept up to date.  Stool charts can be important in

          15       assessing the severity of C. diff."

          16           Again, really, looking to the cases we have looked

          17       at, where there is little evidence of appropriate stool

          18       charting, although this is no doubt absolutely

          19       desirable, what you say, in relation to these cases, is

          20       that didn't happen?

          21   A.  No, it didn't.

          22   Q.  Can I put to you a statement that's made in the witness

          23       statement provided to the Inquiry by Liz Rawle;

          24       WTS01440001.  The particular paragraph I would like to

          25       take you to is paragraph 76 on page 17.  What Mrs Rawle
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           1       says there is:

           2           "As far as I remember, the first time I heard that

           3       there was some kind of problem was around February 2008

           4       when Laura Shepherd, senior charge nurse of ward F,

           5       mentioned that she was cohorting 3 patients with

           6       symptoms of C. diff.  I met with Laura about this time

           7       to make sure that we were following the infection

           8       control guidance and particularly with reference to

           9       information being passed appropriately to the families.

          10       Laura assured me that the guidance was being followed.

          11       I think at this time we had put the fourth bed back in

          12       the room in ward F as I have described."

          13           Do you recollect this particular discussion with

          14       Mrs Rawle?

          15   A.  Not that particular one, no.

          16   Q.  No recollection of that?

          17   A.  No.  I do recall, like I say, having discussions about

          18       the levels, but I couldn't pinpoint her particular

          19       advice at that one, no.

          20   Q.  I now have some questions I have been asked to put to

          21       you, Sister Gargaro, on behalf of the families, first of

          22       all, and patients.  Some of this might have been covered

          23       already, and I will try to weed out what has clearly

          24       been covered as I go along.

          25           We discussed the position of Rosa Rainey being moved
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           1       to a single room, I think on or about 25 January 2008.

           2       I think I asked you whether that was because of

           3       a representation made by her son.  Can you remember me

           4       asking you that?

           5   A.  Yes, I do.

           6   Q.  Did you say that you thought it was because David Rainey

           7       had raised that with you, as to whether his mother could

           8       be moved?

           9   A.  I do recall him asking me that.  I think it was

          10       23 January, and the first available opportunity to move

          11       anybody into a side room was the 25th.  I believe my

          12       conversation with him on the 23rd would have influenced

          13       that decision to move Rosa.

          14   Q.  It did?

          15   A.  I would imagine it would have, yes.

          16   Q.  Was Mrs Rainey's place in room 16 then taken by

          17       Mrs McGinty?

          18   A.  I don't believe it was.  I can't actually remember that

          19       one accurately, because I can visualise Mrs Rainey being

          20       in the bigger bed space when we only had three beds.

          21       So --

          22   Q.  Sorry?

          23   A.  Does that follow?

          24   Q.  Mrs McGinty, as you know, had been admitted on

          25       4 December and had been in room 11 and was then moved to
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           1       room 16 on 25 January.

           2   A.  Right.

           3   Q.  At least looking to the timing, there would certainly

           4       seem to be a connection in time?

           5   A.  Yes, there does, yeah.  That would work.

           6   Q.  Are you agreeing, then, with what I have been putting to

           7       you: that Mrs Rainey's place in room 16 was taken by

           8       Mrs McGinty?

           9   A.  That would make sense, yes.

          10   Q.  We may have covered this, but when Mrs Jones was moved

          11       into room 16, was she put into bed 12?

          12   A.  Yes, she was.

          13   Q.  Was any pressure applied on you by Jean Murray, or any

          14       other person, to accept Jessie Jones as a patient?

          15   A.  Yes, I believe so, just in that I went down to the

          16       meeting when Jessie was to be transferred over with

          17       a concern that I wanted to have the contingency bed

          18       removed because I anticipated a potential risk of having

          19       a symptomatic patient.

          20           So the fact that that didn't happen suggested that

          21       it's been overruled to some degree.  I just can't

          22       recollect exactly how the conversation progressed and

          23       with whom it was.  I have only been able to give a few

          24       options of possibilities for these people.

          25   Q.  Can you help me with this point: who would make the
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           1       decision to permit the transfer of Mrs Jones from the

           2       Western Infirmary to the Vale of Leven?

           3   A.  Initially -- if it was a straightforward transfer, it

           4       would just be the bed manager.

           5   Q.  Would there not be some medical input into that

           6       decision?

           7   A.  Sorry, yes, her transfer would be accepted by a medical

           8       person first of all, perhaps the day before, to agree

           9       the transfer.

          10   Q.  What investigation would the medical person carry out to

          11       see whether or not the hospital could accommodate

          12       a patient on transfer?

          13   A.  The medical person generally wouldn't get involved in

          14       that part of the discussion.  They just confirm to the

          15       referring doctor at the hospital, in the Western, for

          16       example, that it is suitable to transfer the lady.  The

          17       ward that had the patient would then contact the bed

          18       manager to make sure there was availability for that

          19       person.

          20   Q.  If the doctor didn't carry out some investigation, how

          21       would the doctor know if the hospital could accommodate

          22       the patient?

          23   A.  When the doctor is referred to to accept the patient, he

          24       is not considering if there is actually availability for

          25       her.  He is just saying that it is medically appropriate
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           1       to take this lady to the Vale of Leven.  The ward that

           2       is making the referral, the nursing staff of the ward

           3       would refer to the bed manager to ask for information

           4       about if there is actually a bed available.  The medical

           5       person doesn't get involved in that discussion.

           6   Q.  So if, medically, it is appropriate, then the doctor

           7       gives the go-ahead?

           8   A.  Yes.

           9   Q.  That is the first stage.  The second stage is the

          10       liaison between the bed manager of the Vale of Leven and

          11       the Western General (sic); is that correct?

          12   A.  Yes, the referring hospital would refer to our bed

          13       manager at the Vale of Leven, yes.

          14   Q.  At that point, then, the bed manager would have to

          15       satisfy herself that there was accommodation available?

          16   A.  She carries a list of repatriation, it is called,

          17       because there may well be people on other sites waiting

          18       to come down.  It is her job that day to decide who goes

          19       where from what hospital.

          20   Q.  So if the bed manager has accepted a patient, then is

          21       there pressure, then, to find a place for that patient

          22       in the hospital?

          23   A.  Yes.  It does involve some people waiting for two or

          24       three days before they can transfer down, though, if

          25       there are more referrals waiting to come than beds
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           1       available.  Does that make sense?

           2   LORD MACLEAN:  I think it is the Western Infirmary.  We are

           3       in the west of Scotland, not the east of Scotland.

           4   MR MACAULAY:  I am sorry, my Lord.  The Western General,

           5       I think I should say.

           6   LORD MACLEAN:  Western Infirmary.

           7   MR MACAULAY:  Western Infirmary.  I said the

           8       Western General.  We are in the west of Scotland, of

           9       course.

          10           Just to be clear, then, are you saying that there

          11       would be pressure on the bed manager to find a place for

          12       such a patient in the Vale of Leven?

          13   A.  Yes.  She would be under pressure for that.  But if she

          14       literally didn't have availability, she would let the

          15       Western General (sic) know that she couldn't take the

          16       patient, and they would sit on the repatriation list

          17       pending the first available bed, which could be a day or

          18       two later.

          19   MR PEOPLES:  My Lord, I wonder, in relation to that answer,

          20       whether the witness could say what happens in

          21       a situation where the bed manager is contacted by the

          22       referring hospital; what checks are made to see that

          23       there is no infection in the particular ward that might

          24       be considered otherwise suitable?

          25   MR MACAULAY:  You heard that question.  Can you answer that?
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           1   A.  The bed manager would -- I'm just trying to think --

           2       would have the information on the forms that I was

           3       talking about earlier.  But if they didn't start

           4       until February, I guess the bed manager would contact

           5       the ward that she's planning to send the patient to

           6       and --

           7   Q.  That is what happened in Mrs Jones' case, in that you

           8       had your discussion at the meeting on 8 February?

           9   A.  I think, when I was investigating that, it turns out

          10       that Staff Nurse Bowater was informed the day before of

          11       the possible transfer and there seems to have been some

          12       discussion with her and Jean Murray about that, so

          13       I don't quite know who got involved at what stage on

          14       7 February.

          15   Q.  The next question I have been asked to put to you is: if

          16       the final decision on Mrs Jones' admission to ward F had

          17       been down to you, would you have decided, because of

          18       infection on the ward, not to admit her to room 16?

          19   A.  If it had been solely my decision --

          20   Q.  Yes.

          21   A.  -- at the time when she was symptomatic, then I would

          22       not have, no.

          23   Q.  Just to be clear, the question is: if the final decision

          24       on Mrs Jones' admission to ward F had been down to you,

          25       would you have decided, because of infection on the
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           1       ward, not to admit her to room 16?

           2   A.  Because of the potential infection in bed 11, I would

           3       have not admitted her to the bed, no.

           4   Q.  Do we infer from that that you were overruled by

           5       somebody else?

           6   A.  Yes.  At the bed meeting on the morning of the 8th, yes.

           7   Q.  Who overruled your position?

           8   A.  That is the exact detail I'm unclear of, as to what lead

           9       nurse it was at the time.  I recollect I think I said it

          10       might have been Sue Wilson, but I can't say for sure.

          11   Q.  Can you say if the person who overruled you took it upon

          12       herself to make any investigation to see what the

          13       position in the ward was?

          14   A.  I'm not sure -- I can't remember the detail of

          15       the conversation there at all, to be honest.  I'm hoping

          16       that other people present at the bed meeting that

          17       perhaps are going to come and give evidence can go into

          18       it in more detail than I can remember.

          19   Q.  I have already asked you about some terminal cleans.

          20       I have also asked you to confirm if there were other

          21       terminal cleans.  Perhaps what I could do is put the

          22       document back on the screen; GGC12120001.

          23           I have been asked for you to confirm that there were

          24       terminal cleans on ward F on 28 December 2007.  Is there

          25       any evidence of that?
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           1   A.  Are you asking me to confirm that these terminal cleans

           2       actually took place?

           3   Q.  Yes.  The first date I have been asked for you to

           4       confirm is 28 December 2007.  Is there any --

           5   A.  That doesn't feature on the list.

           6   Q.  It doesn't feature.  The other date I have been asked to

           7       put to you is 25 February 2008.

           8   MR PEOPLES:  My Lord, I don't want to interrupt.  I think,

           9       in fact, the document I asked this question to be

          10       related to is a different document to the one on the

          11       screen.  I think it is GGC11430001.  I think there are

          12       two documents I had in mind.  I'm not sure the witness

          13       is being referred to the right one.

          14   MR MACAULAY:  Okay.  I will look at that document then.

          15       I think the document we have on the screen doesn't

          16       indicate there was a terminal clean on 25 February 2008;

          17       is that right?

          18   A.  No, it is not on that list.

          19   Q.  Nor for 25 April 2008?

          20   A.  No, it is not on that list.

          21   Q.  Then, if we look at GGC11430001, here we have another

          22       list which says "Terminal cleans December 2008

          23       to May 2008".  There is reference to ward F for

          24       28 December.  Would that indicate there was a terminal

          25       clean in the ward?
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           1   A.  Yes, that is when we reopened after norovirus.

           2   Q.  This would be the whole ward?

           3   A.  That is the whole ward.  I think these -- all these

           4       dates refer to whole wards.

           5   Q.  As opposed to particular areas within the ward?

           6   A.  Yes.

           7   Q.  So when you do the whole ward, does that really mean

           8       what it says, that you do all the rooms within the ward?

           9   A.  Yes.

          10   Q.  Just to look at the question, then, on 28 December, we

          11       can see that is noted; 25 February, we can also see

          12       that.  Is that right?

          13   A.  Yes.

          14   Q.  And also 25 April, which is the other date?

          15   A.  Yes.

          16   Q.  These are specific questions again I have been asked to

          17       put to you on behalf of the families and patients.

          18           To what extent, if any, do you consider management

          19       above ward level was responsible for the deficiencies

          20       which have been identified in the nursing reports?

          21   A.  In the nursing reports with regard to documentation?

          22   Q.  The nursing reports that have been prepared in relation

          23       to each of the patients.

          24   A.  Could you say the question again from the beginning,

          25       sorry?
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           1   Q.  To what extent do you consider that management above

           2       ward level was responsible for the deficiencies which

           3       have been identified in the expert nursing reports?

           4   MR KINROY:  Don't answer that.

           5           My Lord, this question assumes, I think, that the

           6       witness will accept that all the deficiencies alleged in

           7       the nursing expert reports occurred, and that has not

           8       been her evidence.  She does not accept that they all

           9       occurred: some did, some didn't.  I suggest the question

          10       will have to be a little refined.

          11   LORD MACLEAN:  It is a very broad question, isn't it?

          12   MR MACAULAY:  Unfortunately, my Lord, it is not my question.

          13   LORD MACLEAN:  No, I know it isn't.

          14   MR MACAULAY:  I can seek to refine it, if that will help.

          15   LORD MACLEAN:  Could you?  Because it really is too broad.

          16   MR MACAULAY:  To what extent do you consider that management

          17       level above ward level was responsible for deficiencies

          18       that you have accepted have been identified by the

          19       expert nursing reports, such as, for example,

          20       deficiencies in relation to fluid balance management, in

          21       relation to care planning and in relation, for example,

          22       to the maintenance of stool charts?

          23   A.  Above ward level -- I mean, I think the completion of

          24       documentation generally would fall within ward level, to

          25       be the responsibility of the individual nurses and
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           1       myself to monitor that, but if we have been in

           2       situations for that period that extra staff would have

           3       assisted the completion of that, or perhaps even

           4       availability of someone to come in and audit and monitor

           5       it more closely during that time, then I would have to

           6       say that there is responsibility beyond ward level for

           7       that deficiency.

           8   Q.  What, in your view, has been the most significant

           9       improvement since June 2008 in relation to the

          10       prevention of C. diff infection and the minimisation of

          11       the risk of cross-infection?

          12   A.  I now work in a different area, so from an environment

          13       point of view it is difficult to comment.  Probably the

          14       most significant change that has affected the rates of

          15       C. diff, I would say, is the availability of

          16       antibiotics, or certain antibiotics.  The antibiotic

          17       stock in the cupboard is far reduced and there is

          18       a process of prescribing and ordering that wasn't in

          19       place before.

          20   Q.  Perhaps it should be more pointed and focus on the

          21       nursing perspective.

          22           What, in your view, from a nursing perspective, has

          23       been the most significant improvement since June 2008 in

          24       relation to the prevention of C. diff infection and the

          25       minimisation of the risk of cross-infection, at least

                                            88

           1       looking to the time that you remained as a ward sister?

           2   A.  From a nursing point of view, we have probably got

           3       a more standardised approach to documentation.

           4       Certainly, we are all much more aware of the importance

           5       of maintaining evidence to reflect our care.

           6           So there has been, I would say, an improvement in

           7       the completion of documentation since that period and

           8       extra vigilance from my own part to ensure more thorough

           9       monitoring.

          10           With regards to the management of C. diff, I think

          11       the pro forma care plans certainly have helped to

          12       evidence and coordinate the care better than what we

          13       were doing back in the time, and we certainly now have

          14       more information about the severity of C. diff and how

          15       to perhaps manage that better with the different

          16       severity marker information we have got, et cetera.

          17   Q.  I have also been asked to ask you this: that if you were

          18       now faced with the situation that was facing you

          19       in December 2007 and January into February of 2008, with

          20       the changes that have since been introduced

          21       after June 2008, what difference, in your opinion, would

          22       these changes have made?

          23   A.  I think, with regards to the documentation then,

          24       et cetera, I would say I would now be in a position to

          25       evidence a lot of the care that did take place much more
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           1       conclusively than I have been able to demonstrate by

           2       being here and just giving you assurance.

           3           Could you repeat the question, just to make sure

           4       I have answered it?

           5   Q.  If you were now faced with the situation that was facing

           6       you in December 2007 and January and February 2008 --

           7       and I think the focus is particularly on the numbers of

           8       patients you had with C. diff -- with the changes that

           9       have been introduced in June 2008 now in place, what

          10       difference, in your opinion, would these changes have

          11       made?

          12   A.  Yes, I have mentioned documentation.  I think now that

          13       we have not got available to us a lot of

          14       the C. diffogenic antibiotics that were prescribed

          15       during that period, I would imagine it would make an

          16       impact on that, and ...

          17           I think that is all I would like to say on that at

          18       the moment that I can think of.

          19   Q.  I have been asked to put particular points to you.

          20           In particular, after 2008, would it be possible to

          21       avoid the cohorting of patients with C. diff infection?

          22   A.  No.  I have had no increase in side room availability

          23       since 2008.

          24   Q.  Would it be possible to avoid a situation in which

          25       patients who are symptomatic are in the same room as
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           1       patients who did not have any symptoms, or are

           2       asymptomatic?

           3   A.  No, you couldn't exclude that possibility from happening

           4       again.

           5   Q.  How would a patient who wanders, such as we had in some

           6       of the evidence we have had here in relation to one of

           7       the patients, be dealt with under current arrangements?

           8   A.  I think I have -- the reflection that I have learned

           9       from the management of the particular lady we have been

          10       talking about, when I completed the risk assessment that

          11       I did in January, after the control measures that I put

          12       in, I kept -- I reduced it to a medium risk and,

          13       therefore, didn't escalate it, and I feel now, on

          14       reflection, I should have maintained that at a high risk

          15       because, despite every control measure, we wouldn't have

          16       been able to completely reduce the effect of that and

          17       that might have changed the direction slightly on how it

          18       was managed.

          19   Q.  That is looking at that.  But now, how would a patient

          20       who wanders be dealt with?

          21   A.  Because of the way I would do the risk assessment

          22       differently, I would contact my lead nurse at the first

          23       indication that this was going to be a difficulty and

          24       perhaps put in a one-to-one nurse from earlier on in her

          25       stay.
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           1   Q.  Also, under current arrangements and procedures, how

           2       would the possible admission of a patient like

           3       Jessie Jones now be dealt with, and in particular, who

           4       now has the final say in relation to the admission to

           5       the ward?

           6   A.  The final say probably hasn't changed.  I would say that

           7       would still be at lead nurse level.

           8   Q.  If the ward sister, the bed manager and infection

           9       control are aware that there's infection within the

          10       ward, who would have the final say as to whether

          11       a patient would be admitted to the ward?

          12   A.  That problem would be -- that request would be escalated

          13       to the lead nurse for a decision.

          14   Q.  Immediately prior to the admission of Jessie Jones on

          15       8 February 2008, can you recall whether any terminal

          16       clean of room 16 took place?

          17   A.  No, I can't recall that, no.

          18   Q.  Is that information that we can get on the information

          19       we have already had on the screen?

          20   A.  No.  8 February is not listed on the terminal clean

          21       dates.  There are other dates that, like I say, terminal

          22       cleans can occur, if you are just using your ward

          23       domestic, but I actually don't have a recollection of

          24       that taking place on 8 February.

          25   Q.  It is prior to the admission on 8 February --

                                            92

           1   A.  Yes.

           2   Q.  -- so this is looking to a terminal clean prior to that.

           3       If it is not listed in the information we have, does

           4       that mean it didn't take place?

           5   A.  No, it could mean that the ward domestic was able to do

           6       it without making the request of the domestic manager,

           7       which would then make the date on that list, but if it

           8       is specific to the date of the 8th, I can't recollect

           9       that taking place, no.

          10   Q.  When a terminal clean is being carried out of

          11       a particular area, are the nurses involved as well as

          12       the domestic staff?

          13   A.  They are, yes.

          14   Q.  If there were to be a terminal clean of a ward like

          15       room 16, what would happen to the patients?

          16   A.  The patients would come out and sit in the day space and

          17       that would allow the cleaning to take place and they

          18       would then be put back in once the final stages were

          19       complete.

          20   Q.  We have covered this, but just to make sure we have, can

          21       you recall whether a terminal clean of room 16 took

          22       place on 31 January 2008?

          23   A.  No, I can't recall it specifically, although I did see

          24       the date was listed on the terminal clean.  But

          25       I can't --
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           1   Q.  So you can't recall it, but the information is there on

           2       the list?

           3   A.  The information is there but I can't pinpoint every

           4       single terminal clean for that period, no.

           5   Q.  Can you tell us what time of day the terminal clean

           6       would have taken place at?

           7   A.  It would have been mid-morning onwards, usually.  If it

           8       is a full ward, it would complete it about 6 o'clock at

           9       night.  If it is one room, it would just tend to take

          10       a couple of hours.

          11   Q.  Again, I have been asked to ask you, although I think we

          12       probably know the answer, what would happen to the

          13       patients in the room while the terminal clean took

          14       place?

          15   A.  Again, they would sit in the same area.

          16   Q.  I have also been asked to ask you some questions on

          17       behalf of the health board, but there are quite a number

          18       of these.  I know it is a bit earlier than normal,

          19       my Lord, but perhaps it might be useful to break at this

          20       point.

          21   LORD MACLEAN:  Very well.

          22   (12.55 pm)

          23                     (The short adjournment)

          24   (2.00 pm)

          25   MR MACAULAY:  Good afternoon, my Lord.
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           1           Good afternoon, Sister Gargaro.

           2   A.  Good afternoon.

           3   Q.  I am now going to ask you questions that I have been

           4       asked to ask you on behalf of the board.  Would you

           5       agree that in recent years there has been a reallocation

           6       of the duties of doctors and nurses, with some nurses

           7       taking on some work formerly done by doctors?

           8   A.  Yes.

           9   Q.  Is it also the case that some work formerly done by

          10       nurses has been taken on by healthcare workers?

          11   A.  Not in my area, no.

          12   Q.  So you disagree with that proposition?

          13   A.  Yes.

          14   Q.  What about the point that, in order to manage this

          15       change, previously untrained staff, healthcare

          16       assistants, were offered training, usually at

          17       SVQ levels, 2, 3 and 4 --

          18   MR KINROY:  My Lord, I don't need this question asked, given

          19       the preceding answer.

          20   MR MACAULAY:  Yes, I can leave that, thank you.

          21           Just looking to the first part of the first

          22       question, where I think you agree there was

          23       a reallocation of the duties of doctors and nurses,

          24       would you agree that it was difficult for some staff to

          25       adapt to more onerous and responsible work that was now
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           1       expected of them?

           2   A.  Yes, it added pressure to the nurse's role, yes.

           3   Q.  Did that then, on occasions, result in staff taking on

           4       responsibilities which they were ill-equipped to do?

           5   A.  No, I wouldn't agree with that, no.

           6   Q.  Well, then, the next point of the question was that this

           7       was a problem in Scotland for a period

           8       including January 2007 and 2008.  Can you address that

           9       at all?

          10   A.  No, I wouldn't agree with that, no.

          11   Q.  After June 2008, the Leading Better Care Review resulted

          12       in senior charge nurses -- that's ward managers --

          13       throughout Scotland being given extended powers and

          14       duties and training in what would be required of them?

          15   A.  Yes.

          16   Q.  Were you part of that?  Did you get that training, then,

          17       as a ward manager?

          18   A.  Yes, I did.

          19   Q.  Was the reason for this that, because of organisational

          20       restructuring, the power and authority of senior charge

          21       nurses had been quite materially eroded?

          22   A.  I believe that was one of the reasons, yes, they did the

          23       senior charge nurse review.

          24   Q.  In particular, there had been, and this is a quote:

          25            "... a shift away from the focus of providing
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           1       clinical coordination and managing patient care in their

           2       areas of clinical responsibility."

           3   A.  I'm not sure about a shift of focus.  Certainly, we have

           4       always had the clinical role.  We just have now got

           5       additional managerial responsibilities.

           6   Q.  I think the context of that particular quote was that

           7       the power and authority of senior charge nurses and ward

           8       managers had been materially eroded, and that was

           9       because there had been a shift away from the focus of

          10       providing clinical coordination and managing patient

          11       care in their areas of clinical responsibility.  That's

          12       the context.

          13   A.  Okay.  I wasn't aware of the power of my role being

          14       eroded prior to being a senior charge nurse.

          15   Q.  In any event, was the purpose of implementing the

          16       Leading Better Care Review to make senior charge nurses

          17       and ward leaders accountable for the ward or clinical

          18       area over which they had charge?

          19   A.  I have always had accountability for my area, even prior

          20       to the senior charge nurse review.

          21   Q.  Perhaps I should just ask you, what, then, was the

          22       change, from your perspective, following upon the

          23       Leading Better Care Review?

          24   A.  The change -- the most notable change was the change of

          25       title.  I don't necessarily feel any more empowered
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           1       after the review, but I certainly welcome the much more

           2       structured approach to monitoring and auditing,

           3       especially welcoming the tools that are now available to

           4       us on a more standardised approach.  I believe Releasing

           5       Time to Care was also an initiative that followed on

           6       from Leading Better Care, which provides modules to

           7       assist in improving certain aspects of your clinical

           8       area, but that is the only noticeable change I have had

           9       at the moment.

          10           Until the senior charge nurse role is in addition to

          11       the working team numbers, I don't think we'll really see

          12       the true benefit of it until that occurs.

          13   Q.  Is it the case that senior charge nurses under the

          14       review were to be role models for their teams and to be

          15       visible in the ward or clinical area?

          16   A.  Yes, I believe that was something they were aiming for.

          17       Yes.  We have always been role models in our area as

          18       clinical leaders, regardless of the title of sister,

          19       ward manager or senior charge nurse.  I don't feel that

          20       has changed since the review.

          21   Q.  What about visibility in the ward or clinical area?  Has

          22       that changed?

          23   A.  No.  To be more visible in the clinical area, I believe

          24       we need to be now outwith the working numbers of

          25       the team and be truly able to supervise and monitor and
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           1       not be part of a working team.

           2           So in the words of the nurse expert, I suppose, the

           3       captain of the ship has to be the captain and not

           4       a member of the crew and scrubbing decks at the same

           5       time.

           6   Q.  Senior charge nurses, also, following the review, were

           7       to have a daily conversation with every patient and talk

           8       regularly to carers and relatives?

           9   A.  Yes.

          10   Q.  So that was a change?

          11   A.  Yes.  It is not that achievable at the moment, like

          12       I say, for the same reasons I have mentioned.

          13   Q.  In addition, senior charge nurses were to be empowered

          14       to challenge other professionals in the ward, including

          15       visiting consultants; for example, by ensuring that they

          16       washed their hands on entry to the ward and between

          17       patients?

          18   A.  Yes.  I haven't felt any change to the empowerment of my

          19       role --

          20   Q.  So that was something --

          21   A.  -- significant --

          22   Q.  -- that you had anyway, was it?

          23   A.  Yes.

          24   Q.  Were some of the broader, hospital-wide management

          25       roles, such as bed management, bleep holding, taken away
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           1       from senior charge nurses and ward managers to allow

           2       them time to carry out these new functions?

           3   A.  No.  My responsibility as a page holder has actually

           4       increased over the last few years, unfortunately, and

           5       not reduced.

           6   Q.  What about responsibility for bed management?

           7   A.  Bed management has increased also.

           8   Q.  Did you say increased?

           9   A.  Increased, yes.

          10   Q.  So you don't agree with this proposition?

          11   A.  No.

          12   Q.  What about this: that senior charge nurses were to be

          13       held accountable for the quality of nursing care

          14       delivered in their clinical area, and an authority they

          15       had lost over previous years was to be restored?

          16   A.  I have not noticed a significant impact again since the

          17       charge nurse review.  I have always felt I have been

          18       accountable -- I have been accountable for my own area

          19       since I took on the role of ward sister.

          20   Q.  Can I ask you the broad question, then, I have been

          21       asked to put to you: how have the Leading Better Care

          22       and Releasing Time to Care Reviews affected the way you

          23       do your work?

          24   A.  It's certainly brought about a much more structured,

          25       standardised approach to being able to audit formally.
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           1       It has also released some national quality indicators

           2       with set criteria, and an audit tool came with that as

           3       well, so that's been very useful.

           4   Q.  In particular, have they affected your ability to

           5       monitor nursing performance and see patient records in

           6       the ward?

           7   A.  They have certainly enabled me, with the audit tools, to

           8       monitor nursing documentation, and what was the second

           9       part, sorry?

          10   Q.  And see patient records?

          11   A.  See patient records?  I don't think it gives me any more

          12       access to patient records, no; it just allows me to

          13       complete the audit.

          14   Q.  In 2007/2008, you had a patient caseload of your own; is

          15       that right?

          16   A.  Not every day, no, I didn't.

          17   Q.  But you were working alongside staff and supervising and

          18       monitoring the care they provided?

          19   A.  Yes.

          20   Q.  That was something the Leading Better Care Review also

          21       called for; is that correct?

          22   A.  I believe so, yes.

          23   Q.  Can I just put this to you: your colleague,

          24       Elizabeth Fettes -- do you know Elizabeth Fettes?

          25   A.  Yes, I do.
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           1   Q.  What is her position?

           2   A.  Senior charge nurse of ward 6 at the Vale of Leven,

           3       surgical directorate.

           4   Q.  She described the practical effect of her strength and

           5       position as a senior charge nurse as follows:

           6           "Challenging a visitor can be hard.  Visitors want

           7       to do what they want.  Some, when challenged, will refer

           8       to the patients' charter or patients' rights.

           9       I sometimes use the authority of my position as an SCN

          10       to ensure visitors' compliance with infection control

          11       policies."

          12           Do you share this view of the strength and authority

          13       of the position of the senior charge nurse?

          14   A.  No.  That is something I have addressed even with the

          15       title, like I say, of ward sister and ward manager.

          16       Thankfully, most visitors are compliant, but you do

          17       sometimes have to address certain issues.  That has

          18       been, I would say, historic in my role in the last

          19       13 years, as opposed to just having to be done in the

          20       last couple of years.  I don't feel the new title has

          21       brought me any new power to do that than I already had.

          22   Q.  You may have answered the next question, because that

          23       was: would you have felt the same when you were a ward

          24       manager before the implementation of Leading Better

          25       Care?  But you are saying you haven't changed your
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           1       approach?

           2   A.  No.

           3   Q.  Would you accept that hospitals -- and I suppose we

           4       really have to focus on the Vale of Leven Hospital,

           5       because that has been primarily your experience --

           6   A.  Yes.

           7   Q.  -- have sometimes engendered a culture of recording,

           8       administration and meeting targets which takes nurses

           9       away from direct or hands-on care of patients?

          10   A.  Yes, there is a greater focus on documentation now,

          11       I would say, yes.  Certainly the requirement has

          12       increased.  There is much more paperwork to complete now

          13       than we had previously, and that can only impact on your

          14       ability to carry out the rest of your role.

          15   Q.  I'm not sure if the question is looking to the present

          16       or historical, but looking historically, let's say,

          17       first of all, would you accept that the hospital has

          18       sometimes engendered a culture of recording,

          19       administration and meeting targets?

          20   A.  Yes.

          21   Q.  Would you accept that there is a balance to be struck

          22       between nurses spending too much time on documentation

          23       and too little on direct or hands-on patient care?

          24   A.  Yes, I think we have seen evidence recently that, in

          25       trying to achieve the standard of practical care that
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           1       you're administering, that some documentation has

           2       suffered.  So there definitely has to be a balance

           3       redressed.

           4   Q.  Would you accept that, in addition to what we see in the

           5       notes, there are other things that nurses are required

           6       to document and record for the purpose of audits,

           7       returns, et cetera, and all of this takes time away from

           8       the patient?

           9   A.  Yes.

          10   Q.  Would you accept that the priority for most nurses is

          11       direct patient care and not administration?

          12   A.  Direct patient care is always a priority, but nurses are

          13       faced with the challenge of having to complete the

          14       patient care to a high standard and also maintain a high

          15       standard of documentation.  I think they recognise both

          16       responsibilities.

          17   Q.  Is it understandable that a nurse committed to direct or

          18       hands-on care of the patient would make that patient

          19       care a priority over completing inessential paperwork?

          20   A.  Yes.

          21   Q.  "Inessential", just so we can be clear, what would you

          22       include within the definition of "inessential

          23       paperwork"?

          24   A.  I suppose it would depend on the day, what you were

          25       faced with, what your priority was.  Inessential,
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           1       I would say, wouldn't be clinical paperwork, but

           2       certainly something more like -- I'm trying to think of

           3       an example -- paperwork to support referral to another

           4       department or recording a conversation, perhaps, that

           5       you have had, but I don't think they would class the

           6       fluid balance chart and the temperature charts as

           7       inessential documents.  I think -- it is not an optional

           8       extra.  I think sometimes nurses have no option.

           9   Q.  Rightly or wrongly, some nurses might disagree with

          10       management about what paperwork is and is not essential?

          11   A.  Yes.

          12   Q.  I think you are aware that the records have been

          13       criticised for the absence of documents such as stool

          14       charts, fluid balance charts, assessments and care

          15       plans, such as falls risk assessments, Waterlow score

          16       charts, manual handling assessments and nutrition

          17       scoring.

          18           Do you accept that much of this information, where

          19       appropriate, is found in the nursing notes?

          20   A.  I think we have seen evidence that that's very variable.

          21       A lot of it can be contained in the narrative, but it is

          22       not conclusive, no.

          23   Q.  The example I have been asked to put to you is that, in

          24       general, though there may not be a stool chart for

          25       a particular patient, the nursing evaluations do
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           1       carefully record the patients' stools?

           2   A.  Yes, I saw evidence of that, yes.

           3   Q.  Would you accept that it is wrong to assume that such

           4       assessments were not carried out?

           5   A.  Yes, it is wrong to assume that, yes.

           6   Q.  Would you accept that some of the SCNs devised their own

           7       paperwork and that sometimes staff wrote the details one

           8       would find in a care plan in the narrative notes?

           9           There are two parts to that, I suppose.  Would you

          10       accept that some of the senior charge nurses devised

          11       their own paperwork?

          12   A.  Yes, that has happened, yes.

          13   Q.  What about that sometimes staff wrote the details one

          14       would find in a care plan in the narrative notes?

          15   A.  Yes.

          16   Q.  Do you accept that there is evidence in some of

          17       the notes of goals being set for patients, as one would

          18       expect in a care plan, and that this, too, is often in

          19       the narrative contained in the notes?

          20   A.  Yes, I would agree with that, yeah.

          21   Q.  Would you accept that in some patients' notes there is

          22       no form for the assessment of pressure ulcers, but the

          23       actual score is often documented?

          24   A.  No.  I think we could evidence Waterlow pressure

          25       assessment on every patient.
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           1   Q.  As far as your ward is concerned, the Waterlow tool was

           2       being used?

           3   A.  Yes.

           4   Q.  Would you accept that there is recording of abdominal

           5       pain or discomfort in the nursing notes?

           6   A.  Yes, there is.

           7   Q.  Would you accept that special mattresses were readily

           8       available and well used?

           9   A.  Yes.

          10   Q.  Would you accept that if a patient had a special

          11       mattress, it would not necessarily have been recorded in

          12       the notes?

          13   A.  Yes.

          14   Q.  Would you agree that the ward nursing staff were

          15       entitled to have specialist advice in pressure damage

          16       prevention and management if they wanted it?

          17   A.  Yes.

          18   Q.  I don't think I discussed this with you in any detail,

          19       but I think Sister Fox was the tissue viability nurse at

          20       the time?

          21   A.  Yes, she was.

          22   Q.  Are you aware of ward nursing staff being denied such

          23       advice?

          24   A.  Never, no.

          25   Q.  Are you aware of ward nursing staff failing to seek such
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           1       advice when they ought to have done so?

           2   A.  No.

           3   Q.  Would you agree that the ward nursing staff were

           4       entitled to have the advice of the infection control

           5       team on which patients to isolate, on how, including by

           6       cohorting or by nursing, to do that?

           7   A.  Yes.

           8   Q.  Are you aware of ward nursing staff being denied such

           9       advice --

          10   A.  No.

          11   Q.  -- or failing to seek it when they ought to have done

          12       so?

          13   A.  No.

          14   Q.  On the basis of the records alone, it has been suggested

          15       that Helen O'Neill and Jean Murray attended the wards

          16       infrequently.  Was that your own experience?

          17   A.  No.  I would say they attended quite frequently, in my

          18       area.

          19   Q.  Can you say if, generally, in your evidence, when you

          20       have referred to "isolation", you have meant putting the

          21       patient in a single room for the purpose of isolating

          22       the patient?

          23   A.  Sorry, can you say that again?

          24   Q.  Yes.  Generally, in your evidence, when you have made

          25       reference to "isolation", has that meant putting the
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           1       patient in a single room for the purpose of isolating

           2       the patient?

           3   A.  No, I think we have seen evidence of nursed in isolation

           4       when there has been cohorting.

           5   Q.  Can you say, then, if it was not possible to isolate

           6       a patient, were other precautions against

           7       cross-infection taken?

           8   A.  Yes.

           9   Q.  If so, what were these?

          10   A.  The precautions I have mentioned previously: PPE;

          11       single-use equipment; enhanced environmental cleaning;

          12       segregation of linen; all the measures apart from

          13       actually being able to put the patient into a single

          14       room.

          15   Q.  As far as you are aware, Sister Gargaro, was there ever

          16       a case in ward F when no precautions against

          17       cross-infection were taken in regard to a patient

          18       suffering from loose stools or who had tested positive

          19       for C. diff?

          20   A.  No.

          21   Q.  Do you think it likely, even if you have no personal

          22       knowledge of it, that there was ever a case on ward F

          23       where no precautions against cross-infection were taken

          24       in regard to a patient suffering from loose stools or

          25       who had tested positive for C. diff?
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           1   A.  No.

           2   Q.  Would you agree that the proper nursing care of

           3       a patient who was contracted C. diff infection is not

           4       a very specialised skill?

           5   A.  No, it is not.  I would agree with that, sorry.

           6   Q.  Would you agree that proper nursing care of a patient

           7       who has contracted C. diff infection is time-consuming?

           8   A.  It can be time-consuming by the very nature of

           9       the illness, yes.

          10   Q.  If so, that will leave a nurse even less time for

          11       paperwork?

          12   A.  Yes.

          13   Q.  But fundamentally, as far as actual nursing care of

          14       the patient is concerned, leaving aside medical

          15       treatment and infection control issues, the patient

          16       should, through the course of the illness, be kept

          17       properly hydrated and given proper nutrition?

          18   A.  Yes.

          19   Q.  Is the currency of the illness judged very much by lab

          20       tests for C. diff infection and for how long the patient

          21       has or has not had loose stools?

          22   A.  No, I would say there are a few more things to look at,

          23       rather than just the lab result and how long they have

          24       been having it, yeah.

          25   Q.  Do you want to elaborate upon that?
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           1   A.  You would just need to look at the full clinical picture

           2       of the patient, how they are presenting, and laboratory

           3       results with regards to bloods and if they are

           4       nutritionally compromised -- all the clinical

           5       indications you look for with any type of loose stool or

           6       fluid loss.

           7   Q.  In relation to stools as a measure of a patient being

           8       infectious, rather than for management of the illness

           9       itself, the criterion is whether they are loose or not?

          10   A.  Sorry, can you say that again?

          11   Q.  Yes.  In regard to stools as a measure of a patient

          12       being infectious, rather than for management of

          13       the illness itself, the criterion is whether they are

          14       loose or not, it is not crucial to gauge degrees of

          15       looseness?

          16   A.  No, it is just whether it is liquid or not.

          17   Q.  In your ward, it was possible for staff to communicate

          18       amongst themselves without reference to written records

          19       which patients were suffering from C. diff infection?

          20   A.  Yes.  I would like to think it was, but I think we have

          21       seen evidence that that doesn't always happen.

          22   Q.  In your ward, was it possible for staff to know, without

          23       reference to written records, which patients were

          24       suffering from C. diff infection?

          25   A.  Yes.
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           1   Q.  And to know for how long those patients had been

           2       suffering from loose stools, without looking at written

           3       records?

           4   A.  I would say if they'd been on duty in recent days then,

           5       yes, they would have that information.  But if they

           6       hadn't had that privilege, they would have to consult

           7       with records at times, yes.

           8   Q.  Staff caring for patients with C. diff infection can be

           9       expected to know that these patients should be kept

          10       properly hydrated and given proper nutrition?

          11   A.  Yes.

          12   Q.  In particular, they will know that there is a particular

          13       need to concentrate on hydrating patients with such an

          14       infection?

          15   A.  Yes.

          16   Q.  In essence, those patients should be encouraged to drink

          17       as much as possible?

          18   A.  Yes.

          19   Q.  There is little risk, is there, of overhydrating such

          20       patients?

          21   A.  Little risk, yes.

          22   Q.  Do you agree that it is not difficult to detect from the

          23       appearance of the patient, from the patient's eyes and

          24       skin condition, and from the bloods taken frequently

          25       from patients suffering from C. diff infection, that
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           1       oral hydration is not enough and that a drip is

           2       required?

           3   A.  Yes.  Was that a combination of skin and eyes and lab

           4       results?

           5   Q.  Yes.  Eyes, skin and bloods.

           6   A.  Yes.

           7   Q.  So that oral hydration would not be enough and a drip is

           8       required?

           9   A.  Yes.

          10   Q.  Was there a general practice in ward F aimed at keeping

          11       patients suffering from C. diff infection adequately

          12       hydrated?

          13   A.  Yes.

          14   Q.  If so, what was the practice?

          15   A.  Just identifying, generally, a member of that team to

          16       have responsibility for certain patients, to make sure

          17       they had fluids when they needed them.  If they were

          18       most compromised, it would generally be hourly.

          19   Q.  Would you agree that medical staff can acquire all the

          20       information they need about the hydration of a patient

          21       suffering from C. diff infection without that

          22       necessarily being in the records?

          23   A.  Yes.  It would involve dialogue with the nursing staff.

          24   Q.  Do you agree that it is not easy to keep proper fluid

          25       balance charts in the case of elderly patients suffering
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           1       from C. diff infection?

           2   A.  Yes.  I think we have discovered it is not easy to keep

           3       fluid charts for any age.

           4   Q.  Is it much easier to keep fluid balance charts in an

           5       acute care unit, especially if the patient is on a drip

           6       and catheterised?

           7   A.  Yes, that does help, but -- yeah.

           8   Q.  You were going to say something else?

           9   A.  I was thinking of a high-dependency unit, and I was just

          10       going to comment on staffing levels, just to say that,

          11       obviously, if there is one nurse for one patient, there

          12       is a much better chance of a complete chart, yes.

          13   Q.  Would you agree that fluid intake can be difficult to

          14       gauge if relatives assist with this?

          15   A.  Yes, it can be difficult.

          16   Q.  Fluid loss by vomiting and diarrhoea is very difficult

          17       to gauge?

          18   A.  It can be, yes.

          19   Q.  Some questions in relation to DNAR decisions which

          20       I haven't touched on with you, but perhaps I can put to

          21       you that these are decisions that are ultimately for the

          22       clinical judgment of the medical staff?

          23   A.  Yes.

          24   MR KINROY:  My Lord, I don't need these to be put if they

          25       haven't been taken up already with the witness.
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           1   MR MACAULAY:  Very well.

           2           Would information about the state of health and

           3       needs of individual patients be communicated to staff

           4       during handovers or by general word of mouth and on the

           5       notice board on the ward?

           6   A.  Certainly at handover.  Notice board?  No, not to my

           7       area.  Oh, sorry, I have just thought, we did have

           8       individual notice boards at the bedheads in ward F --

           9       I am thinking now in my own area -- where we would have

          10       certain information to be communicated on with regards

          11       to special diet and mobility.

          12   Q.  Of course, by general word of mouth, I suppose the

          13       handover involves a verbal exchange?

          14   A.  Yes, very much so.

          15   Q.  May there have been good communication between and among

          16       the nursing staff and others caring for the patients --

          17       for example, at ward rounds, multidisciplinary team

          18       meetings and shift handovers -- without that necessarily

          19       being recorded in the nursing records?

          20   A.  Yes.

          21   Q.  Would you accept that in ward F, where the staff knew

          22       the patients, that that may have been an effective way

          23       of communicating significant issues?

          24   A.  Yes.

          25   Q.  In the case of patients, there may have been liaison
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           1       with medical staff and other healthcare professionals

           2       and relatives which has gone unrecorded in the records?

           3   A.  Yes.

           4   Q.  Just in relation to this point -- and this probably

           5       relates to room 16 -- if a contingency bed was added to

           6       room 16, that only took the room up to the complement of

           7       beds it was designed for; is that right?

           8   A.  Historically, yes, in room 16 it had four beds with four

           9       oxygen points and four cubicles, but the fourth bed was

          10       removed after a moving and handling risk assessment.

          11   Q.  Generally, did the cleaning staff do their work outwith

          12       visiting hours?

          13   A.  Generally they did, but in ward F, at that time,

          14       visiting started at 2.00, so there would be a half an

          15       hour overlap to that.

          16   Q.  This may be duplication, but I will just -- I think

          17       I have asked you whether a patient suffering from

          18       C. diff illness did not get the care -- if she was aware

          19       of any patient not getting the care he or she needed,

          20       and I think you said you weren't aware of that?

          21   A.  I wasn't aware, no.

          22   Q.  Was there a norovirus outbreak in December

          23       and January 2008?

          24   A.  Yes, in December, in my area.

          25   Q.  In your area for December only?
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           1   A.  Yes, from memory.  I think April, sorry, as well,

           2       perhaps.

           3   Q.  Yes, but in that period between December and January,

           4       I think you told us earlier it was December?

           5   A.  Just December, yes.

           6   Q.  That outbreak led to ward F being closed?

           7   A.  Yes.

           8   Q.  So far as you're aware, were the requirements of

           9       the infection control manual followed during that

          10       outbreak?

          11   A.  Yes.

          12   Q.  So far as you're aware, did the infection control team

          13       function properly during the norovirus outbreak?

          14   A.  Yes, they did.

          15   Q.  These are all the questions I think I have been asked --

          16       unless I am otherwise corrected -- to put to you on

          17       behalf of the health board.  Is there anything else you

          18       would wish to say, yourself, to assist the Inquiry?

          19   A.  No, there isn't.  Thank you.

          20   MR MACAULAY:  Thank you very much.

          21   LORD MACLEAN:  That completes your evidence.  Thank you for

          22       coming.  You are free to go now.

          23   A.  Thank you very much.

          24                      (The witness withdrew)

          25   LORD MACLEAN:  Since it is highly likely that, if we did
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           1       begin another witness, we couldn't complete that witness

           2       by the end of the afternoon session, we will rise now

           3       and we plan to resume the Inquiry on 12 October.

           4   (2.35 pm)

           5                 (The hearing was adjourned until

           6             Wednesday, 12 October 2011 at 10.00 am)
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