NOTE (1) for GREATER GLASGOW HEALTH BOARD in THE VALE OF LEVEN PUBLIC INQUIRY re. THE EVIDENCE OF LYNNE PHAIR

In terms of the GUIDANCE ON WITNESSES AND TAKING OF EVIDENCE, Greater Glasgow & Clyde Health Board wishes the following lines of questioning to be put by Counsel to the Inquiry to the witness Lynne Phair:-

1.
Will she clarify what she understands to have been the type and nature of the Vale of Leven hospital in the period January 2007-June 2008 (“the relevant period”) and the services it then provided?

My understanding of the Vale of Leven Hospital is that it is a 180 bedded general hospital which provides both acute and rehabilitation services. This includes coronary care, rehabilitation and a medical assessment unit.

2.
Will she distinguish between the parts of her evidence, and the parts of her Context Report, the Appendices to it, and her lecture on Frailty in Older People which relate to nursing practice in England, to nursing practice in Scotland, and to nursing practice in the United Kingdom generally?

All of my reports refer to nursing practice in the United Kingdom of Great Britain and Northern Ireland. The same jurisdiction as the Nursing and Midwifery Council.

The appendices to the document from Brighton and Sussex University Hospital Trust is the current documentation used by that trust. It has been submitted to enable those unfamiliar with nursing documentation to have sight of samples. 

3.
Will she distinguish between the parts of her evidence, and the parts of her Context Report, the Appendices to it, and her lecture on Frailty in Older People which relate to the period January 2007-June 2008 and the parts which relate to other periods?

The context of the report and the lecture on frailty relates to nursing over the past decade. The lecture is supported by a published paper from 2010, but the content is relevant to the time frame in question. The sample care plan and fluid chart are relevant to the time fame in question.

The examples of documentation are recent (2010) but the type and content are relevant to the time frame.

4.
Will she distinguish between fact and opinion in her evidence, and in her Context Report and her lecture on Frailty in Older People, including in regard to standards and guidance relevant to nursing?

The context report is supported by 40 references to relevant literature. It is not based merely on personal opinion, but referenced literature is then expanded on with opinion that is based on knowledge, skills and experience developed over a 34 year career.

The lecture on frailty is based on research and published work in the International Journal of Older People Nursing, an academic peer reviewed journal.

Heath H & Phair L
2009 Shifting the focus: outcomes of care for older people. International Journal of Older People Nursing 4,142-153

Heath H & Phair L
2009 The concept of frailty and its significance in the consequences of care or neglect for older people: an analysis International Journal of Older People Nursing 4,120-131

Phair L
2009 The development of the West Sussex institutional care neglect risk assessment tool: a reflective analysis using Mezirow’s transformative learning theory. International Journal of Older People Nursing 4,132-141

Further aspects of the lecture are based on the publication

What a difference a nurse makes Ford P Heath H, McCormack B. Phair L (2004) Royal College of Nursing 

5.
Concerning what registered nurses should do (“The role of the registered nurse” in the Context Report at pages 2-3), does she contend that these are invariable requirements, regardless of circumstances? If not, how does what is required vary according to the circumstances?

The principles of nursing remain constant wherever the nurse is practising, as specified in the Nursing and Midwifery Council Code of Practice.

6.
Concerning Healthcare Assistants (the Context Report at page 4), does she accept that they can be at level 2, 3 or 4 in Scotland, depending on the level of SVQ (Scottish Vocational Qualifications study) they have completed?

My research identified that there are level 2, 3 and 4 SVQs available in healthcare matters. This information has been obtained from 

NVQ/SVQ in Health Qualification Structure Final Version, approved 2009.
http://www.skillsforhealth.org.uk/getting-the-right-qualifications/vocational-qualifications/svq-in-health-and-social-care--/
Skills for Health is the Sector Skills Council for the health sector across the UK. However, level 4 NVQ/SVQs are new  in respect of healthcare roles, and  are usually reserved for those with management and supervisory roles, and not to the role of a healthcare assistant.

Documents referring directly to the time frame in question could not be found.

Notwithstanding this, there is no requirement for a healthcare assistant to have an NVQ/SVQ at any level.

7.
Concerning the skill mix (the Context Report at page 5), does she accept that the 65/35% ratio is in guidance published by The Royal College of Nursing (RCN 2004)? Does she accept that the 65/35% ratio was not mandatory in Scotland in the relevant period? If she does not accept that, on what basis was it mandatory, according to her?

As the context report states, there are no national minimum standards.  This applies across the UK. The Royal College of Nursing standards on staffing levels document is a good practice professional standards document. The RCN is a UK wide organisation.

8.
Concerning what ward managers should do (“The role of the ward manager” in the Context Report at page 6), does she contend that these are invariable requirements, regardless of circumstances? If not, how does what is required vary according to the circumstances?

These are the standard principles of the ward manger. They lead the team and are responsible for the ward.

9.
Is there a contradiction between (the Context Report page 9) “the nurse should reassess a patient's needs whenever their needs change or at least weekly. In an acute setting this may be on a daily basis and this must all be clearly documented” and (the Context Report page 10) “Care plans should be reassessed and updated daily and at the identified, agreed time intervals that are specified within the patient’s care plan. The progress notes should be completed any time a nursing intervention is undertaken and at least daily to report on the patient's condition”?

This is not a contradiction but may need clarification.  The frequency that a registered nurse reviews and reassesses a person’s needs will vary depending on the illness and changing needs of the patient. In an acute ward (Coronary Care) it may be normal for the care to be reviewed hourly or daily. However, in a rehabilitation unit the care may be reviewed weekly. However, in both settings the care should be reviewed and reassessed if the person’s condition changes, regardless of the standard set in that care setting.

10.
Concerning pressure risk (the Context Report page 12 and following), does she say that it was mandatory for there to be recorded in the relevant period, in hospitals such as the Vale of Leven as a local clinical incident pressure ulcers graded 2 and above? If so, on what basis does she say it? Does she accept that the National Institute for Health and Clinical Excellence - Clinical guideline 29 September 2005 - did not apply to Scotland in the relevant period? Does she accept that it was not mandatory for pressure ulcers to be recorded in the relevant period in Scotland by using photography and/or tracings?

NICE and the National Service Frameworks (produced by the Department of Health) in 2004, sets out organisations which should respond to the NICE guidelines in England. They are not mandatory in England or Scotland.

Scotland does refer to them and use aspects of NICE work to develop standards of practice in Scotland. 

Where NICE guidelines apply in Scotland are

	
	· multiple technology appraisals (with advice on implementing in the context of the health service in Scotland from NHS Quality Improvement Scotland)

· interventional procedures

· public health guidance is also disseminated after local review by NHS Health Scotland


http://www.nice.org.uk/aboutnice/whatwedo/niceandthenhs/nice_and_the_nhs.jsp
In respect of the guidance on reporting pressure ulcers and measuring them,

the Royal College of Nursing produced evidence based guidance for Registered Nurses across the UK. The Management of Pressure Ulcers in Primary and Secondary Care - Final version June 2005

http://www.rcn.org.uk/development/practice/clinicalguidelines/pressure_ulcers
Page 22 Section 2.4 states 

Key recommendations

The following recommendations have been identified as priorities for implementation:
· Record the pressure ulcer grade using the European Pressure Ulcer Advisory Panel Classification System. 
· All pressure ulcers graded 2 and above should be documented as a local clinical incident. 

· Patients with pressure ulcers should receive an initial and ongoing pressure ulcer assessment. 

· Where a cause is identified, strategies should be implemented to remove/reduce these. Ulcer assessment should include: 

− cause of ulcer

− site/location

− dimensions of ulcer

− stage or grade

− exudate amount and type

− local signs of infection

− pain

− wound appearance

− surrounding skin

− undermining/tracking (sinus or fistula)

− odour, and

− involvement of clinical experts – e.g. tissue viability nurse.

This should be supported by tracings and or photography (calibrated with a

Ruler)

It is accepted that this practice is not mandatory anywhere in the UK. The context report does not suggest this. However, the body of knowledge from the UK wide RCN gives guidance regarding the importance of good practice.

However, the Vale of Leven document regarding Waterlow Pressure Ulcer Prevention/Treatment Policy second page (GGC26460002) says under WOUND GUIDELINES:
“Assessment odour, exudate, measure/photograph position”
11.
Concerning the Modified Early Warning System (the Context Report page 18 and following), does she accept that it is used in the NHS in Scotland but is mainly used in acute clinical areas as opposed to other areas (for example rehab)? Does she suggest that no reasonable NHS Trust or Health Board in Scotland would have failed during the relevant period to have the Modified Early Warning System in use?

It is accepted that the MEWS score are used in acute settings and are not used, nor are usually appropriate to be used in rehabilitation settings. There is no suggestion or comment regarding whether a hospital would have failed during the relevant period if such a tool were not in place. I have no comment to make regarding this.

12.
She says (the Context Report page 23) that “C. difficile is a Grampositive bacterium, which means that it lives in oxygen-free conditions.” Does she accept that her report is in error on this, and that in fact the quality of being gram-positive concerns categorisation (by Gram staining) of bacterial species into two large groups?

The statement should include the word “ anaerobic” in the text.

Clostridium difficile is an anaerobic, Gram-positive bacterium, which forms heat resistant spores that can survive for long periods in the environment. It is a part of the normal gut flora in a small proportion of healthy adults. However, C. difficile colonisation of the large intestinal mucosa can also lead to disease. Pathogenic strains of C. difficile excrete two toxins, toxin A and toxin B, which cause diarrhoea, inflammation and injury of the mucosa of the large intestine. 

http://www.hps.scot.nhs.uk/haiic/sshaip/clostridiumdifficile.aspx?subjectid=79

13.
Concerning Appendix 1 to the Context Report, was the (40-page) Brighton and Sussex University Hospitals NHS Trust care plan in use in the relevant period? Does she accept that it is apparently mandatory to complete it for every patient regardless of circumstances?
This set of documentation has been offered in order to give an example of nursing documentation. I cannot confirm whether this style of paperwork was in use at the relevant time. However, the subjects covered were relevant at the time in question. The purpose of their inclusion is to assist in the understanding of nursing documentation to the non-medical professional.

I do not accept it is mandatory to complete all pages regardless of the person‘s condition. It is mandatory to complete the care plans because of the acute condition of the person and the care plan identifies key areas of care. Many of the 40 pages are repeated as they relate to one set per day of care.

14.
Concerning Appendix 4 to the Context Report, was the (22-page) Brighton and Sussex University Hospitals NHS Trust Safety Risk Assessment and Care Bundles in use in the relevant period?  Does she accept that it is apparently mandatory to complete the (22-page) Brighton and Sussex University Hospitals NHS Trust Safety Risk Assessment and Care Bundles for every patient regardless of circumstances?

The bundle of safety risk assessments would be completed as required.  For example, a patient may not have a catheter. This would not then be used. However core risk assessments should be completed on every patient regardless of their reason for admission. These include things such as falls, pressure risk, MUST tool (nutrition) and patient handling.
15.
Does she suggest that no reasonable NHS Trust or Health Board in Scotland would have failed during the relevant period to require its staff to complete documents in the detail of the Brighton and Sussex University Hospitals NHS Trust care plan and Safety Risk Assessment and Care Bundles for every patient regardless of circumstances?

Every registered nurse has a responsibility to ensure they complete a full and comprehensive assessment of patients in their care.

The NMC requires registered nurses to ensure that the health record of the patient is an accurate account of assessment, treatment care planning and delivery. It should be written with the involvement of the patient if possible, and completed as soon as possible after an event has occurred. It should provide clear evidence of the care planned, the decisions made, the care delivered and the information shared.
If this is not done the registered nurse is failing in their duty of care. It is my considered opinion that the NHS Trust or Health Board, in turn, have a duty to ensure the system of documentation used in their Trust is robust enough for the nurse to be able to execute their professional duty.

16.
Does she accept that, during the relevant period, deciding in what form information should be recorded by their nursing staff was a matter for the discretion of each individual NHS Trust or Health Board in Scotland?

The design and type of forms or format of documentation has always been and remains the responsibility of individual NHS Trusts and Health Boards and independent sector providers across the UK. There never has been and still is no national set of documentation.

This is on the basis that Lynne Phair’s evidence at this stage will be, more or less, according to her Context Report, the Appendices to it, and her lecture on Frailty in Older People

NOTE (2) for GREATER GLASGOW HEALTH BOARD in THE VALE OF LEVEN PUBLIC INQUIRY re. THE EVIDENCE OF LYNNE PHAIR

In terms of the GUIDANCE ON WITNESSES AND TAKING OF EVIDENCE, Greater Glasgow Health Board wishes the following lines of questioning to be put by Counsel to the Inquiry to the witness Lynne Phair:-

1.
Is her Master of Arts in Health Studies a postgraduate qualification?

Yes

2.
When did she last work on a general (non-psychiatry) nursing ward doing the work of a charge nurse or a senior charge nurse? Was that in a Scottish hospital?

I have not worked on a general (non psychiatric nursing ward) in the role of a charge nurse. I have never worked in Scotland.

3.
What experience has she had in a general ward in the NHS caring for acutely ill patients? Her C.V. implies that she has only ever worked as a general nurse at staff nurse level for a year 1980-81 in an elderly rehab ward, and that her other experience at ward level is a maximum of 4 years in a psychiatric ward before going to work in the community. Is that correct?

I have never had a qualified nursing role on acute medical wards. Community work in mental health also included a community based inpatient unit. Community implies outside of an acute hospitals. I also worked in the Independent Sector as the senior nurse and clinical leader for 5 care homes. All of these nursing environments have the same requirements for assessment, care planning documentation, review and evaluation of fundamental needs of patients. They also all require the same response regarding monitoring, informing Doctors of medical changes, communication with families and  patients and following policy and procedures, whether about Infection prevention or other specific nursing matters. Registered Nurses in all of these environments require the Nurse to comply with NMC code of practice, the same as nurses on an acute medical ward.

4.
In recent years there has been a re-allocation of the duties of doctors and nurses, with some nurses taking on some work formerly done by doctors?

There has not been a re-allocation. There has been an extension of the role of some nurses in some work environments to undertake activities previously only undertaken by Doctors.

And some work formerly done by nurses has been taken on by Health Care Workers? In order to manage this change, previously untrained staff (Healthcare Assistants) were offered training (usually at SVQ levels 2,3 and 4) to enable them to carry out activities that registered nurses used to carry out such as dressings, venepuncture etc? This gradually evolved over a period of years as the training and release of staff was time consuming and resource intensive? It was difficult for some staff to adapt to more onerous and responsible work that was now expected of them? On occasions this resulted in staff taking on responsibilities which they were ill-equipped to do? This was a problem in Scotland for a period including January 2007 – June 2008?

Some activities previously undertaken by Registered Nurses only are now carried out by HCAs. All duties that an HCA undertakes can still be undertaken by a Registered Nurse. These HCAs remain under the supervision of the nurse in charge of the ward or unit where the HCA works. The Registered Nurse is still accountable for the work carried out by people the nurse delegates to. It is the nurse’s responsibility to ensure the person is competent. 

5.
What does she know about the “Leading Better Care” review in Scotland?

In outline, after June 2008 the “Leading Better Care” review resulted in senior charge nurses (formerly known as ward managers) throughout Scotland being given extended powers and duties – and training in what this would require of them? The reason for this was, because of organisational re-structuring, the power and authority of senior charge nurses/ward managers had been quite materially eroded? There had been “a shift away from the focus of providing clinical coordination and managing patient care in their areas of clinical responsibility” [Leading Better Care, p4].

The purpose of implementing the “Leading Better Care” review was to make Senior Charge Nurses (SCNs), ward leaders, accountable for the ward or clinical area of which they had charge? And to give them the authority they needed for that purpose? 

The aim of the SCN Review was “to create a modern clinical leadership role to enable frontline senior charge nurses to maximise their contribution to delivering safe and effective care by developing their leadership capacity and capability.” [Leading Better Care, p4]

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

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

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

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

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

I have read the document.

6.
The views she has expressed in her various reports on what senior charge nurses/ward managers should have done have not really allowed for the erosion of the powers and duties of Senior Charge Nurses that had previously taken place in the period from January 2007 – June 2008 and was not remedied until after June 2008?

Does she accept that hospitals have sometimes engendered a culture of recording, administration, and meeting targets which takes nurses away from direct (or hands-on) care of patients?

The role of the registered nurse encompasses all aspects of care. Direct and indirect care, education of others, communication with families and other multidisciplinary team members, supervision and delegation, documentation and record keeping are all part of nursing care. The NMC require Registered Nurses to keep records (in respect of the patient) that are accurate, contemporaneous, and reflect the needs of the patient and the actions of the nurse.

I have not been asked, or been given data in order to examine what other management activities the ward managers were asked to undertake and so I cannot comment further on this matter.

She (in Heath and Phair, Shifting the Focus: Outcomes of Care for People (2009)) has referred to this as ‘feeding the organisational beast’?

This is the exact extract from HEATH H. & PHAIR L. (2009) Shifting the focus: outcomes of care for older people. International Journal of Older People Nursing 4, 142–153

Shifting the focus of care towards outcomes for service users could offer a significant contribution to preventing abuse and neglect in formal care settings. Abuse and neglectful practice thrives when staff focus on tasks, procedures and processes in preference to the experiences, choices and aspirations of individual service users. In these settings a culture develops whereby ritual and practice prioritize the systems rather than the individuals within it. This, as Minshull (2004) describes, ‘starts to feed the organizational beast’. In such cultures, rather than monitor the quality of care by assessing outcome achievement for individuals, the priority becomes the meeting of administrative targets and the production of data to demonstrate good care.

The paper discusses how nurses should focus on what the outcome is for the patient when planning and implementing care, rather than focussing on the problems of individuation steps that have been the traditional model.

The paper is not about other management or non-nursing duties.

7.
Does she accept that there is a balance to be struck between nurses spending too much time on documentation and too little on direct (or hands-on) patient care? And does she accept that in addition to what we see in the notes, there are other things that nurses are required to document and record for the purpose of audits, returns etc. - and all of this takes time away from the patient?

There does need to be a balance between the time spend on recording, assessments, care delivery, multi disciplinary activity and communication with families. However, the nurse has duty to do this. The key is to ensure that the system is in place for this to be undertaken, that the nurse is competent to record accurately, that the nurse knows their responsibilities, that the nurse can articulate and record in a correct manner. Furthermore, the nurse has a duty, if managing a unit, to ensure others carry out their recording duties competently.

I have not been instructed to review any audits or other material that the nurses of Vale of Leven may have been asked to complete. Therefore I cannot comment on this matter further.

8.
Does she accept that the priority for most nurses is direct patient care and not administration?

The term direct patient care is a term that does not describe or capture the totality of the role of the nurse. Assessment, discussion with those involved in a patient’s life and wellbeing, teaching, supervising and recording patient information are all patient care. 

I have not been instructed to review any audits or other material that the nurses of Vale of Leven may have been asked to complete. Therefore I cannot comment on this matter further.

9.
If she does accept this, does she criticise nurses who decide not to record every intervention, especially if it was – for example, providing special mattresses where necessary, or discussing patients with the Infection Control Nurse when she visited the ward - a routine or common one?

The NMC guidance on Record Keeping 2002 (relevant to the time frame in question) states

Record keeping is an integral part of nursing, midwifery and specialist community public health nursing practice. It is a tool of professional practice and one that should help the care process. It is not separate from this process and it is not an optional extra to be fitted in if circumstances allow. 

Good record keeping helps to protect the welfare of patients and clients by promoting: 

· high standards of clinical care 

· continuity of care 

· better communication and dissemination of information between members of the inter-professional health care team 

· an accurate account of treatment and care planning and delivery 

· the ability to detect problems, such as changes in the patient’s or client’s condition, at an early stage. 

The quality of your record keeping is also a reflection of the standard of your professional practice. Good record keeping is a mark of the skilled and safe practitioner, whilst careless or incomplete record keeping often highlights wider problems with the individual’s practice.

http://www.nmc-uk.org/Documents/Archived%20Publications/NMC%20Archived%20Publications/Guidelines%20for%20Records%20and%20Record%20Keeping%20-%20April%202004%20-%20Guidance%2002.04.PDF
10.
What is the programme known as “The Productive Ward – Releasing Time to Care”?
Releasing time to care - The Productive Ward focuses on improving ward processes and environments to help nurses and therapists spend more time on patient care thereby improving safety and efficiency.

The programme enables wards to review systems and processes that they use to find ways of being more efficient and so release time to care. One example given was a ward, where the laundry was stored in a place that meant staff had to walk a long way to get clean linen. By putting a linen cupboard in each bay, they reduce the time wasted by walking up and down. Another example was that the base line observation equipment was not available in each bay. By buying more equipment, time was saved for staff walking up and down to borrow things.

The project is essentially about logistics, time management and thinking smarter about how things are done.

11.
In January 2011 the NHS Institute for Innovation and Improvement published a paper entitled “Rapid Impact Assessment of The Productive Ward: Releasing time to care™”? Does she dispute the facts, findings and opinions expressed within it?

No

Does she dispute the proposition (page 1 of the paper) that “This Rapid Impact Assessment shows that The Productive Ward: Releasing time to care™ delivered an increase of 41.6% in direct patient care time (increasing by 17.7% from a baseline of 42.5%). 

No

By investing that time in higher quality care, it demonstrates that the following benefits can be delivered:

• better staff satisfaction

• better patient experience

• reduced harm events (such as MRSA, C.diff, pressure ulcers and falls)

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

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

Agreed. What is defined as “unnecessary paperwork” would not include records that the nurse has to ensure are kept to comply with NMC standards and thus uphold patient safety. The Productive Ward principle would be to ensure the system used to record required information, was as effective and efficient as possible.

12.
Can she tell us how the Releasing Time to Care programme is being used in Scotland? And how it is being used in GGHB?

I have no knowledge of this. The Productive Ward programme has been introduced after the time frame involved in this Inquiry.

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

I have no knowledge of this. The Productive Ward programme has been introduced after the time frame involved in this Inquiry.

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

I reiterate my previous response.

The NMC guidance on Record Keeping 2002 (relevant to the time frame in question) states

Record keeping is an integral part of nursing, midwifery and specialist community public health nursing practice. It is a tool of professional practice and one that should help the care process. It is not separate from this process and it is not an optional extra to be fitted in if circumstances allow. 

Good record keeping helps to protect the welfare of patients and clients by promoting: 

· high standards of clinical care 

· continuity of care 

· better communication and dissemination of information between members of the inter-professional health care team 

· an accurate account of treatment and care planning and delivery 

· the ability to detect problems, such as changes in the patient’s or client’s condition, at an early stage. 

The quality of your record keeping is also a reflection of the standard of your professional practice. Good record keeping is a mark of the skilled and safe practitioner, whilst careless or incomplete record keeping often highlights wider problems with the individual’s practice.

http://www.nmc-uk.org/Documents/Archived%20Publications/NMC%20Archived%20Publications/Guidelines%20for%20Records%20and%20Record%20Keeping%20-%20April%202004%20-%20Guidance%2002.04.PDF
The NMC Code: Standards of conduct, performance and ethics for nurses and midwives 2008 states

Keep clear and accurate records 
42 You must keep clear and accurate records of the discussions you have, the assessments you make, the treatment and medicines you give, and how effective these have been. 

43 You must complete records as soon as possible after an event has occurred. 

44 You must not tamper with original records in any way. 

45 You must ensure any entries you make in someone’s paper records are clearly and legibly signed, dated and timed. 

46 You must ensure any entries you make in someone’s electronic records are clearly attributable to you. 

47 You must ensure all records are kept securely. 

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

The registered nurse has a duty to ensure that the person they delegate work to has the competence to carry it out. Furthermore, the registered nurse in charge of the shift and ultimately the ward manager has a duty to ensure the care delivered and recorded meets the professional standards of the registered nurse who is professionally accountable.

The NMC code: Standards of conduct, performance and ethics for nurses and midwives 2008 states

Delegate effectively 
29 You must establish that anyone you delegate to is able to carry out your instructions. 

30 You must confirm that the outcome of any delegated task meets required standards. 

31 You must make sure that everyone you are responsible for is supervised and supported. 

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

I cannot comment on what health care assistants “might” have been preoccupied with.

16.
There is a very real possibility that the Releasing Time to Care programme will persuade GGHB that some or all of the assessments, care plans, risk assessments and other documents – though not the fundamental nursing evaluation notes – seen in the records in this case should be replaced with simpler documents – or done away with entirely?

The style, design and presentation of the recording system is for an individual organisation to decide. Any system must ensure that it enables nurses and the organisation to meet their legal and professional standards of record keeping.

If that occurs, it would be relevant to judging the seriousness of omissions to use, or to complete properly, some or all of the assessments, care plans, risk assessments and other documents – though not the fundamental nursing evaluation notes – seen in the medical records she has examined?

The type and format of recording is not the issue. The important fact is that the records can evidence the assessment, care planning, care delivery, evaluation, communication and decision making in respect of the patient’s journey and condition. The style or design of records does not affect the requirement for competence and diligence of those who complete them. 

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

Yes 

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

No, it was thorough, detailed and was undertaken to the best of my professional ability.

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

Yes 

20.
“Clinical Quality Indicators” are indices used for auditing purposes?

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

They can be used for this purpose.

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

They can be used for this purpose.

These indices were introduced in Scotland some time after June 2008?

Their purpose was to “develop robust quality indicators that demonstrate the nursing and midwifery contribution to care” [Leading Better Care, p13] When that was done, NHS Boards in Scotland changed their systems of record keeping in order to collect data quite specifically to be audited by the use of these indices?

I am unable to establish the relevance of this question to the work I was instructed to undertake. My instruction was to examine the nursing care of the patient in question in respect of the C.difficile. The factors listed above are all relevant to the nursing care of patients with this condition. This is because of the devastating impact C.difficile can have on a person and particularly on frail older people and people with complex health needs.

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

My instruction was to examine the nursing care of the patient in question in respect of the C.difficile. The factors listed above are all relevant to the nursing care of patients with this condition .This is because of the devastating impact C.difficile can have on a person and particularly on frail older people and people with complex health needs.

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

No. My instruction was to examine the nursing care of the patient in respect of the C difficile. The factors listed above are all relevant to the nursing care of patients with this condition. This is because of the devastating impact C. difficile can have on a person and particularly on frail older people and people with complex health needs.

23.
If nursing records fail an audit using the Clinical Quality Indicators of (i) Falls (ii) Food, Fluid and Nutrition (iii) Pressure Area Care; and (iv) Monitoring and Observation of Patient Care..............that means it is necessary to investigate to see whether the standards of care actually delivered are adequate?

I am unsure what is being asked in this question. The factors listed above are all relevant to the nursing care of patients with this condition. This is because of the devastating impact C. difficile can have on a person and particularly on frail older people and people with complex health needs. It must be established whether the patient’s needs in all areas were being met.

24.
Her definition of the ward manager’s role (at EXP00640006) of her Introduction to Nursing Roles and Responsibilities Regarding Fundamental Nursing Care Practices (EXP00640001) does not concern or define the role of Ward Managers in Scotland in 2007-2008, prior to (from June 2008) the “Leading Better Care” review resulting in senior charge nurses (formerly known as ward managers) throughout Scotland being given extended powers and duties – and training in what this would require of them?

Her reports have all measured the performance of the various ward managers against her definition (at EXP00640006) of the ward manager’s role, rather than by reference to the actual authority, powers and duties in of Ward Managers in Scotland in 2007-2008?

I have measured the performance of the role of the Ward Manager against published literature relevant at the time (as referenced in the context report) and against the NMC Code of Practice.

25.
If anyone is going to judge whether the standard of nursing care in the Vale of Leven Hospital was generally deficient in the period January 2007- June 2008, they would need a lot more evidence than just the records of those patients who contracted CDI? Among other things, that person would want to see feedback from patients/relatives (and not just those patients who contracted CDI), audits of care, hand hygiene audits; and to know the level of complaints and type of complaint, number of recorded adverse events, and number of pressure ulcers after admission to hospital, as well as other indicators of problems such as high staff absence or turnover rates?

It is for the Inquiry to determine the overall conclusions. My instruction was to give an opinion from the records. I did this using my skills, experience of 15 years working as an expert witness and consultant nurse for safeguarding adults, whereby I investigate allegations of neglect, and from the literature. From my experience, the records always tell a story. If care has been delivered or multidisciplinary activity undertaken it will be demonstrated somewhere in the records, even if they are disorganised and simplistic in nature.

The NMC Guidance on Record Keeping 2004 states 

The quality of your record keeping is also a reflection of the standard of your professional practice. Good record keeping is a mark of the skilled and safe practitioner, whilst careless or incomplete record keeping often highlights wider problems with the individual’s practice.

26.
She is aware that the Vale of Leven Hospital is very much valued by the local community and despite its age the local community would not wish it to be closed. Has she visited the hospital? What is her overall impression of the hospital and its suitability to provide NHS care? Did she see any significance in this when forming her views? If so, what was that?

I was not instructed to visit the hospital.

27.
Not even the current NMC Guidance “Record Keeping – Guidance for Nurses and Midwives” or the NMC Code of Conduct (2004) requires nursing records to be in a particular form? That Guidance does not require the content of the records to be set out in assessments, care plans, risk assessments and other similar documents?

The NMC Guidance on Record Keeping (2004) states 

There is no single model or template for a record. The best record is one that is the product of the consultation and discussion which has taken place at a local level between all members of the inter-professional health care team and the patient or client. It is one that is evaluated and adapted in response to the needs of patients and clients. It is one that enables any registrant to care for the patient or client, regardless of where they are within the care process or care environment. It is an invaluable way of promoting communication within the health care team and between practitioners and their patients or clients. Good record keeping is, therefore, both the product of good team work and an important tool in promoting high quality health care.

The type and format of recording is not the issue. The important fact is that the records can evidence the assessment, care planning, care delivery, evaluation, communication and decision making in respect of the patient’s journey and condition.

The style or design of records does not affect the requirement for competence and diligence of those who complete them. 

28.
So long as it does not impede the proper discharge of a nurse’s professional duties, a Health Board is entitled to choose the form of nursing records, and to devise documents accordingly?

Yes. The type and format of recording is not the issue. The important fact is that the records can evidence the assessment, care planning, care delivery, evaluation, communication and decision making in respect of the patient’s journey and condition.

The style or design of records does not affect the requirement for competence and diligence of those who complete them. 

29.
Would she accept that the system of using care plans is a tool to facilitate the proper and effective nursing of the patient?

Yes.

30.
Does she contend that the standards attainable by use of the care plan system are not attainable without using that system?

The type and format of recording is not the issue. The important fact is that the records can evidence the assessment, care planning, care delivery, evaluation, communication and decision making in respect of the patient’s journey and condition.

The style or design of records does not affect the requirement for competence and diligence of those who complete them. 

31.
Does she accept that in the medical records she has examined there are pages for the making of normal nursing records, with various additional documents for completion by the nurse?

Yes.

32.
Does she accept that these various additional documents include all or some, in varying combinations, of the following documents:- 

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

Yes. These are the documents that were seen in patients’ records. However, not all the forms were found in all the records and some forms that should have been there because of the patient’s needs were not found.

33.
Does she accept that these documents, if used appropriately, are sufficient to assess, monitor and evaluate the patient and his or her condition from time to time so as to allow the patient to be nursed properly?

The design of the recording system is a local decision. What is crucial is that whatever the system is adopted the assessments, care plans, care delivery and evaluation should be undertaken and records completed competently and diligently.

34.
Does she accept that which of these documents should be used will depend on the circumstances of the individual patient?

Core risk assessments are required. Therefore some of the documents will be patient specific whilst others should have been completed on all patients.

35.
Does she accept that deciding which of these documents should be used in a particular case is a discretionary judgment to be made by the nurse – and that in making it, various factors will generally have to be taken into account?

The decision to carry out assessments and then record the information on a particular format is a clinical decision by the registered nurse, and it may be a requirement set by local or national guidance or legislation. The nurse’s clinical judgment should be guided by evidence based practice, and knowledge of risks (actual or potential) associated with the condition or the person’s situation, age and frailty.

36.
Does she accept that in some cases deciding how to complete the particular document is a discretionary judgment to be made by the nurse – and that in making it, various factors will generally have to be taken into account?

The decision to carry out assessments and then record the information on a particular format is a clinical decision by the registered nurse and it may be a requirement set by local or national guidance or legislation. The nurse’s clinical judgment should be guided by evidence based practice, and knowledge of risks (actual or potential) associated with the condition or the person’s situation, age and frailty. 

37.
Does she accept that in some at least of these discretionary judgments different nurses may reach different decisions, none of them unacceptable?

Yes. However, nurses must be able to support their professional opinion and decision making processes.

37.
She has criticised the absence of Falls Risk Assessments, Waterlow Score Charts, Manual Handling Assessments and Nutrition Scoring? 

Yes, in some cases.

Does she accept that much of this information, where appropriate, is found in the nursing notes? For example, in general although there may not be a stool chart for a particular patient the nursing evaluation notes do carefully record the patient’s stools. Does she accept that it is wrong to assume that these assessments were not carried out (if appropriate)?

No, I do not accept this. The records were examined in their entirety to ensure information was not written in other places. The example given of the record of bowel activity, illustrates that although there may have been some references to bowel activity in some records at some time, there was evidence that these records were not accurate, objective nor easy to follow. In some records the doctor had recorded a different level of bowel activity to the nurse, who had not used an objective stool recording system and descriptions were not helpful or non existent.

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

It is irrelevant whether a form was created by an individual or by the hospital. The issue is whether information was recorded in a manner that assisted in the assessment and care of the patient and in a manner that ensured compliance with NMC Code of Practice.

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

I do accept that some records on some occasion had goals set on care plans and that there was on some occasions reference to these goals in the narrative. However, neither was routinely evident.

40.
Does she accept that in some patients’ notes there is no form for the assessment of the risk of pressure ulcers but the actual score is often documented?

No, in some records there was neither a risk assessment form nor mention of pressure risk assessment and activity to mitigate the risk of pressure damage.

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

This was mentioned on very few occasions.

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

Pressure risk management is far more that simply the mattress. I do not know if a special mattress was readily available and well used. I have not been supplied (as it is not in my terms of reference) with information regarding the procurement processes of the mattress type, or what was used as the standard mattress.

43. In her report EXP EXP00130001 concerning Jessie Jones, under the heading of “Assessing and reviewing the patient's needs” she said (EXP00130018) that “The records indicated that the majority of nursing assessment was carried out through the daily records.” Her criticism is, in effect, that there were no written care plans?

Care plans are the prescription of care for staff. They should be current and dynamic. Furthermore it is often difficult to follow the progress of a patient through the daily records.

44.
The ward nursing staff were entitled to have specialist advice in pressure damage prevention and management if they wanted it? There is no evidence that the ward nursing staff were denied such advice, or failed to seek it when they ought to have?

I have no comment to make about this statement.

45.
The ward nursing staff were entitled to have the advice of the Infection Control Team on which patients to isolate and on how (including by cohorting or barrier nursing) to do that? And they were entitled to rely on that advice?

Ward staff should seek advice regarding any matter for which they feel they need further help. The person giving the advice should be sure it is evidence based and the nurse receiving it can decide not to follow it if they believe it to be incorrect, but they must be able to evidence why they chose not to follow the advice. Every registered nurse is personally accountable for their actions.

46.
The proper nursing care of a patient who has contracted CDI is not a very specialised skill?

Nursing anyone who has complex needs is a highly skilled nursing activity. 

47.
Proper nursing care of a patient who has contracted CDI is time consuming?

Nursing any person with any condition will take as long as it requires to give the care needed. The care of a person with C.difficile, if they have the condition on top of other complex needs, may well require a lot of time - time the patient needs.

48.
That will leave a nurse even less time for paperwork?

As stated above, record keeping is an integral part of the nursing care of any patient.

49.
Fundamentally, as far as actual nursing care of the patient is concerned (leaving aside medical treatment and infection control issues) the patient should, through the course of the illness, be kept properly hydrated and given proper nutrition?

Every effort should be made to ensure that the patient is hydrated and given proper nutrition. All risks should be assessed and barriers to food and hydration mitigated as far as possible. 

50.
The currency of the illness is judged very much by lab tests for CDI and for how long the patient has, or has not, had loose stools?

There are a number of clinical indicators of CDI. Confirmation is made through the lab test.

51.
In regard to stools, the criterion is whether they are loose or not? It is not crucial to gauge degrees of looseness?

The consistency of the stool is only one measure. The malodour and the colour are also indicators of the reason for the stool form. The recording of all factors are crucial.

52.
In a small ward, it is possible for staff to communicate amongst themselves without reference to written records which patients are suffering from CDI?

Staff groups change and however large or small the team, information can be forgotten, lost or the timing and date of changes in a person can become be-muddled or forgotten if not written down in contemporaneous records. This is not a reflection on the Vale of Leven staff.  This is the nature of working with a constantly changing population of patients and staff working different shifts.

Record keeping is an integral part of the role of the nurse.

53.
In a small ward, it is possible for staff to know without reference to written records which patients are suffering from CDI? And to know for how long those patients have been suffering from looses stools?

It is possible to remember who has been diagnosed with any condition but that memory is not necessarily reliable. Staff should get to know their patients but they should not rely on memory to know what conditions a person has. 

54.
Staff caring for patients with CDI can be expected to know that these patients be kept properly hydrated and given proper nutrition? They will know that there is a particular need to concentrate on hydrating patients with CDI? And in essence, those patients should be encouraged to drink as much as possible? There is little risk of over-hydrating such patients?

I am unsure what is being asked in this question.

It is unreasonable to expect nursing staff to remember everything in detail about every patient. And it is unreasonable to expect every patient (if they are able) to remember whether they have had enough to drink. Furthermore what a patient may feel [to drink] is enough, clinically may not be. Hence record keeping is vital.

55.
It is not difficult to detect (from the appearance of the patient, from the patient’s eyes and skin condition, from the bloods taken frequently from patients suffering from CDI) that oral hydration is not enough, and that a drip is required?

Assessment of dehydration is not easy. A person may be dehydrated for a number of reasons. Keeping accurate records assist in not only monitoring  intake but can also assist in providing information regarding  the management of  fluid intake, output or other health reasons for an imbalance.

56.
Medical staff can acquire all the information they need about the hydration of a patient suffering from CDI without that necessarily being in the records?

Questions regarding how a doctor assesses a patient should be referred to a medical expert.

57.
It is not easy to keep proper fluid balance charts in the case of elderly patients suffering from CDI? It is much easier to keep proper fluid balance charts in an acute care unit – especially if the patient is on a drip and catheterised? Fluid intake can be difficult to gauge if relatives assist with this? Fluid loss by vomiting and diarrhoea is very difficult to gauge? No reasonable nurse would ever collect vomit and then measure it in a measuring jug?
Patients (if able) and families can participate in monitoring fluid intake. Urine and vomit output is and should be measured if possible and with some conditions must be measured. For some patients it is sufficient to know that they are passing urine satisfactorily, so at the very least this should be recorded. In more crucial instances, even pads can be weighed to establish their urine content.

58.
DNAR decisions are ultimately decisions for the clinical judgment of the medical staff, although the views of patients and relatives should be taken into account where possible. There is no requirement on the medical staff to seek the views of the nursing staff.

The DNAR form used by the hospital requires involvement of the patient and their family if at all possible. Further questions regarding DNAR should be directed to the Medical Expert.

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

The written records are there to ensure the nurses know when an emergency occurs.  It is unreasonable to expect nursing staff to remember everything in detail about every patient. Nurses have a duty to ensure records are correct and up to date.

59.
In the case of Irene (Susannah) Harnett (EXP00230001) Annette Jeans says (EXP00230027) “Communication with the medical team was clearly recorded and the nursing evaluation record keeping was generally adequate.......Liaison with family and friends was clearly recorded, although it is not clear if this was adequate.”

In the case of Mrs. Jacqueline Patrick she (Lynne Phair) has said (EXP0012001 at EXP00120021) that “There was information however, in the daily progress charts to indicate that the Nurses and Doctors were communicating with each and there was correlation between information in the Doctors' records and information in the Nurses' records in respect of the medical treatment of Mrs Patrick's C. difficile.”

Does she accept that there may have been good communication between and among the nursing staff and others caring for the patients – for example, at ward rounds, Multi-Disciplinary Team Meetings and shift handovers – without that necessarily being recorded in the nursing records? Does she accept that in a small ward where the staff know the patients that may be an effective way of communicating significant issues?

Communication at MDTs and ward rounds should be recorded in accordance with the NMC Guidance on Record Keeping and the NMC Code of Practice.

In the case of this and other patients there may have been liaison with medical staff, other “healthcare professionals” and relatives which has gone unrecorded?

Communication should be recorded in accordance with the NMC Guidance on Record Keeping and the NMC Code of Practice.

60.
In her report EXP00130001 concerning Jessie Jones she said (EXP00130021) “It is the Expert's opinion that the nursing management of C. difficile was inadequate and fell below an acceptable standard.”

She also wrote (EXP00130021) that “There was evidence of

communication between the nursing staff and the infection control staff but the record does not suggest any more involvement than the Infection Control nurse simply recording information based on telephone calls.

There is no evidence that the Infection Control team visited the ward, monitored infection control procedures, advised or guided the staff or spoke to Mrs Jones or her family. It is assumed that she was isolated because the records indicate that she was removed from isolation some two weeks later. There was no care plan for C. difficile at all. No instructions about the linen, hand-washing, the use of protective equipment, informing the relatives, managing the consequences and possible complications of C. difficile.”............When she wrote these things she had not looked at GGC14500001 (Statement in response to complaint from Mrs Anne McDonald regarding Jessie Jones)? We see that from its absence from the list of documents in her report? If that statement is true and accurate it would require her to revise what she said about the C.diff management in Jessie Jones’s case?

No nursing expert was provided with any correspondence relating to the patients other than that contained in the medical records. 

61.
In her Summary of Findings (EXP0066001) she wrote (at (EXP0066003) that “The nursing staff regularly failed to carry out care that it is reasonable to have expected them to do, and failed to take action to prevent adverse consequences occurring. In conclusion it is the expert's opinion that these patients' nursing needs were neglected by the nursing staff; and the nurse in charge of the wards neglected his/her duty of care to ensure that care was delivered to an acceptable standard.” 

These are serious allegations? She made them purely on the basis of the medical records, without regard to any other evidence which might be available – for example GGC14500001 (Statement in response to complaint from Mrs Anne McDonald regarding Jessie Jones)? But that statement is actually on the database?

This professional opinion was given having undertaken 12 investigations. I was instructed to carry out the review of the medical records. Neglect of nursing care is defined by the NMC (2008) as:

‘The refusal or failure on the part of the registrant to meet the essential care needs of a client, for example failure to attend to personal hygiene, failure to communicate adequately with the client, inappropriately withholding food, fluids, clothing, medication, medical aids, assistance or equipment.’

I have based my opinion on the evidence found in the records. I have developed expertise in dissecting and building a picture of care over the past 15 years. I have worked for the NHS as the Consultant Nurse for Safeguarding Adults and have undertaken in excess of 500 reports. All of which have been tested to some degree, and reviewed by families, the police, coroners or legal teams (in negligence cases). My competence in being able to describe the care delivered has been developed over time. It has been very rare that the description I have arrived at has been at odds with the family or patient’s perspective. I have developed a methodology for determining neglect of nursing care. This method has been published in a the Journal  of Adult Protection and is published in Department of Health guidance for the healthcare in England.

Phair L Heath H
2010 Neglect of older people in formal care settings part one: new perspectives on definition and the nursing contribution to multi-agency safeguarding work The Journal of Adult Protection Volume 12 Issue 3, 5-13

Phair L Heath H
2010 Neglect of older people in formal care settings part two: new perspectives on definition and the nursing contribution to multi-agency safeguarding work The Journal of Adult Protection Volume 12 Issue 4, 6-15

Heath H & Phair L
2009 The concept of frailty and its significance in the consequences of care or neglect for older people: an analysis International Journal of Older People Nursing 4,120-131

Phair L
2009 The development of the West Sussex institutional care neglect risk assessment tool: a reflective analysis using Mezirow’s transformative learning theory. International Journal of Older People Nursing 4,132-141

Department of Health (2010) Safeguarding Adults: The Role of Health Service Practitioners  (pp51-55)

62.
She was a co-author, along with Professor George Griffin and Professor Cillian Twomey, of the Clostridium difficile Public Inquiry [Northern Ireland] Independent Report of the Expert Medical Advisory Group (2nd October 2010)?

Part 11 of the report is in these terms:-

“11. Qualifications / Limitations of the findings in relation to

Quality of Care

The examination of records in isolation of knowledge of the patient’s experience or specific concerns, means that records can only be examined against collective requirements or professional standards. This report is only able to give general subjective opinions in respect of the quality of care as documented in the records, and give a collective overall opinion.

Some readers may see the information as a reflection of their experience while others may have either more negative or more positive experiences.

Equally, some staff may feel negative comments made are unfair as their personal professional practice is not reflected, while others on reflection accept the criticism offered.

The 34 domains required examination of a wide variety of care

issues. The impressions of whether the records were complete partially complete, not present or not relevant were in themselves subjective categories, and could not be standardised in respect of every patient record. Thus an overall standard of what could be expected to be found was agreed between the reviewers.

Our opinions have been formed solely by the evidence we gleaned from reviewing the casenotes. We did not meet with or speak to any relatives of deceased patients or hospital staff member(s) or have any knowledge of any specific concerns relating to the care of individual patients.

The necessarily qualitative nature of these findings is a limitation, something we readily acknowledge. In the main it is not possible for us to comment specifically about the quality of care provided to individual patients. The qualitative nature of the data, the lack of consistency in recording, the variation of documentation used both within and between hospitals and the complexity of the quality of care indicators make it difficult for us to make other than general comments in this report.” She accepts that Part 11 was in those terms?

The report and review of the records in this report was undertaken using very different methodology. There were 5 hospitals involved and the terms of reference were not the same.

63.
Does she accept that in this case, too, the examination of records in isolation of knowledge of the patient’s experience or specific concerns, means that the records (i.e. records, not quality of care in fact) can only be examined against collective requirements or professional standards?

The report and review of the records in the Northern Ireland Inquiry was undertaken using very different methodology. I do not accept the statement above.

64.
Does she accept that in this case, too, she is only able to give a general subjective opinion in respect of the quality of care as documented in the records?

The report and review of the records in the Northern Ireland Inquiry was undertaken using very different methodology. I do not accept the statement above.

65.
And not having considered the whole available evidence, not least from patients, relatives and staff, she is even less qualified to opine on the quality of care in fact given?

I have given my professional opinion based on my knowledge skills and experience as outlined in Q60.

NOTE (3) for GREATER GLASGOW HEALTH BOARD In THE VALE OF LEVEN PUBLIC INQUIRY re. THE EVIDENCE OF LYNNE PHAIR

In terms of the GUIDANCE ON WITNESSES AND TAKING OF EVIDENCE, Greater Glasgow Health Board wishes the following lines of questioning to be put by Counsel to the Inquiry to the witness Lynne Phair:-

1.
The only evidence in the records she examined of a patient actually being malnourished or dehydrated was a patient who refused medication, fluids and nutrition? That was Muriel Waddell? 

Nutrition

The needs of all the patients indicated that a nutrition assessment and care plan was required. No nutrition assessment or care plans were considered good or adequate. Five assessments or care plans were in place but were considered poor or inadequate. Seven patients should have had a care plan but did not.

Fluid balance

All patients required their fluid balance to be monitored. No patients had their fluid balance monitored to an adequate or good standard. Nine patients were monitored but the standard of recording was considered poor or inadequate. Three patients did not have any fluid balance monitoring in place when it was indicated by their condition.

Various methods had been used to encourage Mrs. Waddell to eat and drink, without success?

There was a nutrition assessment score. However, it was only completed once despite the serious difficulties documented in respect of Mrs Waddell’s food and nutrition. Diet charts were only completed spasmodically and the fluid balance records indicate that nutritional drinks were not given frequently.  She was only weighed at the Dietician’s request and this was not repeated or recorded any more than twice throughout the 2 months that she was in hospital.  Clearly nutritional intake was a serious problem in respect of Mrs Waddell’s care, yet there was no care plan and very poor record keeping. 

2.
The five patients (see EXP00660002) concerning whom a DNAR decision was made were, arguably if not certainly, the 

frailest of the patients whose records she examined?

It is irrelevant how frail a person is. DNAR should, in my opinion, have been considered. 

3.
She says (see EXP00660002) “The involvement of the Infection Control Team appeared to be minimal” but this opinion is based on the medical records alone? The reality might have been very different?

It is based on the records that the Infection Control Nurse and the ward made. They have a duty to make records in accordance with their NMC code of practice. 

4.
Communications (see EXP00660003) between the disciplines would rarely be recorded in the patients’ records?

The registered nurse has a duty to record communications, particularly those whereby decisions are being made about patient care. Nurses have a duty to make records in accordance with their NMC code of practice. 

