           1                                        Monday, 31 October 2011

           2   (10.00 am)

           3   LORD MACLEAN:  Mr MacAulay?

           4   MR MACAULAY:  Good morning, my Lord.  The next witness is

           5       Dr James Reid.

           6                      DR JAMES REID (sworn)

           7                    Examination by MR MACAULAY

           8   MR MACAULAY:  Are you James Reid?

           9   A.  Yes.

          10   Q.  Could you tell the Inquiry what position you hold at

          11       present?

          12   A.  I am a consultant physician and geriatrician at

          13       University Hospitals of Leicester NHS Trust.

          14   Q.  Perhaps you could just give us some understanding as to

          15       what size of hospital you are working in?

          16   A.  The trust comprises three hospitals: Leicester Royal

          17       Infirmary, Glenfield Hospital and Leicester General

          18       Hospital, and probably has about 2,000 beds.  So it is

          19       a very big trust, providing acute medical services and

          20       tertiary services.

          21   Q.  If we could perhaps put your CV onto the screen, if you

          22       have that in front of you, INQ02750001.  Your current

          23       post on the CV is described as a consultant in

          24       integrated medicine?

          25   A.  That is a local term for a consultant in geriatric
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           1       medicine.  It is not a particularly meaningful term, I'm

           2       afraid.

           3   Q.  But that is your specialism: geriatric medicine?

           4   A.  Geriatric medicine, yes.

           5   Q.  If we look at your qualifications, can we see that your

           6       first degree was a degree in pharmacology from

           7       Cambridge University?

           8   A.  It was a degree in medical -- pre-clinical medicine,

           9       with a year of pharmacology, yes.

          10   Q.  When, then, did you qualify as --

          11   A.  I qualified as a doctor in 1989.  I did house officer

          12       jobs in Ipswich and Norfolk, and then, after senior

          13       house officer posts in Leicester, I did most of my

          14       specialist training in the West Midlands.

          15   Q.  If we look at your list of previous posts, can we see,

          16       if we look towards the bottom, that from 1995 to 1998

          17       you were a senior registrar in geriatric medicine in the

          18       West Midlands?

          19   A.  Yes, indeed.

          20   Q.  When, then, did you take up your present post?

          21   A.  1998, July 1998.

          22   Q.  So you've been a consultant since then?

          23   A.  Yes.

          24   Q.  You tell us towards the top of the page what your

          25       specialities are.  Can you just elaborate upon that?
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           1   A.  I was appointed -- my post was basically to improve the

           2       care of elderly people who had sustained hip fractures,

           3       so although I do acute medicine and general medicine,

           4       I also spent a lot of time on the orthopaedic wards,

           5       trying to improve the care of elderly people who have

           6       fallen over and broken hips, mainly.

           7           I have also run -- got an interest in falls and have

           8       done falls clinics once or twice a week for most of

           9       the last 13 years.

          10   Q.  If we turn, then, to the second page of the document, do

          11       you indeed set some of that out under the second heading

          12       of "Clinical management (University Hospitals Leicester

          13       NHS Trust)", and particularly your interest in falls in

          14       connection with the elderly?

          15   A.  Yes.

          16   Q.  I think you set out a number of positions that you have

          17       held; is that correct?

          18   A.  Yes.  I was head of service for geriatric medicine from

          19       about 2004 to -- I think some of these dates may not be

          20       actually fully accurate, but I think 2004/2005 until

          21       last year, and also I had an interest in patient safety

          22       and clinical governance.

          23   Q.  At the top section of this page, you set out some

          24       experience you have had specifically with Clostridium

          25       difficile; is that correct?
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           1   A.  Yes, in fact, again, I have got the date wrong there, it

           2       is April -- sorry, it is April 2007.  In our trust,

           3       we -- it became clear that we had a problem with

           4       Clostridium difficile.  I think clinicians became aware

           5       of it in 2005/2006 and, as head of services for

           6       geriatric medicine, with the support of the trust

           7       management, I was involved in setting up and running an

           8       isolation ward for Clostridium difficile patients with

           9       colleagues in infectious diseases.

          10   Q.  Does this cover the three hospitals you mentioned in the

          11       trust?

          12   A.  Initially, it was just for the medical directorate, and

          13       then it became for all three hospitals of the trust, so

          14       all parts of the trust were using the isolation facility

          15       for patients with Clostridium difficile infection.

          16   Q.  I think what you tell us there is that you set up

          17       a 22-bed isolation ward to deal with this?

          18   A.  We'd calculated, for the size of our trust and the very

          19       high numbers of patients with Clostridium difficile,

          20       just for medicine we needed a ward to look after the

          21       patients we had with Clostridium difficile.

          22           Actually, what happened is, once the ward was

          23       opened, that coincided with real tightening up of

          24       infection control policies of hand hygiene and

          25       antibiotic policies and we soon found out that,
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           1       actually, we had many fewer patients than we had

           2       expected, and that's when we opened it to other parts of

           3       the trust, other services, and that -- so, really,

           4       from April 2007 was when we really turned the tide on

           5       our outbreak of Clostridium difficile.

           6   Q.  At the final page, you set out some of your

           7       publications, and you have already.  Mentioned the focus

           8       I think you have had on falls.  Stroke also seems to

           9       have featured as one of your interests?

          10   A.  As you will see, most of those publications are fairly

          11       long ago and most of them relate to work I did when

          12       I was training as a senior registrar.  At that stage,

          13       I was interested in pursuing a career in stroke

          14       medicine, but, as it happened, the job came up in

          15       Leicester in a different field and that's what I went

          16       for.

          17   Q.  Can we then leave your CV aside and move on to consider

          18       your involvement in this Inquiry?  Is it the case that

          19       you were asked to look at the hospital records of some

          20       12 patients who had been, at one time or another, in the

          21       Vale of Leven Hospital?

          22   A.  Yes.

          23   Q.  Was your primary focus, when you came to prepare

          24       reports, on the records?

          25   A.  Indeed.  I haven't examined any patients and
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           1       I haven't -- in only one case did I have a copy of

           2       a statement from a next of kin.

           3   Q.  What was that case?  Can you remember?

           4   A.  Coleman Conroy.

           5   Q.  But apart from that, I don't think you have been asked

           6       to look at statements --

           7   A.  No.

           8   Q.  -- or any other evidence --

           9   A.  No.

          10   Q.  -- particularly when you were preparing your reports.

          11   A.  No.

          12   Q.  Have you ever -- I think the answer to this may be

          13       obvious -- worked in the Vale of Leven Hospital?

          14   A.  No.

          15   Q.  In the preparation of your reports, were you provided

          16       with an introductory booklet that would give you some

          17       sort of insight into the hospital?

          18   A.  I had copies of the junior doctors' handbook

          19       from August 2007 and August 2008, which listed the

          20       services and the consultants there, and I also had

          21       details of various policies on prescribing and infection

          22       control pertinent to that period as well.

          23   Q.  If we look at one of the introductory booklets, if we

          24       can have that on the screen; GGC21720001.

          25           Do you recognise this as one of the documents that
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           1       you looked at to develop some sort of understanding as

           2       to what the hospital was like?

           3   A.  This was the first page of the junior doctors' handbook,

           4       I think, the introductory document.  Presumably, it was

           5       given out to all new junior staff starting at the

           6       Vale of Leven.

           7   Q.  I think we see that the hospital is described as having

           8       approximately 180 beds, covering various aspects of

           9       medicine?

          10   A.  Yes.  It is a small hospital.

          11   Q.  It is a small hospital, yes.  If you turn to page 3 of

          12       the document, do you have listed there a number of

          13       the doctors and their interests who were working at the

          14       hospital?  For example, Dr Carmichael, Dr McCruden and

          15       Dr Johnston?

          16   A.  Indeed.

          17   Q.  Are these names that you saw in the records that you

          18       looked at?

          19   A.  Yes, indeed.  The only one of those names that I was

          20       familiar with before asking to do this was Dr Forbat,

          21       who worked as a registrar in Leicester when I was

          22       a senior house officer in the early 1990s and a locum

          23       consultant in Good Hope Hospital later in the 1990s when

          24       I was a registrar.  So he is the only one that I've had

          25       contact with prior to the Inquiry.
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           1   Q.  If you turn to page 4, then, of the document, the other

           2       name we see along with Dr Johnston on that page is

           3       Dr Akhtar.  Again, is that a name that you have come

           4       across in the records you have looked at?

           5   A.  Yes.

           6   Q.  Generally, Dr Reid, does the GMC provide guidance for

           7       doctors?

           8   A.  The guidance that's -- at the time was good medical

           9       practice, which is -- I think the 2006 one is the most

          10       recent one that would have been in force at the time

          11       there, which provides guidance to doctors on acceptable

          12       standards of professional practice and is provided to

          13       all newly qualified doctors and is updated and sent out

          14       to all the doctors registered with the GMC.

          15   Q.  If we look at the document we have, it is INQ00270001.

          16       Is this the document you have in mind?

          17   A.  Yes.

          18   Q.  I think, if we turn to page 3, we can see that this

          19       particular version came into effect on 13 November 2006?

          20   A.  Yes.

          21   Q.  Turning, then, to page 9, there's a section there

          22       dealing with providing good clinical care and what that

          23       must include.  Do you see that?

          24   A.  Yes.

          25   Q.  Is this pretty basic, from the point of view of
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           1       the practitioner?

           2   A.  Indeed, yes.  I think this is the sort of thing that is

           3       internalised into the everyday practice of all doctors,

           4       really.

           5   Q.  We see some reference to adequately assessing the

           6       patients' conditions, providing or arranging advice, and

           7       referring patients to another practitioner when this is

           8       in the patient's best interests.  These are fundamental

           9       principles?

          10   A.  Yes, they are.

          11   Q.  If you turn to page 10, just to pick another point,

          12       section 3, at (b), indicates that in providing care you

          13       must:

          14           "Prescribe drugs or treatment, including repeat

          15       prescriptions, only when you have adequate knowledge of

          16       the patient's health, and are satisfied that the drugs

          17       or treatment serve the patient's needs."

          18           Is that right?

          19   A.  Yes, that's standard.

          20   Q.  And (f) makes reference to:

          21           "Keeping clear, accurate and legible records ..."

          22           Is that correct?

          23   A.  Yes.

          24   Q.  Just generally, I think you did look at that aspect of

          25       the records when you looked at the records.  In the
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           1       main, were the records reasonably well kept?

           2   A.  There were instances where the records were well kept,

           3       but there were also many instances where it was not

           4       clear which doctor had written in the records and where

           5       there were treatment decisions or changes management

           6       made that didn't seem to be recorded within the medical

           7       records.

           8   Q.  Now, you also mention, I think, some documentation you

           9       were provided with that related to prescribing policy

          10       that may have been in place in the Vale of Leven at the

          11       relevant time?

          12   A.  Yes.

          13   Q.  If we can look at some of that, if you could look,

          14       please, at GGC18270001, I think this is one of

          15       the documents that you looked at.  It is the Greater

          16       Glasgow and Clyde formulary for 2007?

          17   A.  Yes.

          18   Q.  What is the function of this sort of document in

          19       practice?

          20   A.  What this is -- the standard formulary that we use in

          21       this country is the British National Formulary.  The

          22       purpose of local formularies like this is that, firstly,

          23       there may be choice -- particular drugs or medications

          24       that locally have been agreed or purchased at a lower

          25       price that -- so, for example, in blood pressure pills,
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           1       there may be, you know, 30 or 40 different drugs that we

           2       could use, but it's more efficient for hospital

           3       formularies to only carry a stock of five or six in the

           4       main, so there may be reasons for restricting choice

           5       that way.

           6           Also, particularly for things like antibiotic

           7       prescribing, it will enable -- take into account local

           8       variations in resistance patterns and things like that.

           9   Q.  I know you have looked at this document before coming to

          10       give your evidence and it is a document we can see is

          11       dated 2007.  What was the position in Leicester?  Would

          12       you have had something similar to this at that time?

          13   A.  We did, and in fact it was online by 2007.  There had

          14       been formularies in Leicester for as long as I can

          15       remember.

          16           In fairness, I think often, you know, when these are

          17       available in paper copy, they are not always that easy

          18       for junior doctors to access or use, and people do tend

          19       to go back to the British National Formulary, and they

          20       also do tend to rely on what they see colleagues doing

          21       and what they have done in their past.  So these

          22       formularies are often not -- my experience is they are

          23       often not adhered to rigorously.

          24   Q.  But they are there to give guidance to --

          25   A.  They are there to give local guidance, yes.
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           1   Q.  If you are looking at infections just generally, there

           2       are obviously different types of infection, and I think,

           3       when you looked at the records, you will have seen

           4       evidence of, for example -- urinary tract infections

           5       feature; is that correct?

           6   A.  Yes.

           7   Q.  Would it be the task of the doctor to make an assessment

           8       of the patient and then to prescribe the relevant

           9       antibiotic to deal with the infection that the doctor

          10       has diagnosed?

          11   A.  So to take an example of the urinary tract infection,

          12       the doctor needs to be -- make the diagnosis based on

          13       signs, symptoms and, if possible, laboratory reports,

          14       make a judgment about whether treatment is justified --

          15       it is not always justified -- and also make a judgment

          16       about what the most effective treatment should be, and

          17       obviously the formulary will help guide them towards

          18       what the local policy is for first-line treatment, if

          19       treatment is indeed indicated.

          20   Q.  We know that -- we have heard some reference to this in

          21       the Inquiry already -- there are certain antibiotics

          22       that are described as broad-spectrum antibiotics and

          23       they have a particular relevance in connection with

          24       C. diff; is that correct?

          25   A.  That is correct.

                                            12

           1   Q.  Can you explain that to us?

           2   A.  Well, Clostridium difficile is a not unusual organism

           3       living in the bowel of many people, and it doesn't

           4       really -- it causes problems through the toxin that it

           5       produces, which irritates the lining of the bowel.

           6           Now, Clostridium difficile is resistant to many

           7       antibiotics.  Broad-spectrum antibiotics obviously kill

           8       a broad range of bacteria, and I think the theory is

           9       that the broad-spectrum -- a broad-spectrum antibiotic

          10       will kill off a broad range of the bacteria that

          11       normally live in the gut and bowel.  That will open up

          12       a kind of environmental niche so that the Clostridium

          13       difficile bacteria can multiply and the numbers can

          14       increase and get to a level where disease actually

          15       occurs.

          16           So if you choose a broad-spectrum antibiotic, yes,

          17       as a doctor, you may be confident that, if you are not

          18       quite sure what you're treating, you are more likely to

          19       treat the infection.  But, equally, you will also make

          20       a patient much more vulnerable to Clostridium difficile.

          21           If you can be more focused in antibiotic choice and

          22       choose a narrower spectrum to cover what you think is

          23       the likely pathogen, then although the trade-off is that

          24       you may end up choosing something that the germ is

          25       resistant to, you will reduce the risk of adverse
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           1       effects from -- such as Clostridium difficile.

           2   Q.  I think you have indicated, in relation to the

           3       records --

           4   MR KINROY:  My Lord, can we just ask if, in some cases, that

           5       is quite a difficult calculus to make, the trade-off

           6       between the risk of inducing C. diff and the need to

           7       deal with the infection?

           8   LORD MACLEAN:  You heard the question.

           9   A.  Yes.  Sorry, I am deaf in one ear so I have difficulty

          10       localising.

          11           It is indeed a difficult trade-off.  I have to say,

          12       it relies on a balance of clinical judgment and making

          13       a good assessment of the patient's case, so I would

          14       entirely accept that there are circumstances in which

          15       using a broad-spectrum antibiotic is entirely

          16       appropriate.

          17   MR MACAULAY:  One of the things you mentioned a moment ago

          18       was urinary tract infections.  I think there are

          19       a number of instances in the cases you have looked at

          20       where at least urinary tract infections were being

          21       suspected and were treated.

          22   A.  Yes.

          23   Q.  If you are seeking to diagnose a urinary tract

          24       infection, how do you go about it?

          25   A.  Well, it is difficult in elderly patients, frail,
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           1       elderly patients, for a number of reasons.  Firstly,

           2       because older patients, particularly if they have

           3       underlying chronic disease, may present in a very

           4       non-specific way with infection.  So they may present

           5       as -- rather than with symptoms or signs suggesting

           6       a urinary infection, they may present with deterioration

           7       in mobility, incontinence, increased confusion, in

           8       non-specific ways.  That is the first thing.

           9           The second complicating factor is it is -- many

          10       older people have the presence of bacteria or infection

          11       in the urine without it actually being -- causing them

          12       disease.  So about 20 or 30 per cent of hospital

          13       patients, women, elderly women, hospitalised will have

          14       bacteria that you can grow in the urine, even if they

          15       have no symptoms and they are perfectly well and, if

          16       a patient has got a catheter in, then colonisation of

          17       the catheter and the urinary tract with bacteria is

          18       almost universal.

          19           So I think that diagnosing a urinary tract in

          20       hospital -- in elderly patients in hospital -- sorry,

          21       I will say that again.  Diagnosing urinary tract

          22       infection in elderly patients in hospital is -- you need

          23       to make a clinical judgment, firstly, whether they have

          24       any symptoms of infection, either specific lower urinary

          25       tract symptoms, such as pain, urinary frequency,
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           1       burning; whether they have any more generalised symptoms

           2       of infection, so fever, abnormal blood tests, a racing

           3       pulse; or whether they have non-specific medical

           4       symptoms which may be an indicator for infection, such

           5       as increased confusion, deteriorating mobility, because

           6       you have got to make the judgment whether the positive

           7       urine dip test, for example, actually means that person

           8       has an infection that requires treatment or is just what

           9       is called asymptomatic bacteriuria.

          10   Q.  Just on that, the asymptomatic bacteriuria, what exactly

          11       is that?

          12   A.  That is when you can culture bacteria from the urine of

          13       a patient but they have no symptoms or signs to indicate

          14       that they actually are unwell with an infection.

          15   Q.  What role, if any, does a sample of urine take that's

          16       been analysed by the lab?  So, if you take a sample, you

          17       send it off to the lab, how does that come into the

          18       diagnosis?

          19   A.  That can be very helpful in identifying the absence of

          20       urinary tract -- of urinary infection, because, if the

          21       sample is clear and there are no white -- pus cells in

          22       the urine, then it is unlikely that that patient has

          23       a urinary tract infection.  If there are pus cells and

          24       there is no culture grown, that is less helpful, because

          25       it may be they have a urinary tract infection and you
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           1       haven't grown the germ or they have already been treated

           2       with antibiotics.

           3           If you have a positive culture of a bacteria grown

           4       in the urine, then that is very helpful in terms of

           5       guiding the choice of antibiotics, but you actually have

           6       to make the decision whether they have a urinary tract

           7       infection that justifies treatment for that, really.

           8   Q.  Can I just ask you to slow down a little bit, Dr Reid --

           9   A.  Sorry.

          10   Q.  -- because every word you say is being written down?

          11   A.  Yes.

          12   Q.  The other area I want to ask you about is chest

          13       infections, because, again, I think you have seen some

          14       cases where there is evidence of chest infections.

          15           When you are looking at chest infections, are there

          16       different types of chest infection?

          17   A.  Yes.  Lower respiratory tract infections I guess can be

          18       classified as pneumonia, where there is

          19       solidification -- consolidation of the lung, which is

          20       a serious infection.  There are also bronchial

          21       infections, perhaps seen in chronic obstructive

          22       pulmonary disease, which are also lower respiratory

          23       tract infections but in which the treatment approaches

          24       are slightly different.

          25   Q.  Is there a difference between a hospital-acquired
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           1       infection and a community-acquired infection?

           2   A.  Yes, indeed.  Community-acquired infections in older

           3       people tend to be specific -- tend to be caused by

           4       infections such as Haemophilus influenzae or

           5       Streptococcus pneumoniae, which, in general, are

           6       susceptible to straightforward standard drugs.

           7           There are infections called atypical infections,

           8       which would include things like chlamydia, mycoplasma

           9       and legionella, which you need a slightly different drug

          10       approach.  In hospital, you are more likely to get

          11       hospital germs, which may be resistant to other

          12       treatments and may include things like staphylococcus.

          13       Frail, older people may also get -- or people with

          14       swallowing difficulties may get what's called aspiration

          15       pneumonia, where secretions or fluids from the mouth or

          16       stomach are going down the air pipe instead of the food

          17       pipe, if you like, and they are often caused by mouth

          18       bacteria or gram-negative bacteria, and, again, you

          19       would want a different sort of antibiotic approach in

          20       that situation.

          21   Q.  If we then look at the document we have put on the

          22       screen already, and just pick up one or two points from

          23       it, if you turn to page 40, are we given there, at

          24       5.1.13, some guidance in the formulary in relation to

          25       the antibiotic treatment of urinary tract infections?
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           1   A.  Yes.  This indicates that first-line treatment for

           2       uncomplicated urinary tract infections in adults should

           3       be trimethoprim or nitrofurantoin, which are drugs which

           4       are relatively narrow in spectrum against the commonest

           5       bacteria that cause urinary tract infection.

           6   Q.  What is an uncomplicated urinary tract infection?

           7   A.  This would be one that is not associated with evidence

           8       of pyelonephritis, so flank tenderness, in which the

           9       patient has predominantly urinary symptoms, as opposed

          10       to systemic symptoms, with a high fever, or who is very

          11       systemically unwell, and obviously also excludes things

          12       like catheter-associated infections or infections where

          13       there is -- has been -- there's abnormalities within the

          14       urinary tract.  I think there is some guidance on what

          15       they mean by that in one of the other documents.

          16   Q.  If we go back to page 38, at 5.1.2, can we read there

          17       that it is suggested under the heading "Cephalexin":

          18           "Generally used for urinary tract infections where

          19       trimethoprim is not appropriate."

          20           How would that come into play?

          21   A.  That would be in patients who were allergic to

          22       trimethoprim or in patients perhaps in whom there is

          23       a culture which shows resistance to trimethoprim or

          24       nitrofurantoin.

          25   Q.  Is this a broader-spectrum antibiotic?
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           1   A.  It is a broader-spectrum antibiotic, but it tends to be

           2       used more for urinary tract infections rather than other

           3       forms of infection.

           4   Q.  If we look at one of the other documents, then, it is

           5       GGC21790001.  This is I think described, although it is

           6       not on the document itself, as the Argyll and Clyde drug

           7       formulary for 2006.  Was this another document that you

           8       looked at before coming to give evidence?

           9   A.  Yes, it is.

          10   Q.  If we turn to page 39, under the heading "Infections",

          11       is guidance given there generally in relation to the

          12       principles of antibiotic treatment?

          13   A.  Yes.

          14   Q.  If you turn to page 40, again can we see that guidance

          15       is given, for example, at 5.1.1.3 in relation to what

          16       are described as broad-spectrum penicillins, that's

          17       amoxicillin and co-amoxiclav; is that correct?

          18   A.  That's correct.  Obviously, it is putting amoxicillin as

          19       the first preferred choice.

          20   Q.  Now, then, if we move on to page 145, we are looking at

          21       a section dealing with respiratory tract infections, and

          22       towards the bottom, for example, we see

          23       "Community-acquired pneumonia (local guidance).  Start

          24       antibiotics immediately", and there is a reference to

          25       one of the appendices of the document to give the
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           1       guidance.  This is the very, very bottom of the page.

           2   A.  Yes, yes.

           3   Q.  We will look at that in a moment, but if we turn to

           4       page 146, there is a section about a third of the way

           5       down headed "Urinary tract infections".  Do you see

           6       that?

           7   A.  Yes.

           8   Q.  We see, for an uncomplicated UTI, again there is

           9       reference to the trimethoprim or the nitrofurantoin; is

          10       that correct?

          11   A.  Yes, and they define an uncomplicated urinary tract

          12       infection as the absence of fever or flank pain

          13       suggestive of pyelonephritis.

          14   Q.  I think we read this as being the first line of

          15       treatment; is that right?

          16   A.  Yes.

          17   Q.  What about the second line, then, if you look at the

          18       next bit?  What does that tell us?

          19   A.  Well, it would indicate that they are recommending that

          20       urine specimens should be taken wherever possible, and

          21       that, if the first-line treatment doesn't work, then the

          22       second-line treatment should be based on the results of

          23       the cultures taken.

          24   Q.  If we turn to page 147, the heading is "Acute

          25       pyelonephritis", which I think you mentioned before.  Is

                                            21

           1       that a more serious type of urinary tract infection?

           2   A.  Yes, this is serious -- you know, potentially, I guess,

           3       it could be life threatening, and certainly requires

           4       urgent treatment.

           5   Q.  So do we see here that the recommendation is now

           6       ciprofloxacin; is that correct?

           7   A.  That's correct, and that remains the case, I think,

           8       right through the period of this Inquiry.

           9   Q.  If we turn to page 153, I think this is the appendix

          10       that was referred to earlier in connection with

          11       a community-acquired pneumonia.  Does this set out in

          12       a table what the different approaches might be?

          13   A.  Yes.  So milder cases may be treated with oral

          14       amoxicillin.  More severe ones can be treated with --

          15       require hospital and are treated with amoxicillin and

          16       clarithromycin, so two antibiotics, and the most severe

          17       ones require intravenous antibiotics.

          18   Q.  I think the formulary also gives some guidance as to the

          19       duration and the doses of the particular antibiotics

          20       that are chosen; is that right?

          21   A.  Yes, indeed.

          22   Q.  For example, if you turn to page 154, that might help

          23       you --

          24   A.  Yes.

          25   Q.  -- where we are given some information about dosage and
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           1       duration.

           2   A.  Yes.  They recommend ten days, which is probably longer

           3       than we would use these days.

           4   Q.  On page 156, there is a table that sets out different

           5       forms of infection.  We have touched upon one or two

           6       already, but if you look about halfway down, you see

           7       some reference to C. difficile diarrhoea; do you see

           8       that?

           9   A.  Yes.

          10   Q.  Can we see that the recommended treatment is

          11       metronidazole orally for a minimum of ten days?

          12   A.  Yes.

          13   Q.  Was that the standard form treatment at that time?

          14   A.  That would have been standard treatment at the time.

          15   Q.  The alternative treatment is said to be vancomycin?

          16   A.  Yes.

          17   Q.  Again, for ten days?

          18   A.  Yes, that would be standard.  We use 14 days, but

          19       I think ten days would be a reasonable standard at the

          20       time.

          21   Q.  Perhaps one further document, if I could ask you to look

          22       at this, is at GGC21760001.  Again, did you look at this

          23       document when you --

          24   A.  Yes, I saw this.

          25   Q.  I think, again, this is also giving information on
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           1       prescribing guidance?

           2   A.  Yes.

           3   Q.  This is the North Glasgow Acute Hospitals prescribing

           4       handbook for 2007.  I don't propose to take you to it,

           5       but, again, does it -- for example, for a urinary tract

           6       infection, is -- does trimethoprim seem to be the first

           7       port of call for the uncomplicated urinary tract

           8       infection?

           9   A.  It is much the same as in the other guidance, I think,

          10       these ones.

          11   Q.  To what extent would the experienced practitioner

          12       consult the guidance -- let's take someone in your own

          13       position -- if you are faced with somebody who may have

          14       a urinary tract infection?

          15   A.  I would have thought that an experienced doctor would

          16       probably -- should know this.  There is nothing

          17       particularly new or controversial in the guidance for

          18       urinary tract infections.  I think one of the areas that

          19       probably one would want to consult the antimicrobial --

          20       the formulary guidance, even as an experienced doctor,

          21       is antibiotic selection, because the fact that -- things

          22       change faster with antibiotic selection than in most

          23       other areas of medicine as new organisms emerge and as

          24       resistance patterns change.  So I think antimicrobial

          25       guidance, antibiotic choices, is the one area where even
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           1       relatively experienced doctors will want to sometimes

           2       review what guidance is and, in our own hospital, we

           3       have the antimicrobial formulary online so you can check

           4       up on it on the computer.

           5   Q.  Would the local policies reflect what was stocked in the

           6       pharmacy?

           7   A.  Yes, indeed.

           8   Q.  So to that extent, that perhaps makes the formulary more

           9       important, does it?

          10   A.  Yes, you wouldn't want somebody prescribing something

          11       that was maybe an effective antibiotic but actually

          12       would take a day before they could actually get hold of

          13       it, because then that would be a delay for treatment as

          14       well.

          15   Q.  What about the junior doctors, then?  Would you expect

          16       junior doctors to consult the formularies?

          17   A.  I would expect them to consult, particularly

          18       antimicrobial formularies, although, I have to say, that

          19       may not have been done so widely in the past, and people

          20       would often just rely on asking a senior colleague or

          21       doing what they have seen other people do in the same

          22       situation in practice, but the whole point of having

          23       a formulary is to guide and restrict choices and

          24       rationalise choices.

          25   LORD MACLEAN:  Is the formulary distributed also to general
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           1       practitioners, or is it kept within the hospital

           2       service?

           3   A.  I'm not sure of the situation with the formularies we

           4       are discussing here.  At least one of them certainly

           5       seems to be designed to be used across primary and

           6       secondary care.  But certainly locally where I work

           7       there is a Leicestershire medicines' management group

           8       that meets with representations of primary and secondary

           9       care and they colour-code drugs, whether they are

          10       green-light-listed, amber-, red- or black-listed, but

          11       I'm not sure to what extent these documents would have

          12       been circulated.

          13   MR MACAULAY:  Would you expect a GP at least to have in his

          14       possession the British National Formulary?

          15   A.  Indeed, yes.

          16   Q.  In 2007, to what extent would you say there was

          17       knowledge within the medical profession of

          18       the relationship between broad-spectrum antibiotics and

          19       C. diff?

          20   A.  I think that there was no novelty in this.  It had been

          21       known for a very long time that broad-spectrum

          22       antibiotics were associated with increased Clostridium

          23       difficile risk.  Back in the 1990s, at that stage,

          24       ciprofloxacin, for example, was considered to be a drug

          25       that was very useful because C. diff tended not to be
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           1       resistant to it at that stage, so it may well be the

           2       case that some senior doctors might have considered

           3       ciprofloxacin to be less associated with Clostridium

           4       difficile, particularly if they weren't aware of

           5       the outbreaks in Canada and in England where this had

           6       been linked, but I think there is no doubt that

           7       broad-spectrum antibiotics were well established as

           8       being linked with Clostridium difficile at this time.

           9       I mean, it was something I was aware of as a medical

          10       student.

          11   Q.  That is going back a little bit?

          12   A.  That is late 1980s.

          13   Q.  Just some general points, and I think this does come out

          14       of your reports, in caring for a patient with C. diff,

          15       and I think we are aware that care has to be taken in

          16       relation to that patient's fluid and nutritional

          17       position; is that correct?

          18   A.  Yes, certainly.

          19   Q.  In looking at your case, the case you have looked at,

          20       I think you have also looked at some of the nursing

          21       aspects and, in particular, the maintenance fluid

          22       balance charts; is that right?

          23   A.  I have indeed, yes.

          24   Q.  Generally, if a doctor goes onto the ward and has

          25       a patient who, for example, is suffering from C. diff,
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           1       would you expect the doctor who is caring for the

           2       patient to check the fluid balance charts?

           3   A.  Yes.  I think assessing how well hydrated a patient is

           4       relies on a number of different things.  It relies on

           5       your clinical impression of the patient at the bedside,

           6       assessing their skin turgor, it relies on looking at

           7       things like the observations, the pulse and the blood

           8       pressure, it relies on looking at fluid balance charts,

           9       although I have to say, in my experience, it is not

          10       unusual for the standard of fluid balance charts to be

          11       quite poor, except on specialist areas, particularly

          12       surgical wards and renal wards, and it also relies on

          13       the results of blood tests.  I think you have to use all

          14       of those things together.

          15           It can be difficult, using fluid balance charts, to

          16       assess a patient with high-volume diarrhoea, for

          17       example, because you don't really have a clear idea of

          18       what -- it is very hard to measure the outflows

          19       accurately.

          20   Q.  Stool charts.  Would the doctor caring for the C. diff

          21       patient have regard to stool charts if they existed?

          22   A.  I think they are essential to monitor the outcome of

          23       what happens.  I also think stool charts are a very

          24       useful thing to have on any medicine for the elderly

          25       ward, because you also need to ensure that patients
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           1       don't become constipated when they are immobile.  So

           2       I think stool charts in general are very useful in care

           3       of the elderly wards, but they are essential for

           4       monitoring treatment in Clostridium difficile patients.

           5   Q.  Would you expect the doctor, then, to consult the stool

           6       charts if they are there?

           7   A.  Yes.

           8   Q.  If they weren't there, then what would you expect the

           9       doctor to do?

          10   A.  My own experience, I have to say, is that stool charts

          11       are -- were not part of standard management, I have to

          12       say, in my own hospital, until we had our problems with

          13       Clostridium difficile, and I think, if a doctor was

          14       aware of the utility of them, they certainly would have

          15       asked for them, but it may well be that medical staff,

          16       at this stage, were not used to using stool charts

          17       routinely.

          18           We now use them routinely throughout the trust, but

          19       it took quite a lot of push from senior nurses and ward

          20       managers and medical staff to actually get that rolled

          21       out.

          22   Q.  What was the position in the cases you looked at?  Were

          23       there many cases in which there were stool charts or

          24       not?

          25   A.  I think there were only a couple of cases in which there
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           1       were stool charts and they were only usually covered for

           2       a day or two of the stay.  So they weren't of much use

           3       in most of the cases.  So there seemed to be no evidence

           4       that they were being used on a routine basis for

           5       patients with diarrhoea or Clostridium difficile

           6       diarrhoea.

           7   Q.  Nutrition.  Is that important when you are particularly

           8       looking at a patient who is suffering from C. diff?

           9   A.  These patients are some of the sort of most vulnerable

          10       people in the hospital.  They are extremely frail.  They

          11       are often relatively malnourished, even before they come

          12       into hospital, and they are often -- if somebody has

          13       severe C. diff, they are often losing quite significant

          14       amounts of fluid and protein, and they don't feel like

          15       eating, either.  So I have to say that good nutrition

          16       management is essential to these people.

          17           It can be very difficult to actually intervene,

          18       though, I think, particularly as many older people,

          19       particularly if they are confused, don't tolerate things

          20       like nasogastric feeding and things like that.

          21   Q.  What role would the doctor play in good nutrition

          22       management?

          23   A.  I think the doctor needs to be aware of it, also needs

          24       to be able to prescribe dietary supplements and things

          25       like that, but -- and also needs to take advice from
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           1       dietetic staff.

           2   Q.  If a patient has been diagnosed with C. diff, what

           3       involvement would you expect the treating doctor to have

           4       with that patient?

           5   A.  I think if a patient has been diagnosed with Clostridium

           6       difficile, the doctor needs to review the patient to

           7       assess the severity, looking for marks of disease

           8       severity, such as absent bowel sounds, tachycardia,

           9       fever.  They need to initiate treatment promptly.  They

          10       need to review the existing antibiotic therapy and stop

          11       it wherever possible, and there would be occasionally

          12       circumstances where they need to continue treatment for

          13       another infection.  They also need to monitor the

          14       response to treatment and be aware of the need to

          15       perhaps involve surgeons or microbiologists if people

          16       are not improving as expected with standard treatment.

          17   Q.  If you have a patient who develops diarrhoea, loose

          18       stools, and a sample is taken but the result is being

          19       awaited, how should such a patient be treated, if at

          20       all?

          21   A.  Well, if a patient has had more than one episode of

          22       loose stools and there is no obvious reason for it, like

          23       they were given too many laxatives, or something like

          24       that, then that patient is potentially -- has got an

          25       infection that could spread to other patients.  So quite
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           1       apart -- so the patient should be isolated, if at all

           2       possible, either in an individual room, if that is

           3       available, or, less effective, but isolation procedures

           4       can sometimes be taken on a sort of ward if there are no

           5       single rooms available, but a single room is best

           6       because there is a higher risk of environmental

           7       contamination and any infection spreading to other

           8       people, and you should do that before waiting for the

           9       results of the test because, otherwise, you are going to

          10       lose a day or two days where potentially you are

          11       contaminating the environment.

          12   Q.  But what about treatment, then?

          13   A.  Treatment, I think you need to make a judgment on the

          14       severity of the illness and whether there are other

          15       likely conditions that could be going on.

          16           I think if a severe Clostridium difficile is

          17       expected, then you should start treatment straight away.

          18       If you are in a situation where you know there is an

          19       outbreak in your ward, then I would be tempted to start

          20       treatment straight away as well.

          21           I think mild cases -- and I have to say, until this

          22       027 strain came to us, most C. diff was relatively mild

          23       and just settled down.  Often, you just stopped the

          24       antibiotics they were on and people got better, but

          25       I think with an outbreak of severe C. diff with high
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           1       mortality, my temptation would be to start treatment

           2       straight away, unless I thought there was something else

           3       going on.

           4   MR KINROY:  My Lord, I wonder if we could just clarify

           5       whether it was invariable orthodox practice in the

           6       relevant period to commence antibiotic treatment for

           7       C. diff before a positive result was known, where it was

           8       suspected this was severe Clostridium difficile illness?

           9       The question being: was that invariable orthodox

          10       practice at the time?

          11   LORD MACLEAN:  You have answered that, haven't you?

          12   A.  Yes, I think it probably wouldn't have been invariable.

          13       "Invariable orthodox practice" is quite a tight

          14       threshold to cross, so certainly it wouldn't have been

          15       invariable orthodox practice, but I think -- and I have

          16       to say that my own experience with this developed as

          17       I had more experience with patients, but I certainly

          18       think that it would be best practice in an outbreak,

          19       even at this time, to have initiated treatment if there

          20       were any markers of severity.

          21           So I think, if you are saying, would it -- would

          22       there be a reasonable body of people who would have not

          23       initiated treatment waiting for culture?  There may well

          24       have been a reasonable body of clinicians who wouldn't

          25       have done that.  If you are asking me what I think was
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           1       best practice at the time, I think it would have been to

           2       start treatment.

           3   LORD MACLEAN:  There are two things that you recommend in

           4       this situation: one is isolation, if that is possible.

           5   A.  Certainly.

           6   LORD MACLEAN:  But you have mentioned, which no doubt

           7       Mr MacAulay will come back to, and that is, if it is not

           8       possible to isolate, there are procedures that can be

           9       carried out in a ward.

          10   A.  There are indeed.

          11   LORD MACLEAN:  No doubt we will hear a little bit more about

          12       that in due course.  But the other matter that you have

          13       raised is that, in your view, at this time, it was best

          14       practice to start treatment for Clostridium difficile?

          15   A.  If the doctors were aware that there was an outbreak,

          16       and certainly if there were markers of severity, then

          17       I think it was best practice to start treatment for

          18       Clostridium difficile, and in a number of the cases

          19       where I have reviewed, in fact, that was done as well.

          20   LORD MACLEAN:  So to answer Mr Kinroy's question, it is not

          21       invariable?

          22   A.  Not invariable.

          23   LORD MACLEAN:  It depends on the doctor's judgment and what

          24       he is looking at; is that right?

          25   A.  Yes, I accept that entirely.
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           1   LORD MACLEAN:  Thank you.

           2   MR MACAULAY:  Just on that point, on the doctor's judgment,

           3       that depends on the doctor being made aware or becoming

           4       aware that the patient has loose stools before the

           5       diagnosis is made?

           6   A.  Yes.  Yes, I think the doctor should be made aware that

           7       their patient has loose stools, rather than just waiting

           8       for the sample to come back.

           9   Q.  Would it be your expectation that, in a given case, once

          10       the patient has developed loose stools and there is

          11       a suspicion of C. diff, the doctor would then see the

          12       patient and examine the patient?

          13   A.  I think if a patient had had two episodes of loose

          14       stools, then that is a change in their condition that

          15       should be made -- and the supervising junior doctor

          16       should be made aware of that, and I would expect them to

          17       actually examine the patient or make some clinical

          18       assessment of the patient.

          19   DAME ELISH:  My Lord, I wonder if I may have the question

          20       posed regarding whether the procedure would be the same

          21       if there was a concurrent norovirus outbreak at the same

          22       time as the patients were manifesting C. diff or

          23       diarrhoea?

          24   A.  Okay.  Norovirus causes a slightly different illness,

          25       with a lot of vomiting, and it tends to be a fairly
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           1       short duration of treatment.  Elderly patients can get

           2       dehydrated very quickly in norovirus outbreaks, so

           3       although it generally is self-limited and gets better,

           4       I certainly would expect them to be assessed by the

           5       doctor if somebody develops vomiting and diarrhoea.

           6   DAME ELISH:  Is there ever vomiting with C. difficile, may

           7       I ask?

           8   A.  Sorry, I didn't hear that.

           9   DAME ELISH:  Is there ever symptoms of vomiting accompanying

          10       C. difficile infection?

          11   A.  It is not typical, but it certainly can occur.

          12   MR MACAULAY:  But coming back to C. difficile and the

          13       patient who has developed loose stools, as I understand

          14       it, your position is that such a patient, having had two

          15       episodes of loose stools, should be seen by the junior

          16       doctor.

          17   A.  Yes, yes.

          18   Q.  Just coming back to the point, then, about isolation

          19       which you have already touched upon, did you have sight

          20       of the loose stools policy as part of the documentation?

          21   A.  Yes, I did.

          22   Q.  I think you will have seen -- we needn't look at it; we

          23       have looked at it on many occasions -- it is envisaged

          24       there that a patient with loose stools should be

          25       isolated?
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           1   A.  Yes, it says, unless there are clinical indications that

           2       they can't be managed in isolation, they should be

           3       isolated and a risk assessment should be done if they

           4       are not isolated.

           5   Q.  If isolation is not then possible, you mentioned that

           6       there were alternatives.  Can I explore that with you?

           7   A.  Isolation in a single room, preferably with toilet

           8       facilities, clearly is the best option for control of

           9       spread of infection.  Sometimes, if there are not enough

          10       single rooms within the hospital, you can try and -- and

          11       you have a number of patients who have the same

          12       infection, you can cohort nurse them, so you can choose

          13       a bay or even a whole ward where you keep patients with

          14       the same infection in, and you also need to make sure

          15       that the nursing staff are cohorted so you don't have

          16       the same nurses, if at all possible, dealing with the

          17       infected patients as with non-infected or recovering

          18       patients on the ward.

          19           You still need to have the same approach in terms of

          20       hygiene, environmental cleaning and hand hygiene, and

          21       things like that, but it is effectively grouping

          22       patients together.  So that is another possible way of

          23       trying to control infection in that situation.

          24   MR KINROY:  My Lord, I wonder if we can ask if the witness

          25       is aware of the practice of barrier nursing, which is
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           1       something short of cohort nursing?

           2   LORD MACLEAN:  I hate to cut the questioning short, but

           3       I think we must limit it.  Otherwise, it is terribly

           4       tempting to ask these questions --

           5   MR KINROY:  I very much understand, my Lord, and I respect

           6       that.

           7   LORD MACLEAN:  I'm sure it won't be lost sight of by

           8       Mr MacAulay.

           9   MR MACAULAY:  I'm happy to pick that one up.

          10           Does the term "barrier nursing" --

          11   A.  Certainly, while you are waiting to put somebody into

          12       a side room, you have to do barrier nursing.  That is

          13       basically trying to clear -- trying to ensure that that

          14       patient's bed area will have the gloves and the aprons

          15       and that care staff take exactly the same precautions as

          16       they would if they were going into a side room.  It is

          17       harder to actually maintain good infection control in

          18       that situation.  You need to make sure the beds aren't

          19       too close together.  So I think that is something that

          20       you would want to do a risk assessment for, if you were

          21       going to do barrier nursing.

          22   Q.  Does barrier nursing include cohorting, or is it

          23       something --

          24   A.  I guess barrier nursing includes the whole lot, but

          25       barrier nursing can be done in isolation in single
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           1       rooms.  You can do it as cohort or you can try and do it

           2       in a bed area, which I think is what the solicitor for

           3       Greater Glasgow Health Board, or counsel for Greater

           4       Glasgow Health Board was indicating.  You can try and do

           5       that on a ward area, but it is less likely to be

           6       effective.

           7   Q.  Would you barrier nurse in the manner you have described

           8       a symptomatic patient, a patient who is diagnosed with

           9       C. diff, in the same bay or area as a patient who does

          10       not have C. diff?

          11   A.  I think that would be poor practice, and you would only

          12       do that if you really had to, if you had no other

          13       options.  It would be better to kind of plan for cohort

          14       nursing, or something like that.

          15           Can I just say, I think some of these questions are

          16       probably better addressed to an infection control

          17       specialist rather than a geriatrician?

          18   Q.  Can I move on then and look at one other aspect of

          19       practice, and that is ward rounds.  I think in the

          20       main -- well, I think really all of the patients you

          21       looked at, the 12 patients you looked at, were elderly

          22       patients.

          23   A.  Yes.

          24   Q.  Suffering from different co-morbidities; is that

          25       correct?
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           1   A.  Yes.

           2   Q.  Leaving aside C. diff and when they developed C. diff,

           3       how often would you, just in a general sense, expect the

           4       consultant to see such patients?

           5   A.  Well, on an acute medical ward -- well, first of all,

           6       when a patient is admitted to hospital as an emergency,

           7       then you would expect consultant review within 24 hours.

           8       I think that, in general, that did happen.  I think

           9       while patients are on a medical ward, so they are

          10       relatively medically unstable, standard practice would

          11       be a consultant ward round twice a week, but obviously

          12       there may -- depending on the level of junior staffing

          13       and the experience of the junior staff there, then there

          14       may be a need for additional consultant reviews if the

          15       patient is unstable or sick.

          16           When patients are deemed stable enough to

          17       participate in a rehabilitation, you know, by that

          18       stage, they should not be in a medically unstable

          19       situation, and it would be reasonable for a consultant

          20       or other senior doctor to do a review on a weekly basis

          21       in that situation, but obviously, if somebody then

          22       becomes unwell again, then there would need to be the

          23       facility for increasing the level of medical input in

          24       that situation.

          25   Q.  If you do have a patient who is ill, then what about at
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           1       the junior level?  What input would you expect?

           2   A.  Well, certainly I would expect at least daily review

           3       while the patient is unstable or in a situation.

           4       I mean, it can be difficult to make a judgment, just

           5       from the notes alone, as to how situations -- but there

           6       certainly were episodes where, looking at observation

           7       charts, there were patients who had quite abnormal

           8       observations, who didn't seem to have a junior review

           9       documented in the notes around that time.

          10   Q.  If you focus on patients, then, who contract C. diff,

          11       looking at the consultants' perspective, how often would

          12       you expect such a patient to be seen by the consultant?

          13   A.  Well, I think it depends on how ill the patient is and

          14       the level of junior support that is present there.

          15       I would expect -- certainly it -- I mean, if the patient

          16       wasn't terribly unwell, that wouldn't necessarily

          17       require additional review if the consultant was

          18       satisfied that the care was being done appropriately.

          19       But clearly, in some situations where there are sick

          20       patients, and particularly if there are concerns about

          21       the adequacy of the junior medical staff, you would want

          22       to satisfy yourself that things were going -- and there

          23       were examples in the cases I reported where the

          24       consultant was going in almost daily when the patient

          25       was poorly and there were also examples where that

                                            41

           1       didn't happen.

           2   MR MACAULAY:  I now want to turn to look at the cases in

           3       particular that you looked at.  I don't know, my Lord,

           4       if that is too early to break?

           5   LORD MACLEAN:  It is a matter for you.

           6   MR MACAULAY:  It is a natural break, my Lord, and it might

           7       be a useful point.

           8   LORD MACLEAN:  Then we will have a break.

           9   (11.10 am)

          10                         (A short break)

          11   (11.37 am)

          12   MR MACAULAY:  The first case I want to look at with you,

          13       then, Dr Reid, is that of Isabella Lettis.  The report

          14       for that we can put on the screen; it is EXP01390001.

          15           You can see, actually, from the frontispiece of

          16       the report Mrs Lettis was a lady who had quite a number

          17       of hospital admissions over a relatively short period of

          18       time; is that correct?

          19   A.  Yes, indeed.

          20   Q.  You have set out the dates there.

          21   A.  In fact, this is over a period of about a year.  Yes, it

          22       is over a year.

          23   Q.  She died on 19 January.  If we look at the death

          24       certificate first, it is SPF00230001.  Can we see that

          25       she was 83 when she died on 19 January 2008?
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           1   A.  Indeed.

           2   Q.  She died in the Vale of Leven?

           3   A.  Yes.

           4   Q.  That was obviously her final admission to the hospital?

           5   A.  Indeed.

           6   Q.  Cause of death includes Clostridium difficile colitis on

           7       the death certificate?

           8   A.  Yes.

           9   Q.  We will come to that in a moment.  If we then look at

          10       your report, and if we turn to page 4 of the report, you

          11       begin to look at the first admission to the

          12       Vale of Leven Hospital under (a) on page 4; is that

          13       correct?

          14   A.  Yes.

          15   Q.  I think you noted that she'd had diarrhoea before she

          16       was admitted to the hospital, but that had settled?

          17   A.  Yes.

          18   Q.  What was the reason for the admission?

          19   A.  Well, she was generally unwell, and her GP felt

          20       concerned that she wasn't managing at home and suspected

          21       she had some form of infection that required further

          22       investigation.

          23   Q.  We will come to look at the antibiotic history in

          24       a moment, but can we note that, in the course of this

          25       admission, she was given antibiotics and, in particular,
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           1       co-amoxiclav?

           2   A.  Yes, she was.

           3   Q.  The second admission, then, you touch upon that on

           4       page 5.  Maybe we will just get the dates.  The date of

           5       the first admission was 10 April 2007 to 8 May 2007.

           6       She's admitted again on 26 May, and she's in hospital

           7       until 5 June; is that right?

           8   A.  Yes, indeed.

           9   Q.  There is no question of C. diff featuring during the

          10       course of this admission?

          11   A.  No, and I don't -- I covered that very briefly because

          12       I didn't feel there was much that was relevant to the

          13       Inquiry relating to second admission.

          14   Q.  Now, the third admission, then, you look at towards the

          15       bottom of page 5.  It begins with an admission to the

          16       Royal Alexandra Hospital; is that correct?

          17   A.  That's right, yes.

          18   Q.  What was the problem here?  What caused the admission?

          19   A.  Well, she had pain in the abdomen and, in fact, was

          20       quite constipated.  After some investigation, I think

          21       they treated her for a condition called diverticulitis,

          22       where there is inflammation of little outpocketings that

          23       occur in the bowel, which would normally be treated with

          24       broad-spectrum antibiotics and metronidazole as well.

          25           I think they weren't entirely sure about the
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           1       diagnosis, because she had quite a lot of

           2       investigations, including a CT scan, she had an attempt

           3       at doing a sigmoidoscopy, but they were only able to see

           4       the very lower part of the bowel, and they did send

           5       a stool sample for Clostridium difficile during this

           6       admission, which was negative.

           7   Q.  The admission, I think, as far as the Royal Alexandra

           8       Hospital, didn't last very long because she was

           9       transferred to the Vale of Leven on 11 September?

          10   A.  Yes, she was transferred for the purposes of

          11       rehabilitation, I understand.

          12   Q.  I think that is where she remained until she died on

          13       19 January?

          14   A.  Yes.

          15   Q.  She was there for some four months or so before she

          16       died; is that correct?

          17   A.  Yes, a prolonged admission.

          18   Q.  During her time in the Vale of Leven, was she diagnosed

          19       with C. diff?

          20   A.  She was.  The diagnosis was made on 21 September 2007.

          21   Q.  I think you touch upon this towards the top of page 7 of

          22       your report.  If we look at the report from microbiology

          23       in the records at GGC00340225, can we see that the

          24       sample was, in fact, collected on 20 September and

          25       received by the lab on the 21st?
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           1   A.  Yes.

           2   Q.  At this point in time, it would appear that Mrs Lettis

           3       is in ward 14 of the Vale of Leven.  So this was

           4       a positive result?

           5   A.  Yes.

           6   Q.  The ward, I think, were aware of this -- I think you

           7       comment on this in your report -- as at 21 September; is

           8       that right?

           9   A.  Yes.  I think the ward were made aware on 21 September.

          10       There is a note in the nursing notes, I think, on --

          11       there is a note in the nursing notes, and I think I have

          12       got that if you want to see that --

          13   Q.  I think we can take it from your report.  If anybody is

          14       interested in looking at that, it is page 351 of

          15       the medical records.  But if we look at the clinical

          16       notes, the doctor's notes, at GGC00340073, do we have

          17       here quite a lengthy entry by the doctor on

          18       21 September 2007?

          19   A.  Dr Khan was reviewing Mrs Lettis.  He'd made

          20       a reasonably good assessment of her abdomen.  He'd noted

          21       that she'd had a temperature.  He'd also noted the blood

          22       results were abnormal with a very high white cell count

          23       and a high C-reactive protein, consistent with

          24       a significant infection, a severe infection of some

          25       sort.
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           1   Q.  Can we see that the timing of his note is 3.45 pm?

           2   A.  So this is before the results from the Clostridium

           3       difficile were available.

           4   Q.  Because I think, if we look at the ward records, that

           5       comes through to the ward at 1710?

           6   A.  Yes.

           7   Q.  That's right?

           8   A.  So Dr Khan would not have been aware of the result of

           9       the Clostridium difficile sample.

          10   Q.  What was the plan, then, from the point of view of

          11       Dr Khan, as to what -- I mean, he's noted:

          12           "Discussed with Dr Akhtar."

          13           Is that right?

          14   A.  Yes, and he's -- she was sent from Royal Alexandra

          15       Hospital with a diagnosis of diverticulitis, and he felt

          16       the symptoms were consistent with a flare-up of

          17       a diverticulitis, which is a reasonable assumption based

          18       on information that was available to them at the time.

          19       He discussed the case with his consultant, Dr Akhtar,

          20       who advised starting the antibiotic ciprofloxacin,

          21       giving it intravenously, and also adding in

          22       metronidazole.

          23   Q.  Was that intravenously as well?

          24   A.  That was intravenously, yes.

          25   Q.  So that wasn't designed to deal with the C. diff?
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           1   A.  No, this would be treatment for a diverticular abscess

           2       or flare-up of diverticulitis, rather than for the

           3       Clostridium difficile.

           4   Q.  Can we note, if we turn to page 74 and put this beside

           5       page 73, that the next medical entry is not until -- it

           6       would appear to be 24 September?

           7   A.  That's right, yes.

           8   Q.  When the diagnosis was confirmed on the 21st with the

           9       phone call to the ward, there doesn't appear to be, on

          10       the face of it, any medical intervention post-diagnosis

          11       until 21 September?

          12   A.  No.  Unless there is a missing page, but there is

          13       nothing to suggest that is the case and there is

          14       certainly no record in the nursing notes that they had

          15       a discussion with the doctor.

          16   Q.  So far as the review on the 24th is concerned, can we

          17       note that the plan now is to change to oral

          18       metronidazole?

          19   A.  And to stop the intravenous ciprofloxacin as well.

          20   Q.  Can we observe, then, that it would seem to be the case

          21       that, even post-diagnosis, the ciprofloxacin is

          22       continued for several days?

          23   A.  The ciprofloxacin was continued for nearly three days

          24       after the diagnosis of Clostridium difficile and, in

          25       addition, the metronidazole was being given
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           1       intravenously rather than orally, which is a less

           2       effective way of treating Clostridium difficile

           3       infection.

           4   Q.  The oral metronidazole began, then, on or about

           5       24 September?

           6   A.  Yes.  I'm not sure whether that is 5.30 in the evening

           7       or 5.30 in the morning, but that is when it started.

           8   Q.  While we are on page 74, can we also observe that it

           9       would appear that the following day, on 25 September,

          10       Mrs Lettis is seen again by Dr Khan; is that correct?

          11   A.  Yes.

          12   Q.  What is the plan now?  What does he do?

          13   A.  He notes that she still looks unwell, not taking much by

          14       mouth.  He looks at some repeat blood tests which show

          15       that the white cells are still elevated, but she's not

          16       got a temperature.  He looks for other alternative

          17       sources of infection, "chest is clear", and then he

          18       discusses the case with Dr Yousif, the consultant, who

          19       advised actually to continue with the ciprofloxacin and

          20       metronidazole intravenously, and so the oral

          21       metronidazole was stopped and the intravenous

          22       ciprofloxacin and metronidazole were restarted.

          23   Q.  Again, is there a change the following day, after

          24       a discussion with the microbiologist?

          25   A.  The following day, Dr Khan speaks to the microbiology
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           1       doctor and is given the advice to stop the ciprofloxacin

           2       intravenously and give the metronidazole orally again,

           3       so they sort of flipped and flopped, if you see what

           4       I mean.

           5   Q.  Yes.  We will come back to that.  Is it the case that,

           6       as you set out on pages 7 and 8, Mrs Lettis tested

           7       positive for C. diff on a number of occasions during

           8       this particular admission?

           9   A.  Yes.  I'm sorry that the numbering I have got in my

          10       copy -- the page numbering is different, but --

          11   Q.  If we can get the report back on the screen --

          12   A.  It is all right.  I have actually -- yes, I have found

          13       my place.  Yes, so there was a further stool sample

          14       negative on the 12th, positive on 18 December, positive

          15       on 1 January 2008.

          16   Q.  I think we know she died on 19 January, a few weeks

          17       later?

          18   A.  Indeed.

          19   Q.  So she had loose stools really for quite a period of

          20       time during this particular admission at the hospital?

          21   A.  She did, yes.

          22   Q.  Can we go to page 13 of your report, then, and just look

          23       at what you say generally about the antibiotics that she

          24       was prescribed for conditions other than C. difficile?

          25       If we are looking at the first admission -- that's the
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           1       admission from 10 April to 8 May -- what was the

           2       position there?  I think we noted she was given

           3       co-amoxiclav; is that correct?

           4   A.  Initially, the only source of infection I had identified

           5       was an area of what they thought was cellulitis,

           6       infection on the leg.  She was written up flucloxicillin

           7       and penicillin for that, which was in keeping with the

           8       local guidance.  These weren't given.  These were

           9       crossed off before they were given and she was instead

          10       written up for co-amoxiclav, which is a second-line

          11       treatment for cellulitis, although not consistent with

          12       local guidance.  It is not clear from the notes what the

          13       type of infection was that was being treated, because

          14       the only thing that is mentioned in the notes was the

          15       cellulitis.

          16           A urinary tract infection I think was considered,

          17       but the urine sample on the 12th -- reported on the 12th

          18       was actually negative.

          19   Q.  We may not have observed, but in the course of that

          20       first admission, did she test positive for C. diff?

          21   A.  Yes, she did.  She didn't develop the diarrhoea until

          22       I think she'd been in hospital a day or so, so I think

          23       the stool sample was taken on the 13th and it was -- and

          24       metronidazole was, I think, started promptly once the

          25       result of that had come back, but the co-amoxiclav was
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           1       not stopped when the positive Clostridium difficile

           2       sample came back.

           3   Q.  You say that was poor practice?

           4   A.  I think so.  I believe it was.  I mean, it seems that --

           5       it may well be that the doctors looking after her at

           6       that time didn't recognise that Clostridium difficile

           7       infection alone could account for all of her symptoms

           8       and how unwell she was, because I suspect this must have

           9       been one of the earlier cases of the outbreak.

          10   Q.  But I think the point you make also is that Mrs Lettis

          11       was already infected before she was admitted to the

          12       Vale of Leven?

          13   A.  Yes, so there is no evidence to suggest she acquired

          14       this first infection within Vale of Leven Hospital.

          15   Q.  In relation to the admission on 26 May, again, I think

          16       she was prescribed with co-amoxiclav intravenously; is

          17       that correct?

          18   A.  And that was appropriate treatment for a severe urinary

          19       tract infection and was in keeping with, I think, the

          20       local guidance at the time.

          21   Q.  On page 14, what you say is that the duration of

          22       treatment was possibly excessive but it was consistent

          23       with the local guidance?

          24   A.  It's longer than we'd probably use these days, but ten

          25       days is what was the guidance in force at the time.

                                            52

           1   LORD MACLEAN:  Could I ask you a question about the drug

           2       administration?  On her first admission, I noticed that

           3       she was on metronidazole orally from 13 April, and it

           4       says "for C. difficile".

           5   A.  Yes.

           6   LORD MACLEAN:  Was that actually diagnosed?

           7   A.  It was diagnosed.  I think the stool sample was taken --

           8       well, I'm not actually -- the stool sample is

           9       GGC00340232.  Would it be possible to have that?

          10   MR MACAULAY:  Yes.  That is GGC00340232.

          11   A.  So the stool sample, which was actually taken, sorry,

          12       on -- actually, it was taken on the 13th, but it was

          13       also communicated through to the ward on the 13th.  So

          14       when that positive result came back, she was quite

          15       appropriately started on metronidazole treatment for

          16       C. diff, but I'm critical of the fact that the other

          17       antibiotic, the co-amoxiclav, was not stopped.

          18   LORD MACLEAN:  Thank you.

          19   MR MACAULAY:  Now, then, if we move on to the final

          20       admission, and that was the transfer from the Royal

          21       Alexandra Hospital to the Vale of Leven on

          22       11 September 2007.  We have already touched upon

          23       Dr Khan's note of 21 September, where she was prescribed

          24       ciprofloxacin, I think just before the diagnosis was

          25       confirmed, and I think you touch upon that in the second
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           1       main paragraph on page 14 of your report; is that right?

           2   A.  Yes.

           3   Q.  What do you say about this?

           4   A.  Ciprofloxacin is an understandable choice for treating

           5       diverticulitis, in that the antibacterial spectrum would

           6       be appropriate for the sort of bugs that cause -- are

           7       involved in diverticulitis, although it wasn't actually

           8       consistent with local guidance in force at the time,

           9       which would have recommended, I think, co-amoxiclav or

          10       ceftriaxone in combination with metronidazole.  So it

          11       was an understandable choice.

          12           It is strongly associated with the 027 strain of

          13       Clostridium difficile, but it is quite likely that the

          14       doctors looking after Mrs Lettis wouldn't have been

          15       aware of that fact, although certainly the microbiology

          16       services would have known that.

          17           So it is not an unreasonable choice of antibiotics,

          18       even though it isn't entirely within the local guidance.

          19   Q.  I think what we saw, when we looked at the clinical

          20       notes, is that ciprofloxacin is started along with

          21       intravenous metronidazole on the 21st, and then there is

          22       no further medical review until the 24th, if we accept

          23       what is in the records --

          24   A.  No.

          25   Q.  -- notwithstanding the diagnosis of C. diff.
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           1   A.  I think that is poor, because the positive stool sample

           2       coming back should have led to communication with the

           3       on-call doctor or the junior doctor, and that should

           4       have led to a review of the patient and, at the very

           5       least, a rational consideration of whether to continue

           6       with the ciprofloxacin or not.

           7           I mean, obviously, clearly my view would have been

           8       that the ciprofloxacin should have been stopped at that

           9       point and C. difficile accounted for all of her

          10       symptoms.

          11   Q.  Oral metronidazole should have been started?

          12   A.  Yes.  The metronidazole should have been changed to oral

          13       at that point.

          14   Q.  But that didn't happen, I think, as we know when we

          15       looked at the records, for about three days after the

          16       diagnosis?

          17   A.  No, and, indeed, the doctor who reviewed Mrs Lettis,

          18       with the initials M McG, I think it is, was -- actually

          19       called to see her for a completely different reason,

          20       because she was breathless and had a cough, so the

          21       nursing staff called him or her out because of that, not

          22       to get a review of the C. difficile.

          23   Q.  Had this been appropriately managed, when should the

          24       metronidazole have been started?

          25   A.  It should have been started -- oral metronidazole should
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           1       have been started the evening of the 21st.

           2   Q.  So there was a delay of, what, some three days or so?

           3   A.  Three days.

           4   Q.  During that time, the ciprofloxacin was continued?

           5   A.  Yes, which may well have worsened her condition, because

           6       certainly we now understand that early treatment

           7       improves the outcome by reducing the burden of infection

           8       that the patient has to contend with.

           9   Q.  What you referred to as the flip-flopping of

          10       the medication, what do you make of that?

          11   A.  The only thing that -- what I presume is that Dr Yousif

          12       really didn't feel -- Dr Yousif clearly recognised that

          13       she was very unwell, as did Dr Khan, but perhaps didn't

          14       recognise that Clostridium difficile alone could cause

          15       such a severe infection and, as I alluded to in the

          16       earlier evidence I gave, I think historically

          17       Clostridium difficile was more of a nuisance than

          18       something that was a major threat to health, in most

          19       patients, certainly in the experience of geriatricians,

          20       so it may be he didn't recognise that Clostridium

          21       difficile could be a severe illness that could make

          22       people very sick indeed.

          23   Q.  After the discussion with the microbiologist, did they

          24       get onto the right track: namely, oral metronidazole and

          25       stopping the ciprofloxacin?

                                            56

           1   A.  Yes.

           2   Q.  The point you make on page 15 about proton pump

           3       inhibitors, was she prescribed with that form of drug at

           4       the time of the first admission before she was admitted?

           5   A.  Yes.  I think she's been -- she was -- it had been all

           6       through, right from before the first admission.  So it

           7       wasn't initiated in Vale of Leven.  It is not clear to

           8       me why she was on this, and there are many indications,

           9       and they are very, very commonly prescribed drugs, but

          10       there is certainly no suggestion that she had

          11       a complicated oesophagitis or an active ulcer that

          12       required long-term treatment.

          13   Q.  But, in any event, the PPI medication was continued,

          14       even at a time when she was diagnosed with C. diff?

          15   A.  Yes, it was.  Although it is fair to say that I think it

          16       wasn't generally accepted, at that stage, that proton

          17       pump inhibitors were associated with increased risk of

          18       infection and increased risk of relapse, which I think

          19       now is generally accepted.

          20   Q.  I think what you say in your report is that your own

          21       practice, at the time, at least, would have been to stop

          22       the PPI drugs?

          23   A.  That was based, really, on the advice I had had from the

          24       local microbiology services in Leicester.

          25   Q.  If we go back to page 10 of your report, where you look
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           1       at the treatment specifically for C. diff, and I think

           2       we have covered this, the metronidazole was eventually

           3       started, if we are looking at the final admission, by

           4       the doctors?

           5   A.  Yes.

           6   Q.  That was the appropriate medication?

           7   A.  That was the appropriate first-line treatment at the

           8       time.  I mean, these days, we probably would have used

           9       vancomycin as first line, because she clearly had severe

          10       disease, but that was appropriate at the time.

          11   Q.  If we turn to page 15 of the report, you have a section

          12       where you review the medical management.  In relation to

          13       the first admission, you say in the second paragraph

          14       there that the consultant review was entirely

          15       appropriate?

          16   A.  Yes.

          17   Q.  Then, if you are looking at the final admission, if you

          18       turn to page 16, what opinions do you express there in

          19       relation to the degree of medical review?

          20   A.  The routine medical review was entirely -- would have

          21       been appropriate for somebody on a geriatric

          22       rehabilitation ward.  I think there was evidence of

          23       increased consultant input when she had a first

          24       relapse -- sorry, her first episode of Clostridium

          25       difficile infection.  It is clear that Dr Akhtar and
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           1       Dr Yousif were both involved in decision-making on her

           2       management.

           3           I think, when she started having further episodes of

           4       relapse -- further relapses later in October

           5       and November, there wasn't evidence of an increased

           6       level of review.  Partly, I think that can be justified

           7       by the fact that the diagnosis had been made at that

           8       stage, but I think one would have expected to have some

           9       evidence of more frequent medical review from the junior

          10       doctors certainly to identify whether she was

          11       deteriorating and particularly to monitor her fluid

          12       balance and nutritional state.

          13   Q.  We have already looked at the time when the diagnosis

          14       was made in September and, as I think we noted, the ward

          15       was aware as at 21 September, but do we see that there

          16       is no medical input, as you have pointed out, until

          17       24 September?

          18   A.  This coincides with the weekend.  I'm not sure whether

          19       it is a holiday weekend even, actually, because it seems

          20       to be -- I think the other thing that -- just to make

          21       sure I'm not -- so I think it coincides with the

          22       weekend, so there weren't any plans put in place to

          23       review her over the weekend.

          24   Q.  But having been diagnosed with C. diff on the 21st,

          25       should there have been a medical review before the 24th?
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           1   A.  Yes, there should have been medical review on the

           2       evening of the 21st, and then the doctor who assessed

           3       her then could perhaps make a judgment about a further

           4       review to assess response to treatment, because clearly

           5       this lady was quite sick and it was clear both Dr Khan

           6       and Dr Akhtar were concerned about her on the Friday.

           7   Q.  In relation to isolation, were you able to work out from

           8       what you saw in the records when this patient was

           9       isolated?

          10   A.  In the first instance, the first admission, there were

          11       difficulties in isolating her because she was actually

          12       quite unwell with her -- this is back in April of

          13       the year.  She was actually quite unwell with an

          14       unstable cardiac rhythm, so I think, for that reason,

          15       she was on the coronary care unit and I think it would

          16       have been difficult to isolate her in a side room,

          17       bearing in mind her clinical condition.

          18           In the final admission to Vale of Leven -- I found

          19       it difficult to identify exactly when she was nursed in

          20       isolation, but certainly, from the infection control

          21       card, it indicates she was on the 27th.  So it wasn't

          22       very easy for me to work out at what point isolation was

          23       started.  It was sometime before 27 September.

          24   Q.  I think towards the bottom of page 16 you make reference

          25       to the loose stools policy that envisages that patients

                                            60

           1       should be isolated unless clinically unsuitable for

           2       isolation?

           3   A.  Yes.  So she should have been isolated from the point

           4       when she -- really, from the point of the 21st, I would

           5       have thought.

           6   Q.  If she had loose stools before that --

           7   A.  Sorry, the 20th was when the first loose stools were

           8       taken, wasn't it?  Yes.

           9   Q.  If you turn to page 17 --

          10   LORD MACLEAN:  Just before you go there, Mr MacAulay, you

          11       said that her case should have been reviewed on the

          12       21st.

          13   A.  Yes.

          14   LORD MACLEAN:  The 21st to the 24th you think was a weekend?

          15   A.  Yes.

          16   LORD MACLEAN:  You also said earlier, if I recall correctly,

          17       that there is no entry in the nursing notes that C. diff

          18       was confirmed by phone --

          19   A.  There is an entry in the nursing notes that Clostridium

          20       difficile was confirmed by telephone, but there is no

          21       entry in the medical notes until the 24th.  So there is

          22       an entry in the nursing notes on the evening of

          23       the 21st.  The nurse took a phone call from infection

          24       control or from microbiology to say that this patient

          25       had Clostridium difficile.  There is also an entry to
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           1       say that that fact was communicated to Mrs Lettis and

           2       her family, but it doesn't seem to have led to a medical

           3       review.

           4   LORD MACLEAN:  Thank you.

           5   MR MACAULAY:  I think we see that, if we turn to the nursing

           6       records at GGC00340351.  This is for the 21st.  At 1710,

           7       we can observe:

           8           "Telephone call received from microbiologist.  Stool

           9       sample C. diff positive.  Patient informed."

          10           Is that right?

          11   A.  That's the evidence from my -- that supports my recent

          12       answer.

          13   Q.  As we saw from the clinical notes, Dr Khan, when he saw

          14       Mrs Lettis, saw her before --

          15   A.  3.45, I think.

          16   Q.  Yes, before this had come through.  If we look, then, to

          17       page 17 of your report, the last paragraph, is that you

          18       focusing back on the failure to stop the co-amoxiclav

          19       when the diagnosis of C. diff was made?

          20   A.  That was in the first admission, yes, so that was the

          21       first admission.  The significant error in treatment was

          22       the failure to stop co-amoxiclav when the diagnosis of

          23       C. difficile was made.

          24   Q.  Similarly, on the second admission, the ciprofloxacin

          25       that was being given wasn't stopped?
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           1   A.  No, it wasn't.

           2   Q.  Do you consider that it should have been stopped?

           3   A.  I think it should have been stopped, and the only

           4       explanation that it was restarted was, I think, that

           5       Dr Yousif didn't accept that C. diff alone could cause

           6       the severity of her illness, although that is not -- I'm

           7       interpolating that.  It is not documented in the notes,

           8       but that is my interpretation.

           9   Q.  You make a point at the top of page 18 about the quality

          10       of the records themselves.  Did you have some difficulty

          11       with the quality of the records?

          12   A.  Yes.  So adequate information on most clinical decisions

          13       with the exception of the decision to prescribe

          14       co-amoxiclav, which was -- this again refers to the

          15       first admission in April 2007.  So it wasn't clear why

          16       co-amoxiclav had been chosen.

          17           Just in terms of the sort of rather fussy,

          18       legalistic approach, you know, patient name alone is not

          19       really adequate identification, particularly in

          20       a country where a lot of people share the same names,

          21       and I am also critical of the lack of stool charts.

          22   Q.  In relation to the acquisition of the C. diff, then, we

          23       have C. diff diagnosed in April and later on

          24       in September in the final admission.  Do you have a view

          25       as to where it was acquired?
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           1   A.  Well, clearly, the first episode in April was acquired

           2       in the community, because in the notes available to me

           3       I have not seen evidence of any recent prior hospital

           4       admission.

           5           In terms of September, it is not clear to me where

           6       it was acquired, whether this was the same strain she'd

           7       had before that had been dormant all that time or

           8       whether it was a reinfection, although I think most

           9       episodes -- the majority of episodes of relapse are

          10       thought to be reinfection rather than -- so -- and she

          11       could have acquired it in the community, she could have

          12       acquired it at the Royal Alexandra Hospital or she could

          13       have acquired it at Vale of Leven.

          14   Q.  What role, then, did the antibiotics play in this?

          15   A.  Well, just being a carrier of Clostridium difficile

          16       doesn't cause disease, even in very vulnerable people.

          17       The antibiotics are required to sort of clear out all

          18       the other competing organisms in the bowel to allow the

          19       Clostridium difficile to expand in numbers and get

          20       a foothold and start to cause significant disease.

          21           So without the prescription of antibiotics, it is

          22       very unlikely that she would have become unwell.

          23   Q.  On page 19, I think you touch upon, again, the delay in

          24       treatment in September; is that correct?

          25   A.  Yes.
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           1   Q.  I think on page 20 you make some comments, just below

           2       halfway, about her nutritional status.  What were you

           3       able to ascertain from the records in relation to that?

           4   A.  Well, she was assessed by the nursing staff, after

           5       transfer to Vale of Leven, that she was at a high risk

           6       of malnutrition.  I think there is a plan in the

           7       records -- I don't think it is dated, and that is why

           8       I put sometime between 11 September and 23 September.

           9       She was referred to dietician and was reviewed by the

          10       dietician on a number of occasions, and prescribed

          11       dietary supplements.

          12           They didn't consider nasogastric feeding until quite

          13       late on, really, until it was -- shortly before she

          14       died, actually, too late to have an impact.  I think

          15       nasogastric feeding, which is using a fine tube passed

          16       through the nose down to the stomach, can be useful in

          17       some patients maintaining a nutritional state,

          18       particularly if they have multiple relapse of C. diff.

          19       It is fair to say it is often not that well tolerated,

          20       and particularly in confused or agitated patients, but

          21       it doesn't seem to be considered until quite late on.

          22           She certainly -- her nutritional -- so there was

          23       input from the dietician and nutritional team.  Not very

          24       good monitoring of her food intake and she lost a great

          25       deal of weight over this time period.
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           1   Q.  When you talk about the not very good monitoring,

           2       I think, as you tell us in the report, the dietician had

           3       instructed that food charts be started; is that right?

           4   A.  Yes, indeed.

           5   Q.  Were they started and were they kept?

           6   A.  I don't think -- there are food charts related to just

           7       a few days, really.  I think there are -- in the notes

           8       available to me, the copies of the notes available to

           9       me, there are only actually three food charts, for 12

          10       and 13 September and 11 October.

          11           Now, it could be argued that the nursing staff would

          12       have been well aware of how much she was eating or not,

          13       but it would be hard to know how that could be

          14       monitored, particularly by the dietician, who is only

          15       coming on the ward once a week, without some kind of

          16       charting.

          17   Q.  In relation to the DNAR position on page 22, I think you

          18       consider that a DNAR was entirely appropriate in this

          19       particular case.  That is just below halfway.

          20   A.  Yes, I believe she was very frail and I think it is

          21       extremely unlikely she would have recovered from an

          22       attempted resuscitation procedure.

          23   Q.  I think you are critical of some aspects of the

          24       completion of the form.

          25   A.  Yes.  Again, this is -- the decision was right.  The
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           1       documentation I think was poor, in that they wrote -- in

           2       the form it said the reasons -- there is a space for why

           3       CPR is not likely to be successful, and they put down:

           4           "Polymyositis, atrial fibrillation" -- it is

           5       GGC00340003.  So:

           6           "A decision has been made that Mr/Mrs/Miss", and

           7       instead of the name there, there is the diagnosis,

           8       "Polymyositis, atrial fibrillation":

           9           "Is not for cardiopulmonary resuscitation ...

          10           "CPR is unlikely to be successful due to

          11       hypertension, recurrent diarrhoea, C. difficile few

          12       times, renal impairment PVD", which stands for

          13       peripheral vascular disease.

          14   Q.  We can see C. diff has been mentioned as one of

          15       the reasons why CPR is unlikely to be successful?

          16   A.  I felt that none of those were -- although I don't

          17       disagree with the decision to make a DNAR form, none of

          18       the things put in there are actually reasons not to do

          19       CPR.  I think a reason -- I would have written the form

          20       that CPR is unlikely to be successful due to

          21       Mrs Lettis's frailty, malnutrition and general

          22       ill-health.

          23   Q.  We certainly see it's been signed by Dr Khan, according

          24       to what we see on 4 January 2008.

          25   A.  Yes.
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           1   Q.  But not countersigned by the consultant?

           2   A.  No.  So, again, that is not in keeping with the local

           3       guidance.

           4   Q.  Death certification, if we move on to that on page 23 of

           5       your report, we can perhaps put the death certificate

           6       back on the screen, SPF00230001, I think we noted before

           7       that C. diff is listed as number I(a) in the death

           8       certificate, then we have diverticulitis, and in II,

           9       atrial fibrillation, chronic kidney failure.  I think

          10       you say that part I is entirely appropriate?

          11   A.  Indeed.

          12   Q.  What about the rest of it?

          13   A.  Well, I'm not convinced that the conditions listed in

          14       part II are actually contributory to her death or add

          15       anything to the death certificate, but I have to say,

          16       that is a fairly minor point in terms of -- because the

          17       key thing, in terms of cause of death, is the

          18       Clostridium difficile colitis, which has been correctly

          19       identified.

          20   Q.  If Mrs Lettis had not contracted C. diff, particularly

          21       if we focus on the September episode, the final

          22       admission, what do you consider her position might have

          23       been?

          24   A.  Well, I believe that her prognosis would probably be of

          25       the order of some years, you know, a few years.  She had
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           1       multiple -- she had other medical conditions, but she

           2       was living independently in the community.  Her main

           3       life-limiting illness was her heart condition, so

           4       several years I estimated her life expectancy would have

           5       been.

           6   Q.  I think, as we saw during that final admission, having

           7       contracted C. diff on 21 September, which was about,

           8       what, two weeks or so after she'd been admitted, she had

           9       a number of relapses that presumably impacted upon her

          10       state of health?

          11   A.  It is an awful illness, because, certainly, in this

          12       condition -- in a situation where you have recurrent

          13       relapses, you have somebody who is fairly frail at the

          14       best of times and, each time they relapse, they never

          15       quite get back to the baseline and it -- you know, they

          16       progressively get weaker and frailer and more

          17       malnourished and more vulnerable to infections.  So it

          18       is a very unpleasant condition.

          19   Q.  Finally, then, if we look at your conclusion on page 24,

          20       and if we look at the last main paragraph on that page,

          21       where you begin by saying that Mrs Lettis's care was

          22       suboptimal in a number of areas, you may correct me if

          23       I am wrong, but have we covered the areas that you have

          24       focused upon, particularly the period in September 2007

          25       when there was a delay before treatment was actually
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           1       begun?

           2   A.  Leaving aside sort of quibbles about documentation,

           3       I think that is an area where the care was not as it

           4       should have been, and so she was -- it was five days

           5       before she had the right treatment for her condition.

           6   Q.  Are you able to give any view as to what impact that

           7       delay might have had on her?

           8   A.  It is difficult to say, because obviously she had to be

           9       treated with broad-spectrum antibiotics at the Royal

          10       Alexandra Hospital because of the condition that she was

          11       there for, so she may have still had Clostridium

          12       difficile anyway, and the outcome might have been the

          13       same, but all I can say is that the delay in treatment

          14       will have made it less likely that she would have

          15       recovered from her Clostridium difficile.

          16   Q.  If we then leave Mrs Lettis aside and move on to the

          17       next case that you looked at, and that is that of

          18       [Patient B], who I think we know as Patient B in the

          19       Inquiry.

          20           Your report is at EXP0132000001.  If we look at

          21       page 4 of the report, do you note there that [Patient B]

          22       was admitted, I think to ward 6 ultimately, on

          23       7 December 2007?

          24   A.  Yes.

          25   Q.  What was the reason for her admission?
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           1   A.  Well, she'd had a lot of falls in the past and also

           2       had -- a long time before admission to the Vale of Leven

           3       she had a fracture of her elbow affecting her ability.

           4       It wasn't -- there wasn't a GP referral letter in the

           5       notes available to me, so it wasn't entirely clear what

           6       happened, but it appeared she'd been admitted to

           7       Strathleven residential home as an emergency because she

           8       hadn't been coping at home, and then in Strathleven care

           9       home they'd been concerned that actually she was

          10       medically unwell and arranged an emergency admission to

          11       Vale of Leven.

          12   Q.  Then, on admission, on examination, what did they note?

          13   A.  Well, Dr Shaikh was the admitting doctor and he

          14       indicated that she'd been admitted with a lower

          15       respiratory tract infection and was quite confused.  She

          16       was unable to provide much history or comply with his

          17       requests when he was examining her.

          18           He felt that she looked rather dry, that she had

          19       some bruising across the chest wall, and the deformity

          20       of the collar bone, and that there were signs in the

          21       chest, particularly on the left side, which he felt was

          22       consistent with a chest infection.

          23   Q.  I will look at this shortly in more detail, but she was

          24       given antibiotics, she was prescribed antibiotics --

          25   A.  Yes.
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           1   Q.  -- at this time; is that right?

           2   A.  And intravenous fluids.

           3   Q.  She developed C. diff during this admission?

           4   A.  Yes, on about the 15th, she developed loose bowel

           5       motions.  Initially, she was treated with drugs to slow

           6       her bowels down and a stool sample was taken on the

           7       15th.  The ward was informed about the result of that on

           8       the 17th.  She was treated for C. diff then.

           9   Q.  I think she made a recovery and she was discharged on

          10       3 January 2008?

          11   A.  Yes, and she seems to have improved.  Her functional

          12       level and mobility improved when she was -- by the time

          13       of discharge, and she was discharged home to her own

          14       home with a pretty well maximal care package to support

          15       her at home.

          16   Q.  I think we can note from the very first page of your

          17       report that her date of birth was 20 September 1930, so

          18       she wasn't one of the more elderly patients that you

          19       looked at?

          20   A.  Yes, she was, I guess, relatively young.

          21   Q.  You said a moment ago, then, under reference to C. diff

          22       history, and you discuss this on page 5, that she had

          23       loose stools on 15 December, a specimen was taken and

          24       received by the lab on 15 December as well, but the ward

          25       were aware two days later, on 17 December, of
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           1       the positive diagnosis?

           2   A.  This is a longer time for the result to get to the ward

           3       than in many of the cases, so it's not clear why

           4       specimens -- whether there was a delay in it arriving in

           5       the lab, but a lot of the results have been available

           6       within 24 hours of being taken.

           7   Q.  If you look at the report from the lab at GGC26380045,

           8       can we see that it would appear the lab received the

           9       specimen the same day it was collected, on 15 December,

          10       and the formal report is on the 17th, but, as you point

          11       out, the ward was aware on the 17th as well?

          12   A.  So the ward were not made aware until the 17th.

          13   Q.  If we look at the infection control card, I think we get

          14       some assistance in relation to isolation, if you look at

          15       SPF01430001, can we also see that the infection control

          16       nurse has noted on 17 December:

          17           "Informed by lab staff.  Asked ward to isolate in

          18       2-bedded and commence oral metronidazole."

          19           So it would appear that the isolation occurred, on

          20       the face of it, on the 17th, some two or three days

          21       after the loose stools had appeared?

          22   A.  Yes.

          23   Q.  Can we then turn to page 6 of your report, where you

          24       review the antibiotics that [Patient B] was given for

          25       conditions other than the C. diff.  You begin by telling
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           1       us that she received co-amoxiclav and clarithromycin

           2       from the date of her admission for ten days for a chest

           3       infection; is that correct?

           4   A.  That's correct.

           5   Q.  Was that appropriate?

           6   A.  Well, I'm critical of that.  I think -- the choice of

           7       antibiotics was a bit illogical.  Clearly, I have not

           8       seen the patient.  I can only make a judgment about what

           9       is written in the notes and the results of blood tests

          10       and things like that.  I would have thought if the

          11       doctors who had seen the patients thought she had

          12       a serious infection, a pneumonia, justifying two

          13       antibiotics, then she should have been receiving them

          14       intravenously, according to the local guidance, which is

          15       based on national guidance.

          16           If they thought she actually had a minor infection

          17       that probably could be treated with oral antibiotics,

          18       then she should have just had oral amoxicillin.  So she

          19       sort of got a rather low dose of co-amoxiclav orally,

          20       clarithromycin as well, and so, although -- you could

          21       argue that she didn't need to start antibiotics at all,

          22       they could have reviewed things, got some results, but

          23       I think it wasn't unreasonable to start antibiotics in

          24       a lady who had a low blood pressure and who had chest

          25       signs, but I think it seems somewhat illogical that she
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           1       was given neither one thing nor the either, really: it

           2       was neither treatment for a severe infection, nor

           3       treatment for a mild one.

           4   Q.  What do you say the treatment should have been, if she

           5       was to be given antibiotics for her chest infection?

           6   A.  I think if they felt she was suitable for treatment with

           7       oral antibiotics, she should have had amoxicillin,

           8       500mg, three times a day orally, which is what's the

           9       local guidance and, indeed, the national guidance for

          10       pneumonia.  It could have been reviewed after 24 hours

          11       and, if she wasn't improving, it could have been changed

          12       to intravenous antibiotics.

          13   Q.  What about the duration of treatment here, which was ten

          14       days?

          15   A.  That seems excessive to me, and it wasn't consistent

          16       with local guidance at the time.

          17   Q.  When she developed diarrhoea, what was the position then

          18       in relation to the administering of the antibiotics?

          19   A.  Well, the antibiotics should have been stopped because

          20       she'd already pretty well had a full course by then.

          21       She came on the 7th, diarrhoea started on the 15th.  But

          22       the antibiotics weren't actually stopped until the

          23       positive Clostridium difficile culture came back.

          24   Q.  Your views, then, as to why [Patient B] developed

          25       C. diff infection?  I think you set that out towards the
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           1       bottom of page 6.

           2   A.  Yes.  I mean, I believe she developed it because of

           3       the dual broad-spectrum antibiotics and exposure to the

           4       infection in the Vale of Leven Hospital.  There is

           5       nothing to suggest that she'd been exposed to it prior

           6       to coming into hospital, and we are aware that there are

           7       other cases around this time in the hospital.

           8   Q.  On page 5, if we go back to page 5, you make some

           9       reference there to loperamide.  It is about halfway

          10       down.  She was being given loperamide.  I think that was

          11       given on the 15th when she developed loose bowel

          12       motions; is that right?

          13   A.  Yes, she was given doses of loperamide, and that is

          14       a drug rather like codeine, that you give to people to

          15       slow down the movement of the bowels, so it is

          16       a symptomatic treatment for diarrhoea.  It is not good

          17       practice to give that in a situation where you have

          18       undiagnosed diarrhoea, and there are theoretical views

          19       that giving drugs like loperamide or codeine in patients

          20       who have C. diff diarrhoea may delay the clearance of

          21       the infection and increase the severity.

          22           I have to say it is a fairly evidence-free zone, but

          23       certainly the guidance -- the national guidance at the

          24       time, and at this time as well, would be to not use

          25       loperamide in cases of suspected Clostridium difficile
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           1       diarrhoea.

           2   Q.  That was the position on the 15th, because they had

           3       taken a sample?

           4   A.  Yes.  So somebody thought she might have it.  That is

           5       why a sample was taken.

           6   Q.  Turning to page 7 of the report, where you have

           7       a section dealing with review of the medical management

           8       and, in particular, the third paragraph, when you give

           9       some consideration to the amount of medical review, what

          10       were you able to take from the records in connection

          11       with this patient?

          12   A.  Well, she certainly seemed to have a reasonable

          13       frequency of review by junior doctors, and obviously

          14       her -- once again, her admission coincided with a number

          15       of public holidays, and you wouldn't necessarily expect

          16       routine review during those periods unless somebody was

          17       thought to be unstable.

          18           It was difficult to identify a consultant review.

          19       That doesn't mean she didn't have it, necessarily, but

          20       what it was was it wasn't documented in the notes.

          21       I mean, it seemed to be the practice in Vale of Leven

          22       that the consultants who, when they did their rounds,

          23       would write themselves in their own writing in the

          24       notes, and eventually I was able to recognise the

          25       various squiggles and initials from the different
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           1       consultants, but on this occasion, it is not clear that

           2       there was consultant review.  As I said, that may be

           3       a failure of documentation on behalf of the junior

           4       staff, but certainly there is no clear documentation of

           5       consultant review.

           6   Q.  If we look at page 8 of your report, then, in the second

           7       paragraph there, as I think you have already told us,

           8       [Patient B] developed multiple episodes of loose stools

           9       on the 15th and a sample was taken for C. diff, but

          10       there was no documentation of medical review until

          11       16 December.  Do you consider there should have been

          12       medical review before the 16th?

          13   A.  Yes, and I'm not quite sure who the person who reviewed

          14       it was, because it is "C Stewart" who I think is HAN

          15       practitioner.  I'm not sure whether that is a nurse with

          16       an extended role, Hospital at Night, or whether it is

          17       a doctor.  It wasn't clear to me from the notes.

          18           I think I feel that she should have had a medical

          19       review when she had her diarrhoea, because then at least

          20       the consideration of stopping her antibiotics could have

          21       been done, an assessment of whether she was ill.

          22       Because there had been a change in her condition, hadn't

          23       there?  It is not as if she'd been admitted with

          24       diarrhoea and it was ongoing.  Particularly, if there

          25       was an awareness that there was an outbreak of
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           1       Clostridium difficile, I think that should have led to

           2       an early medical review.

           3   Q.  If we look at page 9 of the report, you make a point

           4       there about, again, there being no stool chart, is that

           5       correct, towards the top?

           6   A.  Yes, there were no stool charts in the notes -- copies

           7       of the notes available to me.

           8   Q.  What about fluid balance and the assessment of fluid

           9       balance?  You do touch upon that, I think, in the next

          10       paragraph.  Perhaps you haven't got that?

          11   A.  Again, fluid charts are poor.  As I said, you know, that

          12       is not something that one can defend, although not all

          13       wards are very good at doing fluid balance.  Certainly,

          14       if you are regularly looking after people with

          15       dehydration and diarrhoea, you should be.

          16           But although the fluid charts were poor, blood tests

          17       suggest that the kidney function was getting better.  So

          18       the monitoring of her fluid balance was poor, but the

          19       treatment she was given appeared to be effective in

          20       correcting her dehydration.

          21   Q.  What you say in the final paragraph on page 9 is:

          22           "Attention to fluid management was poor, although

          23       there is no evidence she suffered serious or lasting

          24       harm."

          25   A.  Indeed.
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           1   DAME ELISH:  I wonder, my Lord, if I may ask Mr MacAulay, or

           2       if a question could be posed, as to whether or not fluid

           3       charts are not seen as a primary form of diagnosis of

           4       hydration, rather, that the physiological approach by

           5       the clinician would be the primary source of assessment,

           6       and that, indeed, fluid charts can be something of

           7       a guesstimate if there is incontinence pads and visitors

           8       providing fluids, et cetera?

           9   A.  I accept it would be difficult to get a reliable

          10       assessment of output, particularly in incontinent

          11       patients who are not catheterised and particularly where

          12       there is diarrhoea.

          13           I think I was perhaps critical of the recording of

          14       input, which, looking at fluid charts, you would have

          15       thought this lady was having very little in, but clearly

          16       there was fluid going in that wasn't being recorded

          17       because her blood tests were improving.

          18   LORD MACLEAN:  And she wasn't the kind of patient you just

          19       described as incontinent, was she?

          20   A.  I was speaking perhaps in general terms.  I can't

          21       remember whether there is documentation that she was

          22       incontinent or not.  It is not something I put in the

          23       report, certainly.  I accept that I have not documented

          24       that she was not, but I would -- yes -- so even in

          25       patients who are continent, though, mobile patients who
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           1       are continent, if they are going to the commode

           2       themselves, sometimes you can actually have difficulties

           3       recording output, but there are wards that do it

           4       extremely well.  Often specialist renal units, often

           5       surgical wards which are used to post-operative fluid

           6       management.  I think, if you trust your nurses to take

           7       an accurate fluid balance, you will rely on that perhaps

           8       more than other means of assessing and, if you don't,

           9       you will have to rely on other approaches.

          10   MR MACAULAY:  So does that answer the second part of

          11       Dame Elish's question, that, if you are going to be

          12       relying on evidence in relation to hydration, if you

          13       have got good fluid balance charts, then you can rely on

          14       that.  If you don't, then you look at blood results and

          15       so on?

          16   A.  I accept, even with good fluid balance charts, it can be

          17       difficult to rely on them with a patient with diarrhoea.

          18   Q.  The point you are making here, you are focusing on,

          19       really, the intake?

          20   A.  Yes.

          21   Q.  You consider the fluid balance charts at face value

          22       would indicate a grossly inadequate fluid intake?

          23   A.  Yes.

          24   MR KINROY:  My Lord, I very much understand the need not to

          25       put my learned friend off his track, but respecting
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           1       that, the tenor of the evidence of this witness appears

           2       to be that in some hospitals fluid balance charts are

           3       not well kept.  I wonder if my learned friend, in due

           4       course at least, is proposing to explore that with this

           5       witness, the prevalence of poor keeping of fluid balance

           6       charts in various hospitals, according to this witness's

           7       experience.

           8   MR MACAULAY:  I'm happy to pick that up now, my Lord.

           9   A.  I can only -- I haven't worked in lots of different

          10       hospitals.  I can only comment on the hospitals I have

          11       worked in and it is certainly the case that they are --

          12   LORD MACLEAN:  Could you just slow down?

          13   A.  I can certainly comment on my own experience in the

          14       limited number of hospitals where I have worked at and

          15       I would say there are many areas where fluid balance

          16       charts are not well kept.  I think you might consider

          17       that a geriatric rehabilitation ward is not the --

          18       [Patient B], sorry, wasn't on a geriatric rehabilitation

          19       ward, but when we consider cases that are on a geriatric

          20       rehabilitation ward, you might consider that the special

          21       expertise of the nurses in that area would not be

          22       necessarily in fluid management and, if patients require

          23       strict attention to fluid management, then perhaps, if

          24       the expertise cannot be brought in, the patient should

          25       be put somewhere where the right nursing expertise is
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           1       available.

           2   MR MACAULAY:  I may be wrong, but I think that is one of

           3       the points you make in your overall report, isn't it,

           4       that in rehabilitation wards the monitoring of fluid

           5       balance may not be a top priority?

           6   A.  No.  No, it is not what they are there for.

           7   LORD MACLEAN:  Can I just ask you, in that connection,

           8       though, in what type of ward would it be a priority?

           9   A.  I think on an acute medical admission ward where you are

          10       admitting dehydrated patients, and certainly on surgical

          11       wards and on renal wards, kidney specialist wards, then

          12       it should be done particularly well.

          13           But I think one thing I would say is, in areas where

          14       you have frail, vulnerable, older people, they are

          15       extremely dependent on the care staff around them for

          16       basic things like fluid and food, because these are

          17       people who perhaps will not be able to stand up for

          18       themselves and demand a drink or -- so equally, you need

          19       to have a clear understanding that people are not

          20       becoming dehydrated or are not becoming malnourished in

          21       these areas.

          22   MR MACAULAY:  I think the point I've taken from you, and

          23       I think you do mention this in your overview report,

          24       that, if you are looking at a rehabilitation ward, as

          25       the name implies, the patients are there to be
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           1       rehabilitated so they can be returned to the community

           2       or from whence they came.  But if a patient becomes ill,

           3       for example, with C. diff -- and you have told us how

           4       debilitating that can be -- does fluid balance and the

           5       monitoring of fluid balance become more relevant then?

           6   A.  Very much so.

           7   Q.  If you are dealing with elderly patients who are frail,

           8       and if such a patient were to become dehydrated, does it

           9       become -- can such a patient very easily, as it were,

          10       get into a really bad state, as opposed to a younger

          11       patient?

          12   A.  Yes.  I think any kind of diarrhoeal illness in an older

          13       patient puts -- can make people go into kidney failure

          14       very rapidly.  I think sometimes, perhaps, in long-stay

          15       areas, people can drift off and not be -- and the

          16       nursing and medical staff cannot be so aware of it.

          17       Because if the change is happening very imperceptibly

          18       over weeks rather than hours, then changes may not be

          19       picked up so easily.

          20   Q.  In relation to [Patient B]'s treatment for C. diff once

          21       it was put in place, I don't think you make any

          22       particular point about that?

          23   A.  No.  I mean, she appears to have got better quite

          24       quickly after the treatment was started.

          25   Q.  If we then turn to your conclusion, which is in fairly
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           1       short compass on page 10 of the report, I think you make

           2       three or four points that you have touched upon.  The

           3       first is that you say:

           4           "The choice and duration of antibiotic therapy for

           5       the chest infection was inappropriate."

           6           That's the combination of antibiotics you mentioned?

           7   A.  That will have increased the risk of C. diff,

           8       Clostridium difficile, because certainly a combination

           9       of a macrolide, like clarithromycin, with a penicillin,

          10       will increase the risk of infection.

          11   Q.  You say that she acquired the C. diff infection in the

          12       Vale of Leven due to the antibiotic therapy and exposure

          13       to the organism?

          14   A.  Yes.

          15   Q.  The point you make about the delay in medical

          16       assessment, is that in relation to when there was

          17       medical intervention after the diagnosis had been made?

          18   A.  Yes.

          19   Q.  The point about the discharge letter, the final point

          20       you make -- I don't think you have touched upon this at

          21       all in the rest of your report -- is that a criticism

          22       that you are making, that the letter to the GP does not

          23       mention C. diff?

          24   A.  Well, we know that patients with C. diff have

          25       a significant rate of relapse, so that, if she was to
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           1       develop diarrhoea after discharge, which would certainly

           2       cause her rather -- I mean, the GP would not know that

           3       she was -- what treatment to start her on.  Also, if she

           4       was to develop a further infection, a chest infection or

           5       a water infection after discharge, the GP would not know

           6       she was vulnerable to C. difficile and wouldn't be able

           7       to take that into account in deciding whether to give

           8       antibiotics and what antibiotics to give.  So I think it

           9       is a significant event that occurred during her hospital

          10       stay that wasn't communicated to primary care.

          11   Q.  We can see the letter for ourselves, GGC26380003.  That

          12       is not a very legible copy, but it is clearly

          13       a pro forma type of document that is probably

          14       a duplicate of what has been sent out to the GP.  Is

          15       that how it works?

          16   A.  I mean, I can't actually read the "Comments" section at

          17       all, but the principal diagnosis is acute respiratory

          18       tract infection.  Other conditions, dehydration,

          19       something else.

          20   Q.  I think the "Comments" section does mention some of

          21       the antibiotic treatment that she was --

          22   A.  "Treated with Augmentin, clarithromycin and

          23       metronidazole.  Simvastatin withheld", that's

          24       a treatment for cholesterol, "as renal function

          25       impaired".  So there is clearly no mention of
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           1       C. difficile there, if you agree with my interpretation

           2       of that.

           3   Q.  Do you understand this to be a discharge letter?  It is

           4       headed "Vale of Leven District General Hospital

           5       immediate discharge letter".

           6   A.  I think in many cases there is also a typewritten

           7       discharge letter sent out as well.  I don't think there

           8       was a copy of that in the notes available to me.

           9   Q.  So you are frowning upon this, and that is all you had?

          10   A.  Yes.

          11   LORD MACLEAN:  If the drug metronidazole is mentioned, what

          12       would it be mentioned in connection with?

          13   A.  Well, it is used for treating other conditions as well,

          14       so, for example, diverticulitis in the previous case,

          15       metronidazole is part of the treatment.  It is used for

          16       treating dental abscesses.  The GP might be able to sort

          17       of deduce that there had been some -- a C. diff

          18       infection, but it would involve quite a sort of chain of

          19       deduction rather than it being written clearly in the

          20       letter.

          21   MR MACAULAY:  I think we have finished with that particular

          22       case.  The next case I want to look at is that of

          23       Agnes Burgess.

          24           If we get your report on the screen, that's

          25       EXP01790001.  I think we can also see here that
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           1       Mrs Burgess had quite a number of admissions.  Were

           2       these all to the Vale of Leven?

           3   A.  I have no information about any other admissions to the

           4       Royal Alexandra, so these are all to the Vale of Leven.

           5       She'd had some admissions prior to this, which I'm aware

           6       of from the notes, but didn't report on.

           7   Q.  Anyway, you have noted seven separate admissions,

           8       beginning on 29 August 2007 and ending on

           9       31 December 2007, which is the date of her death?

          10   A.  Yes.

          11   Q.  If we look at the death certificate, SPF00040001, can we

          12       see that, at the date of death, Mrs Burgess was 86 years

          13       of age and she died on 31 December in the

          14       Vale of Leven Hospital?

          15   A.  Yes.

          16   Q.  So far as the cause of death is concerned, we see

          17       a number of matters have been noted, but not

          18       C. difficile, on the death certificate?

          19   A.  Yes.

          20   Q.  If we go to your report, then, at page 4, when she was

          21       first admitted, I think you tell us that was on

          22       29 August 2007, what was the purpose for that admission?

          23   A.  Well, Mrs Burgess lived in a nursing home because she

          24       had quite advanced dementia, so she tended to wander

          25       around, she had a lot of falls, and in the past she'd
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           1       been admitted to hospital and been quite non-compliant

           2       with treatment.  She'd broken her arm and had basically

           3       not kept her cast on.

           4           So she was -- she had some kind of collapse or fall

           5       at the nursing home.  Her GP saw her and sent her to the

           6       minor injuries unit.  They were worried that her blood

           7       pressure was rather low, so they sent her directly to

           8       the medical assessment unit.  So she was -- it was

           9       a fall and then the minor injuries unit, who had been

          10       sent to check over her, were concerned about her low

          11       blood pressure.

          12   Q.  She's in hospital, I think, what, for about a week or so

          13       during this time?

          14   A.  Yes.

          15   Q.  She is treated with antibiotics?

          16   A.  Yes.  The main thought was that she had very low blood

          17       pressure because of all the pills for her heart.  She

          18       was reviewed by Dr Forbat, who appeared to remember her

          19       well from a previous admission in 2006, which I didn't

          20       have the notes for, and she was quite dry on her -- had

          21       some renal impairment on her blood tests.

          22           She was given some antibiotics, and this seems to be

          23       on the basis that they suspected a urinary tract

          24       infection.

          25   Q.  I will return to that.  Do you tell us on page 5 that
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           1       what she was given was cephalexin?

           2   A.  Yes.

           3   Q.  There is no suggestion of diarrhoea in the course of

           4       this admission?

           5   A.  No.

           6   Q.  If we look at the second admission, the one from

           7       14 September to 19 September, again just a few days, on

           8       this occasion, did she actually have diarrhoea on

           9       admission?

          10   A.  There is a record of rather loose motions on

          11       15 September.  A stool sample was negative.  She didn't

          12       receive any antibiotics on this admission.

          13   Q.  So if we look, then, at the next, the third admission,

          14       on 29 September, and that is for just over a week, to

          15       3 October.  As we can see, it was only a few days after

          16       she'd been discharged from the previous admission.

          17       I think she was given trimethoprim for a suspected UTI

          18       on this occasion; is that correct?

          19   A.  Yes.

          20   Q.  Was that changed then subsequently to co-amoxiclav?

          21   A.  It was, although I think that a further urine sample had

          22       shown that there was a resistant specimen, but I think

          23       actually they had been concerned that she'd deteriorated

          24       despite the trimethoprim, so they'd given her

          25       a second-line antibiotic.
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           1   Q.  Again, no suggestion of C. diff in the course of this

           2       admission?

           3   A.  Yes, nothing to suggest that.  In fact, she'd been

           4       constipated at one stage.

           5   Q.  The fourth admission you touch upon on page 7 of your

           6       report.  This is from 26 October to 2 November.  Again,

           7       about a week or so.  Again, was she prescribed

           8       co-amoxiclav for a possible chest infection?

           9   A.  Yes, she was given co-amoxiclav on that occasion.

          10   Q.  Again, no suggestion of C. diff?

          11   A.  Nothing in the notes to indicate that.

          12   Q.  Looking at the fifth admission, you touch upon that on

          13       page 7, from 10 November to the 12th, just a day or so,

          14       and she didn't receive any antibiotics in the course of

          15       that admission?

          16   A.  No.

          17   Q.  That then brings us to the sixth admission, from

          18       4 December for a few days, that's to 7 December, and

          19       I think she was given co-amoxiclav again; is that

          20       correct?

          21   A.  Yes, for a suspected chest or urinary tract infection.

          22   Q.  There was, I think, a sample taken to test for C. diff,

          23       but that was negative?

          24   A.  Yes, there was one episode of faecal incontinence and

          25       a sample was taken.
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           1   Q.  Can we then move on to the final admission, on

           2       20 December.  What was the reason for this admission?

           3   A.  Well, again, the carers at Castleview had been concerned

           4       because she had been shaky and clutching her chest, so

           5       they'd interpreted that she might have been having some

           6       chest pain.  They were also worried that she was drowsy

           7       and not moving the right side properly.  Again, she had

           8       low blood pressure.  There were blood tests possibly

           9       suggestive of infection and I think she had some signs

          10       in her chest as well, which would be difficult to

          11       interpret in a lady with so many things going on with

          12       her, but she was treated for pneumonia.

          13   Q.  Was she given co-amoxiclav and clarithromycin?

          14   A.  Yes, which would be consistent with guidance for

          15       a severe pneumonia.

          16   Q.  Was there a change to amoxicillin at some point?

          17   A.  Yes, I wasn't quite sure what was going on here.

          18       I mean, she was written up co-amoxiclav and then it was

          19       changed to amoxicillin, and then it was -- which was

          20       given, and then it was changed to co-amoxiclav.  Either

          21       are appropriate treatments, but it wasn't very clear why

          22       one was being changed to the other or not.

          23   Q.  But it was during this final admission that she did test

          24       positive for C. diff?

          25   A.  Yes.
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           1   Q.  If we look at the report from microbiology at

           2       GGC00580207 -- no, that is not correct.

           3   A.  206?  I have got GGC00580206.

           4   Q.  206, you are right, yes.  Can we see that the specimen

           5       was collected on 22 December and there is a gap of two

           6       days before it is received by the lab on 24 December?

           7   A.  Yes.

           8   Q.  What happened, then, in relation to treatment?  I think

           9       she was started on metronidazole, but when did that

          10       happen?

          11   A.  She was started on the metronidazole on 25 December, so

          12       I think the first dose was given the following morning,

          13       but her other antibiotics weren't stopped until

          14       Dr Johnston reviewed her on 27 December.

          15   Q.  Was there a period, then, when she was plainly

          16       symptomatic when she was not getting metronidazole?

          17   A.  Well, her symptoms started on 22 December.  Having said

          18       that, it is a bit unclear to me when she was

          19       symptomatic, because there is also a report that she was

          20       passing some formed stools on 24 December, according to

          21       the nursing notes.  There aren't any stool charts --

          22       sorry, for that period, but it does seem that there is

          23       something in the nursing notes to suggest that actually

          24       the symptoms of the Clostridium difficile diarrhoea may

          25       have actually resolved even before she was started on
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           1       treatment.

           2   Q.  If we look at the infection control card, SPF00430001,

           3       can we see that the infection control nurse has noted on

           4       24 December:

           5           "Informed by lab and ward staff.  Asked staff to

           6       isolate in single room."

           7           Can we see that she's noted:

           8           "Admitted 20/12/07.  Symptomatic.  Commenced on oral

           9       metronidazole."

          10           That seems to be --

          11   A.  It does appear there was a four-day period between the

          12       onset of symptoms and the actual isolation in a single

          13       room where potentially she could have been contaminating

          14       the environment.

          15   MR MACAULAY:  I'm going to move on to look at the review of

          16       antibiotics for conditions other than C. difficile, but

          17       perhaps I can probably best hold that over until after

          18       lunch.

          19   LORD MACLEAN:  Remind me, if you could, you said the onset

          20       of symptoms.  What were they?

          21   A.  The infection control card states that the infection

          22       control nurse had been told by the nurses on the ward

          23       that loose motions, loose bowel motions, started on the

          24       20th.  The sample was taken on the 22nd, received by the

          25       lab on the 24th and the laboratory telephoned the result
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           1       back at some stage later on on the afternoon or the

           2       evening of Christmas Eve.  So although it wasn't clear

           3       to me from -- when I went through the notes, according

           4       to the infection control nurse, at least, the symptoms

           5       of diarrhoea started on the 20th.

           6   LORD MACLEAN:  Thank you.

           7   (1.00 pm)

           8                     (The short adjournment)

           9   (1.55 pm)

          10   MR MACAULAY:  Good afternoon, Dr Reid.  Before lunch, we had

          11       started to look at the case of Agnes Burgess, and if we

          12       could have your report back in front of you,

          13       EXP01790001.  I want to turn to page 12 of the report

          14       where you begin your review of the antibiotics given to

          15       Mrs Burgess for conditions other than C. diff.  The

          16       first of those that you mention is the cefalexin, which

          17       was, I think, administered during the first admission;

          18       is that correct?

          19   A.  Yes.

          20   Q.  What was the purpose behind that?

          21   A.  As I understand it from the notes, it was given for

          22       a suspected urinary tract infection.  They had not been

          23       able to obtain a specimen of urine and, obviously, with

          24       Mrs Burgess's mental condition, she wasn't able to

          25       actually indicate reliably whether she had any urinary

                                            95

           1       symptoms.

           2           It appears that they felt that she had

           3       a non-specific deterioration and also this moderately

           4       raised C-reactive protein, which might be consistent

           5       with an infection.

           6           My view was that there wasn't any real evidence that

           7       she had a urinary tract infection, and that there wasn't

           8       any strong indication to prescribe empirical antibiotic

           9       treatment.

          10   Q.  If there was to be any antibiotic treatment, would this

          11       have been the chosen -- the antibiotic of choice under

          12       reference to the guidance?

          13   A.  The antibiotic of choice would have been either

          14       trimethoprim or nitrofurantoin.

          15   Q.  Is this a broader spectrum antibiotic?

          16   A.  This is a broader spectrum.  In fact, probably, the only

          17       consideration -- she had had kidney impairment, and both

          18       of those ones I have mentioned can be sometimes

          19       contra-indicated in kidney impairment, but I don't

          20       believe that was an issue that was taken into account on

          21       the decision to prescribe cefalexin.

          22   Q.  If you turn to page 13 of the report, when you are

          23       looking at the admission in September, you have noted

          24       that trimethoprim was given to her on that occasion; is

          25       that right?
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           1   A.  Yes.

           2   Q.  What was the basis for that?

           3   A.  That was, again, for a suspected urinary tract

           4       infection.  There were some features that she had at

           5       this point suggestive of infection.  The nursing staff

           6       felt she wasn't as well as -- mobilising as well as

           7       normal.  Her white cell count was slightly high.  And

           8       the C-reactive protein on this occasion, the CRP, was

           9       significantly elevated, at 96.  So although I perhaps

          10       might not have given her antibiotics, I might have

          11       waited a bit, I think it was reasonable for her to be

          12       prescribed trimethoprim on that occasion.

          13   Q.  What is the point you make towards the end of that main

          14       paragraph, when you say that the choice was reasonable

          15       but there was no documentation of a decision to start

          16       the antibiotics?

          17   A.  It was written up in the drug Kardex, in the drug chart,

          18       but not in the medical notes.  That meant that when

          19       another doctor came to review her a few days later, he

          20       thought, "Oh, she might have a urinary tract infection,

          21       I'll start trimethoprim", and then became aware that it

          22       had already been started.  So the documentation of

          23       the decision to start trimethoprim wasn't there.

          24   Q.  Her condition deteriorated and there was a change of

          25       antibiotic; is that right?
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           1   A.  Yes, when Dr Gillis saw her, she'd actually -- well, he

           2       made the judgment to start trimethoprim because there

           3       was a positive urine culture sensitive to trimethoprim,

           4       but her condition deteriorated further the following

           5       day, the 26th.  She had some new chest signs then, and

           6       the C-reactive protein had gone higher, suggesting that

           7       either she'd developed a new infection, possibly a chest

           8       infection, or that she had a resistant urine infection,

           9       so they changed the antibiotics to co-amoxiclav, and

          10       that was a reasonable choice.  Although it's not first

          11       line for a chest infection, it would cover both the

          12       urine and the chest.

          13   Q.  The dose and duration of treatment, I think you say was

          14       appropriate?

          15   A.  Yes.

          16   Q.  If you look at the brief admission in October, I think

          17       once again she's given co-amoxiclav for a suspected

          18       chest infection; is that correct?  If you look at

          19       page 14.

          20   A.  Yes.

          21   Q.  Again, I think you thought that was a reasonable choice?

          22   A.  Yes, and particularly as she would be vulnerable to

          23       aspiration or gram-negative bacteria.  So I think it is

          24       a reasonable choice, in that situation.

          25   Q.  If we now look at the admission in December --
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           1   A.  Although, just to go back, if you don't mind, I felt the

           2       dose was rather lower than would normally be given for

           3       a chest infection.

           4   Q.  What you say at the top of page 15 is that she only

           5       received eight doses over four days, which is not an

           6       adequate course.  Do you think it should have been

           7       longer?

           8   A.  It should have been five days, minimum.  It is also not

           9       quite clear why she didn't get so many doses.  It seems

          10       to have been stopped prematurely.  The only thing I can

          11       say is it is clear she had refused a number of doses,

          12       and this was a lady who often did refuse to take

          13       treatment.  She could be quite muddled and uncooperative

          14       at times, and that's been a recurring theme throughout

          15       the admission.

          16   Q.  Looking to the next admission in December, 4 December

          17       through to 6 December, once again it seems she was

          18       prescribed with co-amoxiclav during this admission?

          19   A.  Yes, and that seemed to be a reasonable decision, to

          20       start treatment, although -- and there weren't any

          21       microbiology results in the notes available to me.

          22   Q.  Does it seem, then, that prior to what I think is the

          23       final admission on 20 December 2007, Mrs Burgess had

          24       received a number of antibiotics and I think, apart from

          25       the first occasion, where you challenged the antibiotic
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           1       being given, the basis, otherwise, was a reasonable one?

           2   A.  They were, yes.

           3   Q.  If we look at the final admission to see what happened

           4       there in relation to the prescribing of antibiotics,

           5       I think you look at that on page 15 at (e).  Again, we

           6       can see there is reference to amoxicillin and

           7       clarithromycin here, and also co-amoxiclav.  Can you

           8       tell us what the basis of these prescriptions were?

           9   A.  Well, she was unwell.  She had a fever.  She had chest

          10       signs and she had a markedly elevated CRP.  So they made

          11       a clinical diagnosis of pneumonia, which was

          12       a reasonable diagnosis to make, and they started her on

          13       intravenous antibiotics, which was a reasonable choice

          14       to make.

          15           The choice of antibiotics is a bit confusing,

          16       because, initially, she was written up for amoxicillin

          17       and clarithromycin, and then it was changed to

          18       co-amoxiclav and clarithromycin orally, but either of

          19       those would be reasonable combinations.  Co-amoxiclav

          20       and clarithromycin is first-line for severe pneumonia,

          21       and amoxicillin and clarithromycin is for moderately

          22       severe pneumonia in the guidelines.

          23   Q.  If I can remind you just to slow down a little bit,

          24       Dr Reid.

          25   A.  Sorry, I will.
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           1   Q.  On page 16, I think you make the observation that the

           2       doses that were given were appropriate?

           3   A.  Yes.

           4   Q.  Did this then coincide with Mrs Burgess developing loose

           5       stools?

           6   A.  The loose stools started on 22 December, or possibly the

           7       20th, actually, as we were hearing -- in the medical

           8       notes it documented that loose stools started on the

           9       22nd.

          10   Q.  What happened, then, in relation to the antibiotics that

          11       she was receiving at that time?

          12   A.  The antibiotics were continued until the 27th.  So

          13       although she was started on metronidazole for the

          14       Clostridium difficile on the evening of the 24th/morning

          15       of Christmas Day, the other antibiotics weren't stopped

          16       for a further two days, when she was reviewed by

          17       Dr Johnston.

          18   Q.  Had she been reviewed by a doctor at about the time the

          19       diagnosis was made, after the result came through?

          20   A.  I think it is very likely that the antibiotics for her

          21       chest would have stopped, but certainly a balanced

          22       decision should have been made whether to continue them.

          23       They shouldn't have been just allowed to continue

          24       without any medical involvement.

          25   Q.  I think perhaps if I put it to you this way: was there
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           1       a medical review before Dr Johnston's review on the 27th

           2       when she did stop the antibiotics?

           3   A.  There was prescription of metronidazole on the drug

           4       chart, but there is no record of a medical assessment in

           5       the medical notes.

           6   Q.  Should there have been a medical assessment --

           7   A.  Yes.

           8   Q.  -- certainly once they were aware there was a diagnosis?

           9   A.  Yes, because this was a new diagnosis that needed a new

          10       review of treatment.

          11   Q.  If that had happened, would the co-amoxiclav and the

          12       clarithromycin have been stopped sooner?

          13   A.  I believe it's likely it would have.

          14   DAME ELISH:  I wonder if I could ask for some clarification

          15       on that particular point from the doctor, whether it

          16       would be possible that the antibiotics for the chest

          17       infection and the lower respiratory tract could have

          18       been continued, given the threat that that would still

          19       have presented, notwithstanding the occurrence of

          20       C. diff?

          21   LORD MACLEAN:  You did say "balanced decision", didn't you?

          22       What did you mean by that?

          23   A.  It would have been exceptional to continue the

          24       antibiotics, so the decision to continue the antibiotics

          25       should have been documented.  It would have been usual
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           1       practice to stop them.  I accept that there are

           2       exceptional circumstances where it would have been

           3       appropriate to.  If someone, for example, had a severe

           4       pneumonia that clearly required ongoing treatment.

           5   MR MACAULAY:  What did Dr Johnston do when, in fact, she did

           6       review?

           7   A.  She stopped the antibiotics immediately.  There is an

           8       entry in the notes in her writing.

           9   Q.  I think we see that on page 195, if we look at the

          10       records, GGC00580195.  It is not very clear, but I think

          11       we can see it just above the punch hole?

          12   A.  It says "One watery stool.  C. difficile.  Undisturbed.

          13       Stop clarithromycin Augmentin.  Check with infection

          14       control re transfer", I think that is, "to NT".  I'm not

          15       sure what that means.

          16   Q.  The prescription of metronidazole was appropriate?

          17   A.  Yes.

          18   Q.  The point you make on page 16 about the proton pump

          19       inhibitors, is that the same point that you have made in

          20       connection with at least one of the other cases we've

          21       looked at?

          22   A.  Yes.

          23   Q.  She was on this long-term therapy which continued?

          24   A.  Yes.

          25   Q.  Although you said your practice would have been to stop?
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           1   A.  My practice would have been to stop, but I also accept

           2       that there was a significant body of medical opinion at

           3       that time that wouldn't have recognised the association

           4       with Clostridium difficile infection, although probably

           5       there isn't at this time.

           6   Q.  Sorry?

           7   A.  I think that is something that's changed over the last

           8       few years.

           9   Q.  Go back to page 11 of your report, where you are

          10       specifically dealing with the management of C. diff.

          11       I think we have covered most of this already.  In the

          12       last main paragraph, when you are focusing on

          13       22 December when she was noted to have loose stools and

          14       a stool sample was taken which tested positive and the

          15       nursing staff were informed on the 24th, and she was

          16       then transferred into a single room, did you take it

          17       from the records that she wasn't isolated until the

          18       diagnosis was confirmed?

          19   A.  Yes.

          20   Q.  Would that put her at risk of cross-contamination?

          21   A.  Yes.

          22   LORD MACLEAN:  Is that right?  Was she at risk of that?  Or

          23       other patients were at risk?

          24   A.  Sorry, quite right.  She would have been at risk of

          25       cross-contaminating other patients.
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           1   LORD MACLEAN:  Yes.

           2   MR MACAULAY:  I think that is what I meant to say.  Thank

           3       you.

           4           Now, then, page 17, if you look at the review of

           5       medical management, if we look at the third paragraph,

           6       you make some comments on the regularity of review.

           7       I think you generally say that, overall, the frequency

           8       of medical review, junior and senior, was appropriate?

           9   A.  Yes.

          10   Q.  What about the position when C. diff was diagnosed?

          11   A.  Well, obviously it was awkward, in that the diagnosis

          12       was made late on Christmas Eve.  But I believe there

          13       should have been review by the oncall team when the

          14       diagnosis was made.  So I think that that wasn't

          15       appropriate.

          16   Q.  You make a point about the quality of the medical

          17       records.  I think you thought the quality was variable,

          18       with some defects in the recording; is that a fair

          19       summary?

          20   A.  Yes.

          21   Q.  Now, then, on page 18, I think we have covered most of

          22       this already, you say about eight or nine lines from the

          23       bottom:

          24           "There was no medical assessment of the severity of

          25       her illness until 27 December, more than 48 hours after
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           1       diagnosis, and broad-spectrum antibiotics were continued

           2       until this time."

           3           That's the point you're making about there being

           4       a delay in assessment and also the continuation of

           5       the antibiotics?

           6   A.  Yes.  I mean, it is fair to say, I think, that there is

           7       other evidence within the nursing documentation to

           8       suggest that this lady didn't have severe overwhelming

           9       diarrhoea that was giving concern to the nursing staff,

          10       but, still, she should have had an assessment of

          11       severity at the time of the diagnosis and the

          12       antibiotics should have been stopped.

          13   Q.  You say at the very bottom of page 18 and going on to

          14       page 19:

          15           "I believe that C. difficile infection was acquired

          16       at the Vale of Leven due to broad-spectrum antibiotic

          17       therapy and exposure to the organism in the hospital."

          18   A.  On the balance of probabilities, I think that's the most

          19       likely place that she sustained the infection.

          20   Q.  Now, the point in the next paragraph that you make about

          21       her nutritional state, what are you saying there?

          22   A.  Well, she was eating and drinking very little, and her

          23       serum levels of albumin were very low.  Now, that is

          24       seen in malnutrition, but also in people who have

          25       infections.  So, clearly, she was very vulnerable, from
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           1       a nutritional point of view.

           2           I didn't see any evidence that she'd been prescribed

           3       any food supplements to try to give her extra energy and

           4       protein, although it is fair to say that there is not

           5       a lot of evidence that that is an effective

           6       intervention.

           7           She wasn't considered for nasogastric feeding, but

           8       I think, on the basis of what I have read about this

           9       lady, I don't think she would have tolerated that, so

          10       that wouldn't have been an appropriate treatment in any

          11       case.

          12   Q.  In relation to her state of hydration, was there

          13       evidence from blood tests that was consistent with

          14       dehydration?

          15   A.  Yes.  It did look as though her kidney function was

          16       deteriorating.  I wasn't able to review any fluid

          17       balance charts either, because they weren't available to

          18       me or they didn't exist.  This lady, again, would have

          19       been very difficult to treat with intravenous fluids

          20       because, when she was well, she was a fiddler and she

          21       would pull things out, it was clear from the notes.

          22   Q.  But in relation to fluid management, should there have

          23       been fluid management, particularly of the period --

          24       assuming the regards are correct and they weren't done,

          25       because you say there is no fluid balance charts in the
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           1       records.

           2   A.  Yes.

           3   Q.  Would this have been a patient, particularly when she

           4       had C. diff, and possibly evidence of dehydration, that

           5       fluid management would have been appropriate?

           6   A.  I think that certainly there should have been clear

           7       monitoring of her oral intake.  I think that -- both

           8       food and fluid, because of her vulnerability.  And

           9       I think that consideration could have been given to

          10       subcutaneous fluids as she became dehydrated.  But

          11       I also think that in this lady the decisions on fluid

          12       and nutritional management would need to be taken in the

          13       context of her overall quality of life, because this was

          14       a lady who could get distressed with medical and nursing

          15       interventions and who had -- was clearly -- had very

          16       late-stage dementia, as well as considerable other

          17       medical co-morbidities.

          18           So I think in this lady I would expect, rather than

          19       rushing in with invasive treatments, for there to be

          20       a consideration of the balance to make her as

          21       comfortable as possible and to provide what care she

          22       would tolerate.

          23   Q.  There were some fluid balance charts in the records --

          24   A.  Mmm.

          25   Q.  -- but not for the period you have focused on?
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           1   A.  No.

           2   MR KINROY:  My Lord, I wonder if we could be quite clear if

           3       Dr Reid saw any evidence of avoidable dehydration in the

           4       patient who was suffering from dementia and liable to be

           5       uncooperative in hospital?

           6   LORD MACLEAN:  Yes.  Dr Reid?

           7   A.  I think the point you are making is this lady was

           8       a difficult lady to manage.  So we have got evidence

           9       that there was dehydration.  The question is: was that

          10       avoidable?  It is difficult to say, because -- but

          11       I would certainly accept that the main management for

          12       this lady should not have been treating the numbers, it

          13       should have been trying to make her as comfortable and

          14       as settled as possible in a hospital or home

          15       environment.  So it is difficult from the notes alone to

          16       make a judgment about whether this was avoidable or not,

          17       but I would expect certainly to see good evidence of

          18       monitoring of her intake, because that would be what

          19       people could work with.

          20           Does that answer your question?

          21   MR KINROY:  Thank you.

          22   MR MACAULAY:  I think, as I said to you, there are some

          23       fluid balance charts.  I mean, if we take, for example,

          24       GGC00580233, which I think is a day just before the

          25       period you focused upon, this is from the 22nd to the
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           1       23rd, where there is a chart and where there is some

           2       oral input recorded.  Would that intake, if it is right,

           3       be at all adequate?

           4   A.  That is grossly inadequate.  That is 150ml and a sip of

           5       fluid.  This is not enough to keep body and soul

           6       together.  I mean, even without any output, fluid

           7       output, the body needs about 500ml just to keep things

           8       ticking over, and obviously this was at a stage when she

           9       was passing urine and soft motions, it says there,

          10       "watery mucous stool".

          11   Q.  You make a point in the next paragraph on page 19 of

          12       your report about a condition you thought might have

          13       been considered, and that is recurrent pulmonary

          14       embolism.  What is the point you are making there?

          15   A.  Well, this is a lady who kept coming into hospital with

          16       episodes of breathless, low oxygen levels and collapse,

          17       and she'd had a history of pulmonary embolism.

          18           Now, I'm surprised this wasn't considered as part of

          19       the differential diagnosis.  It may well be that it had

          20       been in her previous admission back in 2006, which

          21       I didn't have the notes for, because it's clear that --

          22       and even if it had been considered, it is not clear to

          23       me that management would have been any different,

          24       because the management for that would be

          25       anti-coagulation with drugs to thin the blood, you'd
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           1       need to be sure that either the patient was taking the

           2       tablets regularly, was having blood tests regularly to

           3       monitor the effectiveness and, in addition, her very

           4       high risk of falls would have put her at increased risk

           5       of side effects.

           6           So that's an observation rather than a criticism of

           7       care, but it was something that I would have considered

           8       if I was the doctor looking after her.  But, as I said,

           9       it is possible that this was something that had been --

          10       a decision had been made about back in 2006.

          11   Q.  The point I think you make, in any event, is that

          12       Mrs Burgess's prognosis was very poor?

          13   A.  Indeed.

          14   Q.  You set out, particularly on page 20, what best practice

          15       might have been in relation to her management.

          16   A.  Yes.  I think there was a lost opportunity.  This lady,

          17       as you can see, has had seven admissions in a very short

          18       period of time, each time coming in with a similar sort

          19       of thing, quite often being seen by a doctor who says,

          20       "Oh, well, there's not much we can do", and there

          21       doesn't seem to have been any consideration of putting

          22       in place a management plan to try and support her in

          23       a care home.  She was clearly towards the end of her

          24       life.

          25           There is also perhaps some evidence from one of
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           1       the admissions that the staff at Castleview Home were

           2       struggling because she was medically unstable and they

           3       seemed to have a fairly low threshold for admitting to

           4       hospital.

           5           I mean, I would -- I wonder whether this poor lady

           6       actually benefited a great deal from coming into

           7       hospital, having drips and antibiotics and X-rays and

           8       blood tests and whether an approach to see whether she

           9       could receive a more palliative approach to treatment in

          10       her own care home, with the appropriate support, would

          11       have actually improved her quality of life in her final

          12       months.

          13   Q.  One of the points you make on page 21 is in relation to

          14       the number of ward moves that occurred.  I think that is

          15       towards the top of page 21.  Was it evident from the

          16       records that she was moved from one ward to another on

          17       more than one occasion?

          18   A.  Yes, there is evidence of multiple ward moves.  Some of

          19       them I think you could consider might be justified

          20       clinically, so when she was moved on one occasion to the

          21       coronary care unit for monitoring, that was done on the

          22       basis that she had a fast heart rate with atrial

          23       fibrillation and might need some additional treatment.

          24       Although, when she was there, I think Dr Forbat said

          25       "No, she's for TLC", I think is what he wrote,
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           1       presumably a more palliative and symptomatic approach to

           2       treatment.  But others seemed unjustified.  In

           3       particular, she was transferred to a rehabilitation ward

           4       on one occasion, even though, a month before, Dr Yousif

           5       had identified that, because of her dementia, she

           6       wouldn't be able to participate in rehabilitation.

           7   Q.  I think that was the move from ward 6 to ward 15?

           8   A.  Yes.

           9   Q.  As you say:

          10           "Multiple ward moves will increase disorientation

          11       and risk delirium in frail elderly patients,

          12       particularly those with dementia."

          13   A.  Yes.  So it is not good practice.  It may be sometimes

          14       unavoidable for operational reasons, but it is not good

          15       for the individual patient.

          16   Q.  In relation to DNAR, I think you say on page 22 that was

          17       entirely appropriate.

          18   A.  Yes.

          19   Q.  Although I think you make some comments about the manner

          20       in which the form was completed.

          21   A.  There were some issues with the way it was filled in,

          22       but I don't think that detracts from the fact that the

          23       decision was quite appropriate.

          24   Q.  Death certification you look at on page 22.  I think you

          25       agree with the fact, in particular, that C. diff was not
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           1       mentioned?

           2   A.  Yes.  I don't think there is any evidence, from the

           3       notes that I have seen, that this lady had a serious --

           4       sorry, a severe C. diff infection.  I think that I have

           5       quibbles about the death certification, but they don't

           6       really change the sense of what it is.

           7   Q.  We can read for ourselves what your quibbles are,

           8       I think, on page 23, but then, if we look at the

           9       conclusion that you set out on page 23, do I take it

          10       from this that the main point you are making is, first

          11       of all, there was a delay in isolation if you take the

          12       records at face value?

          13   A.  Yes.

          14   Q.  Also, as we have touched upon, a delay in stopping the

          15       antibiotics that she was getting for the chest

          16       infection?

          17   A.  Yes.

          18   Q.  Now, then, the next patient I want to look at with you

          19       is Rosa Rainey.  Your report is EXP00960001.  I think we

          20       see on the front page that we are looking at on the

          21       screen that this patient died on 2 September 2008; is

          22       that correct?

          23   A.  Yes.

          24   Q.  The position was, I think -- we will see this in

          25       a moment -- she was admitted to the Vale of Leven on
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           1       27 December 2007.  I think you set that out on page 4 of

           2       the report.  She was discharged eventually on

           3       6 May 2008.

           4   A.  Yes.

           5   Q.  So she was in hospital for some four months, but she

           6       died a few months after she'd been discharged?

           7   A.  Yes.

           8   Q.  The death certificate, if we look at that, it's at

           9       SPF00310001, can we see that at the date of death, on

          10       2 September, she was 92, I think.  Her birthday had just

          11       been the day before.  So I suppose she must have been 91

          12       when she was in the Vale of Leven?

          13   A.  Yes.

          14   Q.  She died in the nursing home and a number of points are

          15       set out as cause of death, none of which relate to

          16       C. diff?

          17   A.  Yes.

          18   Q.  Can we then turn to page 4 of your report?  In relation

          19       to the admission on 27 December, what was the reason

          20       behind that admission?

          21   A.  She presented with a nonspecific deterioration in her

          22       mobility, and she'd had increased swelling of her legs

          23       and her GP was concerned because she had low blood

          24       pressure.  She had a background of heart failure and

          25       coronary artery disease in the past, so she presented in
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           1       a fairly non-specific way.

           2   Q.  Initially, did they think she had a urinary tract

           3       infection?

           4   A.  Well, she was put down as, "Problem list: hyponatremia",

           5       which is low sodium level, and "Query urinary tract

           6       infection", but I suspect the reason they put "query

           7       urinary tract infection" is because it appears that it

           8       was commonplace for the junior doctors to see an older

           9       person who was just non-specifically unwell and say,

          10       "Well, it's probably a urine infection".  I don't think

          11       there was any particular evidence that she had a urine

          12       infection.

          13   Q.  Indeed, if you turn to page 5 of your report, where you

          14       say:

          15           "The clinical impression was recorded was '?urinary

          16       tract infection'."

          17           That was the junior doctor who did that?

          18   A.  It was the junior doctor, Dr Morash, I think.

          19   Q.  But then, when she was reviewed by Dr McCruden, he

          20       advised --

          21   A.  He suggested excluding a urinary tract infection,

          22       because, by that time, the CRP was back.  This was high,

          23       which would be consistent with an infection somewhere

          24       and the urine dip test would have been consistent with

          25       an infection, although the culture came back negative
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           1       subsequently.

           2   Q.  We will review the antibiotics in a moment, but she was

           3       given antibiotics?

           4   A.  Yes.

           5   Q.  During this admission.  If we focus on C. diff, did she

           6       also test positive for C. diff on more than one

           7       occasion?

           8   A.  Yes.  She had an initial episode of C. diff on

           9       19 January, and I think she had two relapses, or one

          10       definite relapse and one possible relapse.

          11   Q.  If we look at the first diagnosis, then, if we look at

          12       GGC00490057, we are looking at the microbiology report.

          13       Can we see the specimen was collected on 19 January and

          14       received by the lab on 21 January, if we look at the

          15       bottom box?

          16   A.  Yes.

          17   Q.  So there is a two-day gap?

          18   A.  Yes, indeed.

          19   Q.  This was a positive result.  I think, again, without

          20       looking at the documentation, she was positive again on

          21       1 April.  That is quite some time later.  Is that right?

          22   A.  Yes.

          23   Q.  Again, there was a positive lab result in relation to

          24       a specimen collected on 22 April.  Is that correct?

          25   A.  Yes, indeed.
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           1   Q.  Then, if we turn to page 11 of your report, and we look

           2       at your review of antibiotics generally, let's start

           3       with the first paragraph where you say she was treated

           4       with the trimethoprim for a suspected urinary tract

           5       infection.  What do you say about that from the

           6       management perspective?

           7   A.  I think it was not unreasonable to start the

           8       trimethoprim.  She had some evidence of infection.  The

           9       urine cultures came back negative, which -- and I think

          10       best practice would have been to stop it at that stage.

          11       It is not actually clear to me exactly when the result

          12       would have been available from the urine culture, and

          13       the trimethoprim course was only five days.  Normally,

          14       it takes about three days for a result to come back.

          15   Q.  The course -- I suppose it depends on when the result

          16       came back -- might have been going on for a day or so

          17       longer than might otherwise have been?

          18   A.  Yes.

          19   Q.  What about the insertion of the urinary catheter on

          20       21 January?  I think by now Mrs Rainey has been

          21       diagnosed as C. diff positive; is that right?

          22   A.  Yes, because that was on the 21st, I think.

          23   Q.  The catheter is inserted on 24 January, and this was

          24       appropriate?

          25   A.  Well, she was very unwell and this lady was a very
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           1       challenging patient to manage the fluid balance of,

           2       because of her heart failure, because of her electrolyte

           3       disturbances.  So I think it was reasonable to put

           4       a catheter in to monitor her urine output accurately and

           5       also might have helped preserve skin integrity, as she

           6       was very immobile and had quite severe diarrhoea at this

           7       stage.

           8   Q.  Looking to the third paragraph on page 11, what's the

           9       thrust of what you're saying there?

          10   A.  The nursing staff were concerned because the urine was

          11       smelly and there was blood in it.  So it appears they

          12       arranged to take a sample to look for infection.  The

          13       sample came back positive, showing that bacteria were in

          14       the urine, but there wasn't a lot of evidence that she

          15       actually had invasive urinary infection because, as

          16       I have mentioned previously, it is very common for

          17       catheterised patients to become colonised by bacteria

          18       without it necessarily making them unwell.

          19           So I would have been looking for some evidence that

          20       there was actually symptoms, signs, of infection, other

          21       than just the positive culture.

          22   Q.  Was she prescribed with antibiotics in response to the

          23       positive culture?

          24   A.  Well, if I -- yes, she was.  She was prescribed

          25       ciprofloxacin.
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           1   Q.  I think you set that out on page 8.

           2   A.  Yes.

           3   Q.  Should that have happened?

           4   A.  Well, I don't think it should have.  I think they should

           5       have considered taking the catheter out.  Now, it may be

           6       that there were good nursing or medical reasons why the

           7       catheter -- well, maybe good nursing reasons why the

           8       catheter couldn't have come out, but there was no

           9       documentation that it was considered.

          10           I think they should have taken the catheter out.  If

          11       they couldn't take the catheter out, then I think they

          12       should have at least documented any evidence of

          13       infection in terms of a fever or urinary tract pain or

          14       other features, rather than just starting antibiotics.

          15       I also think that the ciprofloxacin wasn't really an

          16       ideal choice.  This was a third-line drug.  This was

          17       only really supposed to be given for complicated urinary

          18       tract infections.

          19   Q.  Just taking it in bits, first of all, are you saying

          20       that she shouldn't have been given an antibiotic at all,

          21       because bacterial colonisation of the urinary tract is

          22       common --

          23   A.  Yes.

          24   Q.  -- and it need not be a sign of infection at all?

          25   A.  Without other evidence of urinary symptoms, I don't
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           1       think she should have been given antibiotics.

           2   Q.  But if she was to be given any antibiotics, you say it

           3       should not have been ciprofloxacin, on the basis of

           4       the --

           5   A.  Not unless there was culture results to show that the

           6       first-line drugs were not going to be effective.

           7   Q.  If you were going to go down that route at all, what

           8       would the first line of drugs have been?

           9   A.  Nitrofurantoin or trimethoprim.

          10   Q.  Now, the catheter was eventually removed; is that

          11       correct?  If we look at what you say towards the bottom

          12       of page 11.

          13   A.  No, I said that it should have been removed, but it

          14       wasn't actually done until 28 April, which was more than

          15       a month after this.

          16   Q.  It was done, you say, on microbiology advice?

          17   A.  She had a further episode of catheter-associated

          18       infection, and then she -- finally they grew an organism

          19       which was resistant to most of the commonly used

          20       antibiotics in the urine sample.  They rang up the

          21       microbiologists for advice on antibiotics and the

          22       microbiologist said, "Well, rather than using some fancy

          23       antibiotic, why don't you just take the catheter out and

          24       see if she gets better?".

          25   Q.  And that's what they did?
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           1   A.  Yes, and that seems to have been what -- and she got

           2       better.

           3   Q.  On page 12, you make a point about the ciprofloxacin and

           4       the relationship between ciprofloxacin and C. difficile

           5       diarrhoea and the hospital formulary.  What's the point

           6       you are making there?  It is about four or five lines

           7       down from the top of the page.

           8   A.  Well, I think at that stage it wasn't commonly known --

           9       it wouldn't have been commonly known by clinicians that

          10       ciprofloxacin was particularly associated with severe

          11       027 Clostridium difficile infection.  That wasn't

          12       reflected in the hospital formulary.  The microbiology

          13       doctors I suspect would have been well aware of this.

          14   Q.  You say that, on 30 March, she was prescribed

          15       trimethoprim for five days.  Were you able to ascertain

          16       from the notes why that was being prescribed at that

          17       time?

          18   A.  There is no documentation of this in the medical notes,

          19       but in the nursing notes there is a comment that she'd

          20       been getting abdominal pain and sickness and had been

          21       reviewed by the doctor, who had prescribed treatment for

          22       a urinary tract infection.  It appears that this was

          23       then stopped after four doses, by Dr Khan, although that

          24       is from the drug chart, that is not documented in the

          25       medical notes either, the reason for doing that.
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           1   Q.  Should this have been prescribed at all to this lady?

           2       Is this before or after -- this is after the catheter

           3       was --

           4   A.  This is after the catheter was done, and also after the

           5       Clostridium difficile infection.

           6           My view was that, if you are considering giving

           7       antibiotics to a patient who has recently had severe

           8       Clostridium difficile infection, it would be appropriate

           9       to seek microbiology advice on the choice and the

          10       necessity for antibiotics.

          11           She did, however, have urinary tract symptoms, in

          12       that she had -- in the nursing notes, it documented she

          13       had abdominal pain and nausea.  So there is some

          14       evidence that she did have a genuine urinary tract

          15       infection, rather than just a positive dip test.

          16   Q.  But having had C. diff, then you say the appropriate

          17       course of action would be to contact microbiology for

          18       advice?

          19   A.  Yes.  I think, by this stage, she'd already had more

          20       than one relapse of C. diff -- sorry, she'd had

          21       a relapse.

          22   Q.  I think, in fact, she had C. diff on 19 January, and the

          23       next positive diagnosis is for a sample collected on

          24       1 April.  So that is just before this point?

          25   A.  I'm sorry.
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           1   Q.  Does that make any difference to the point you make

           2       about seeking advice from microbiology?

           3   A.  No.

           4   Q.  You say that, on the 31st, she was prescribed cefalexin

           5       and metronidazole for suspected diverticulitis.  I think

           6       we have certainly seen the metronidazole being

           7       prescribed for that before.  Was this an appropriate

           8       course of action?

           9   A.  I don't think so.  I think that -- it was reasonable to

          10       start the metronidazole, because that would cover both

          11       diverticulitis and Clostridium difficile, but I think

          12       cefalexin should have been withheld until they ruled out

          13       a relapse of the Clostridium difficile.  Also, I think

          14       cefalexin is not the formulary choice for intraabdominal

          15       sepsis.  It would be an intravenous drug, co-amoxiclav

          16       or ceftriaxone.

          17           But in any case, I feel that they should have

          18       started just metronidazole and then actually done some

          19       investigations to identify the source of the infection

          20       before adding in a second antibiotic.

          21   Q.  In relation to the cause of the C. diff then, do you

          22       relate that to the ciprofloxacin therapy in particular?

          23   A.  Yes, I think it is likely that this relapse of C. diff

          24       was related to ciprofloxacin, although she had had other

          25       antibiotics.
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           1   Q.  On page 13, I think you make a similar point as you have

           2       made before in relation to the proton pump inhibitors;

           3       is that right?

           4   A.  Yes, and I have nothing to add to my previous statement.

           5   Q.  If we look specifically at the management for C. diff,

           6       if you go to page 9 of your report, you have a heading

           7       there "C. difficile diarrhoea", and you say that, on the

           8       16th, it was recorded that she'd been incontinent of

           9       a small amount of loose stool, although the medical

          10       notes state she was constipated.  Is that

          11       a contradiction, is it?

          12   A.  Not necessarily, in that there is a condition called

          13       faecal impaction, where, if somebody has not opened

          14       their bowels for a very long time, there is a build-up

          15       of solid stool in the bowels, and that can actually

          16       cause what's called overflow diarrhoea, where there is

          17       seepage of liquid or semi-liquid stool.

          18           So it is essential that, if an elderly patient does

          19       develop diarrhoea while in hospital, that a rectal

          20       examination is done to make sure that this isn't

          21       overflow diarrhoea.

          22   Q.  Was that done in this case?

          23   A.  I don't think there's evidence of that.

          24   Q.  You say, if you move on in that paragraph, that she was

          25       incontinent of loose stools on the 17th and 18th,
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           1       a specimen wasn't taken until the 19th, and she wasn't

           2       reviewed by the medical staff until the 19th, by which

           3       time she was systemically unwell.  Do you consider she

           4       should have been reviewed by the medical staff before

           5       that?

           6   A.  I think it would have been reasonable for her to have

           7       been -- I think she should have been seen by the medical

           8       staff once she'd had a couple of episodes of loose

           9       motions so they could assess the cause of that, make

          10       sure she wasn't constipated or faecally impacted and

          11       consider the diagnosis of Clostridium difficile.

          12   Q.  She was prescribed metronidazole, which I think you

          13       consider was the appropriate choice?

          14   A.  Yes.

          15   Q.  I think you have taken from the records she wasn't

          16       transferred to a single room until some time afterwards,

          17       that's 26 January.

          18   A.  That's what I understand from the records that I have

          19       seen, yes.

          20   Q.  In any event, was it apparent that she had not been

          21       isolated prior to the diagnosis being confirmed by the

          22       lab?

          23   A.  Yes.  It does appear that there was a period when there

          24       would have been avoidable environmental contamination,

          25       or could have been avoidable environmental
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           1       contamination.  It is not clear to me whether there were

           2       isolation measures in place before she was moved to the

           3       single room, but certainly she wasn't isolated in

           4       a single room until the 26th.

           5   Q.  Do you mean being cohorted, or something along those

           6       lines?

           7   A.  Yes, yes.

           8   Q.  If you go on then to page 13 of the report, where you

           9       have your section dealing with the review of medical

          10       management, in the second paragraph you say that

          11       Mrs Rainey was under the care of Dr McCruden for her

          12       entire stay at the Vale of Leven.  You make a point

          13       about the recording routine review by junior doctors.

          14       What did you take from the records here?

          15   A.  There were quite long periods where there wasn't any

          16       record of medical review.  Obviously, she was in

          17       hospital for a very long time, and there may have been

          18       periods where her condition was relatively stable and,

          19       you know, daily review by the medical team might not

          20       have been required on that basis.  But there were also

          21       periods when she actually had Clostridium difficile

          22       diarrhoea recently diagnosed where there wasn't any

          23       recording.

          24   Q.  Just to pick up on that point, you make a point that

          25       there was no record of review between 2 April and
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           1       7 April, and I think that was at a point when she had

           2       been diagnosed for the second time with C. diff?

           3   A.  Yes.  I think if the medical staff recognised or were

           4       aware that Clostridium difficile could be a serious and

           5       life-threatening illness, I would be surprised that

           6       there would be that low level of review.

           7   Q.  You go on to say it is a concern that no medical

           8       assessment by the ward doctors was recorded on

           9       21 and 22 January when she had developed C. difficile

          10       diarrhoea.  Would you have expected --

          11   A.  Yes, I would.

          12   Q.  -- medical review and a record made of that?

          13   A.  Yes.

          14   Q.  I think you also make some points about the actual

          15       records themselves, such as patient identification, and

          16       so on, as being suboptimal.

          17   A.  It wasn't always clear who'd written in the notes, and

          18       some of the sheets didn't seem to have any

          19       identification of the patient's name or, you know, any

          20       identification at all.  So if they'd fallen out, it

          21       wouldn't be necessarily very clear who they belonged to.

          22   Q.  Turning to page 14, then, of this report, the second

          23       main paragraph, I think you suggest there was a delay in

          24       sending the stool sample for C. diff?

          25   A.  Yes.  The first episode of faecal incontinence was on
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           1       17 January and she certainly was -- had episodes of

           2       loose motions on 18 January.  So there does seem to be

           3       a delay in sending a stool.

           4   Q.  Did we note, when we looked at the report from

           5       microbiology, that although the sample was received --

           6       it was sent on the 19th, it wasn't received until the

           7       21st?

           8   A.  Yes.

           9   Q.  So there was a further delay at that end?

          10   A.  The practice, in general, was not to start treatment

          11       until the results came back, although I think in her

          12       case it was -- I'm not sure that the sample actually was

          13       positive when she was -- before the metronidazole was

          14       started.

          15   Q.  Sorry, are you saying the metronidazole might have been

          16       started before?  If we look at the ...?

          17   A.  Sorry, I'm confusing things here.

          18   Q.  If I look at the Kardex, might that be the way to do it?

          19       If we turn to GGC00490324, we have the prescription for

          20       metronidazole dated 19 January.  So that's the date the

          21       specimen was collected.

          22   A.  Yes.

          23   Q.  Would this appear to be a case -- the first dose was

          24       given, I think, in the afternoon of the 19th?

          25   A.  Yes, it was given at sort of tea-time on the 19th.
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           1   Q.  Is this an example of a case, then, when the

           2       metronidazole was, in fact, started when the specimen

           3       was collected?

           4   A.  Yes.  I think this -- the metronidazole was started

           5       promptly when, I think, reviewed by the junior doctor on

           6       this occasion.  So there was a delay in taking the

           7       sample, but there wasn't a delay in starting treatment.

           8   Q.  Page 14, then, if we go back to page 14 of your report,

           9       towards the bottom -- at the very bottom of the page,

          10       you say that Mrs Rainey contracted C. difficile from

          11       exposure to the organism at the Vale of Leven, and you

          12       say she was vulnerable because of her age, her poor

          13       nutritional state and her recent antibiotic therapy.  So

          14       that's your review, is it?

          15   A.  Yes.  Yes.  She was a very vulnerable patient, but --

          16       and that's not -- you know -- yes.

          17   Q.  Moving on to page 15, then, you say you have some

          18       concerns about fluid management here?

          19   A.  Yes.  I have to say, Mrs Rainey was an extremely

          20       difficult person to manage the fluids on, because she

          21       had a combination of peripheral oedema, a build-up of

          22       fluid in the tissues, a very low albumin level in the

          23       blood, which means she would be very vulnerable to

          24       getting worsening swelling and oedema, particularly if

          25       normal saline was given, and heart failure which also
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           1       would get worse with fluids, yet her blood pressure was

           2       low and at times she appeared to have, if you like,

           3       dehydration -- low levels of fluid within the

           4       circulation, but higher -- excessive levels of fluid in

           5       the tissues.  This is actually a very difficult

           6       situation to manage clinically.

           7           So giving all due credit to the doctors looking

           8       after her, it was difficult to get this right.  But

           9       there did seem some illogical aspects.  So, for example,

          10       she was given intravenous sodium chloride, which is

          11       a way of giving salt and water, and which would have

          12       increased the risk of oedema, but she was also given

          13       diuretics to remove excess salt and water.  So it is

          14       a bit like running the taps in the bath and then pulling

          15       the plug open.  It would have -- it seems --

          16   Q.  That is illogical?

          17   A.  -- illogical.  But that doesn't take away from the fact

          18       that she would have been a difficult person to manage

          19       clinically.

          20   Q.  You do say, five or six lines from the top of this page,

          21       page 15, that there was evidence of suboptimal nursing

          22       and medical management.  You have talked about the

          23       illogicality of the treatment you mentioned, but you

          24       also say that oral intake was poorly documented.  Are

          25       you there referring to the fluid balance chart?
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           1   A.  Yes, I am.

           2   Q.  Was this during a period when she was particularly

           3       unwell with C. diff?

           4   A.  Yes.  There is a misprint there, clearly.  I think that

           5       41 January should be 21 January, I think.

           6   Q.  Yes.  You have given dates.  The 21st, we know she had

           7       C. diff.

           8   A.  That was the period when she was very unwell with her

           9       first episode of Clostridium difficile.

          10   Q.  The point about management of her catheter-associated

          11       urinary tract infection was poor, can you elaborate upon

          12       that?

          13   A.  I think the decision to put a catheter in at that stage

          14       was appropriate.  They needed to have good measurements

          15       of fluid intake and output to manage her.  Some of

          16       the clinical things that we normally rely on in managing

          17       fluid output would not have been reliable with her heart

          18       failure and her other conditions.

          19           What there doesn't seem to be is any plan as to when

          20       to take it out again, and it was left in.  Obviously,

          21       you know, this was a lady with limited mobility.  There

          22       may have been nursing reasons to leave a catheter in for

          23       a period of time, but we know that urinary catheters are

          24       highly associated with urinary tract infections and, in

          25       fact, there is evidence that she had two urinary tract
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           1       infections associated with a catheter and, even then,

           2       there was no consideration of removing the catheter

           3       until the microbiologist suggested doing that.

           4           So I think that the decision to put the catheter --

           5       to summarise, the decision to put the catheter in was

           6       appropriate, but there didn't seem to be a clear plan as

           7       to what to do with the catheter once it was in there.

           8   Q.  I think, as you have told us, they also prescribed

           9       antibiotics at this time when you say that may not have

          10       been appropriate?

          11   A.  I think that -- I think -- if she was getting recurrent

          12       catheter-associated infections, then the treatment would

          13       be to remove the catheter, if at all possible.

          14   Q.  Moving on to page 16, you make some comments about cause

          15       of death.  Of course Mrs Rainey didn't die until she had

          16       been discharged for some months.

          17   A.  I was able to review the GP consultation -- the GP note

          18       from the -- when he went out to certify her dead,

          19       basically, and there was nothing on that to suggest

          20       she'd had any recent symptoms of Clostridium difficile.

          21       So I think there is nothing to suggest that Clostridium

          22       difficile was a contributor to her death.

          23   Q.  But if she hadn't contracted C. diff, would her stay in

          24       hospital have been shorter?

          25   A.  Well, I think it would probably have been about three
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           1       months shorter, because she picked up the C. diff at

           2       just about the time when they were starting to plan

           3       discharge.

           4   Q.  And then she had either a new infection or relapses?

           5   A.  Yes.

           6   Q.  You can perhaps cast your eyes quickly over your

           7       conclusion, but I don't think there is anything there

           8       that we haven't touched upon in going through the

           9       report.

          10   DAME ELISH:  I wonder, my Lord, before moving on, if I could

          11       just seek some assistance from the doctor regarding his

          12       comments with respect to falls?  Could I ask the doctor

          13       whether -- is there a particular risk with placing

          14       geriatric patients who may have dementia or delirium

          15       from infection in a single room?  Does that in itself

          16       create any particular challenges or risks?

          17   A.  Yes, indeed.  Obviously, depending on the layout of

          18       the hospital environment -- ward.  Elderly -- older

          19       people in hospital, particularly people with confusion,

          20       are at higher risk of falls, and the only reliable

          21       evidence, in terms of preventing falls in hospital, is

          22       actually observation.

          23           So if the layout of the ward is such that it is

          24       difficult to observe patients in single rooms, then

          25       clearly a risk assessment should be made as to the
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           1       balance of risks of that patient falling against the

           2       infection control risks, really, which are risks to

           3       other patients.

           4           Alternatively, another approach would be to look at

           5       getting additional staffing, and there is no doubt that

           6       patients with severe Clostridium difficile diarrhoea are

           7       very demanding in terms of nursing time.  To provide

           8       good quality care, you need to be there frequently with

           9       multiple changes of linen and things like that.  So

          10       I think the nursing management would have had to

          11       consider that.

          12           But, you know, that should be done on the basis of

          13       the risk assessment.

          14   DAME ELISH:  I'm grateful.

          15           The doctor also made mention of the risk of

          16       cross-contamination from those patients who may be

          17       wandering from dementia.  Likewise, would the risk also

          18       be that the person with dementia may leave isolated

          19       conditions because of their dementia.

          20   A.  Yes, certainly there is a risk.  I don't think this

          21       applies specifically to this case, although, when she

          22       was nursed in a four-bedded ward there's a comment in

          23       the nursing notes that family were distressed because

          24       Mrs Rainey was being disturbed by another confused,

          25       wandering patient in the four-bedded ward, but certainly
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           1       it may be difficult to isolate patients who are ambulant

           2       and muddled.

           3   DAME ELISH:  This would be a particular challenge with

           4       geriatric patients, rather than the more general medical

           5       ward with those who have C. diff?

           6   A.  If there are a number of confused and mobile patients on

           7       a ward, then it would certainly be a challenge, yes.

           8   DAME ELISH:  I'm grateful.

           9   MR MACAULAY:  We have had some evidence generally about

          10       patients who might have been difficult to control

          11       because they wandered.  I think, ultimately, the nurse

          12       who gave evidence in this decided that the patient would

          13       require one-to-one attention.  Would that be one way of

          14       dealing --

          15   A.  Some patients, undoubtedly, in this situation, do

          16       require one-to-one attention.  It is not always easy to

          17       obtain that, but certainly some patients who are

          18       wandering and vulnerable do require one-to-one

          19       attention.

          20   LORD MACLEAN:  This was not a wandering patient, as I recall

          21       it.

          22   A.  No, I think we are speaking hypothetically.  This

          23       doesn't apply to Mrs Rainey at all.

          24   LORD MACLEAN:  Although she may have been at risk of

          25       falling, did you come across a record of her falling?
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           1   A.  There is no evidence in the notes that I have reviewed

           2       that she actually sustained a fall while in hospital.

           3   LORD MACLEAN:  I think we should concentrate on the facts of

           4       each individual case at the moment.

           5   MR KINROY:  My Lord, there is one point which arose from

           6       that, which may be an important one.  Dr Reid said it is

           7       not always easy to obtain one-to-one nursing for

           8       a wandering patient who may create a risk of

           9       cross-infection, and I wonder what his experience has

          10       been about that difficulty?

          11   A.  I don't feel I can comment about how easy it was to --

          12       I think that is a matter for nurses, and also for nurses

          13       who actually have been at the Vale of Leven Hospital.

          14       I don't think I can comment on how difficult it was to

          15       obtain additional staffing on -- and certainly not on

          16       the basis of the notes I have reviewed.

          17   MR KINROY:  No, my concern was to know whether you have

          18       experienced the same problem in other hospitals,

          19       particularly the ones in which you have worked?

          20   A.  Yes, we have in the past.  I think that -- if you review

          21       the reports from Stoke Mandeville and from

          22       Tunbridge Wells, you can also identify that nurse

          23       managers were raising concerns about the levels of

          24       staffing in those hospitals, but I'm not sure that I'm

          25       the person to be asking about this.
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           1   MR MACAULAY:  I have finished with Mrs Rainey's case.  The

           2       next case I want to look at is Catherine Hitchinson.

           3           If your Lordship were thinking of having a break,

           4       this might be an appropriate point to have it.

           5   LORD MACLEAN:  All right.  Thank you.

           6   (3.00 pm)

           7                         (A short break)

           8   (3.20 pm)

           9   MR MACAULAY:  Dr Reid, we are now moving on to look at the

          10       case of Catherine Hitchinson.  Your report is

          11       EXP00890001.  If we turn to page 4 of the report, if you

          12       look at the medical history, can we see that

          13       Mrs Hitchinson was admitted first of all to the Royal

          14       Alexandra Hospital on 20 December 2007?

          15   A.  Yes.

          16   Q.  I think this probably was the youngest of the patients

          17       you looked at; is that correct?

          18   A.  Yes, I think she was.

          19   Q.  She was probably in her, what, late 50s?

          20   A.  59/60.

          21   Q.  She was admitted I think to the Royal Alexandra Hospital

          22       with acute pancreatitis; is that correct?

          23   A.  Acute pancreatitis.

          24   Q.  So she was extremely unwell?

          25   A.  Very unwell indeed, yes.
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           1   Q.  When she was there, she was treated with antibiotics?

           2   A.  Yes, which is appropriate treatment for acute

           3       pancreatitis.

           4   Q.  She improved and was transferred to the Vale of Leven on

           5       14 January 2008; is that correct?

           6   A.  Yes.

           7   Q.  We will look in a moment at what happened in relation to

           8       her antibiotics, but generally speaking, was she given

           9       antibiotics when she was in the Vale of Leven?

          10   A.  Yes, she did have a course of antibiotics for urinary

          11       tract infection, or suspected urinary tract infection.

          12   Q.  We will look at that in a moment, but did she also test

          13       positive for C. diff in the Vale of Leven?

          14   A.  She did.

          15   Q.  If we look at the microbiology report, which is

          16       GGC26860018, I think this is different from our previous

          17       examples, but can we see that the sample was collected

          18       on 29 January, received on the 30th, if we look across

          19       to the right, and it covers C. diff, which is the last

          20       entry on the page, and that is a positive result?

          21   A.  Yes.

          22   Q.  So it would appear that, after she had been in the

          23       Vale of Leven for just over two weeks, she was positive

          24       for C. diff?

          25   A.  Yes.
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           1   Q.  Again, did she improve and was she discharged on

           2       7 March?

           3   A.  Yes, she made a successful recovery.

           4   Q.  Let's look, then, at page 7 of your report, where you

           5       look generally at the antibiotics that Mrs Hitchinson

           6       was prescribed.  In relation to the Royal Alexandra

           7       Hospital, you point out that she was given

           8       broad-spectrum antibiotics which were entirely

           9       appropriate for her condition?

          10   A.  Yes.

          11   Q.  That was the cefuroxime and what else?

          12   A.  She was given cefuroxime and metronidazole initially for

          13       two days, and then I think it was changed to another

          14       drug, imipenem, presumably because they didn't feel she

          15       was responding to the original antibiotics.

          16   Q.  Did she also receive at least one dose of trimethoprim?

          17   A.  It wasn't clear what was going on with this, but she was

          18       prescribed trimethoprim, given one dose and then it was

          19       crossed off the drug chart before she completed her

          20       course.  So it looks as though somebody thought she

          21       might have a urinary tract infection, started her on

          22       treatment and then crossed it off.  I didn't go into

          23       that in any great detail, because obviously it fell

          24       outside -- falls outside the terms of the Inquiry.

          25   Q.  Indeed.  If we then look to what happened in the
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           1       Vale of Leven, I think, as we noted, she was transferred

           2       to the Vale of Leven on 14 January.  Have you set out in

           3       your report that, on 17 January, she was prescribed

           4       ciprofloxacin?

           5   A.  Yes.

           6   Q.  What was the basis of that?

           7   A.  It is not entirely clear from the medical notes

           8       because -- it is clear a urine sample was sent on

           9       16 January, and this grew a significant culture of

          10       the bacteria Proteus which was resistant to trimethoprim

          11       and nitrofurantoin but sensitive to other antibiotics,

          12       but there is no documentation that she had urinary

          13       symptoms or was unwell in the medical or nursing notes.

          14       It is just that the prescription sort of popped up in

          15       the Kardex.  But I presume it was for a urinary tract

          16       infection on the basis of this urine culture.

          17   Q.  Was she catheterised at this point?

          18   A.  She was catheterised, I think.  I think the catheter was

          19       put in at RAH.

          20   Q.  Do you consider that she should have been prescribed

          21       with the ciprofloxacin?

          22   A.  I think, firstly, there isn't any justification in the

          23       notes available to me that she should have been

          24       prescribed any antibiotic at all.  If she had had

          25       symptoms or signs of infection that weren't documented
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           1       in the notes, then a more appropriate antibiotic would

           2       have been amoxicillin or cephalexin.

           3   Q.  In relation to the management of the catheter itself,

           4       I think you tell us that you thought that --

           5   A.  There was no catheter change done.  Again, if she was

           6       being treated for a catheter-associated infection, local

           7       guidance at the time would suggest a catheter change

           8       should be considered.

           9   Q.  In relation to the duration of the treatment of

          10       the ciprofloxacin, I think you say it was excessive?

          11   A.  Yes.  I mean, for a straightforward infection, five

          12       days' treatment is appropriate.  I think, on reflection,

          13       if there was a genuine catheter-associated infection

          14       that she was unwell with, seven days might not have been

          15       considered excessive, but there wasn't any evidence of

          16       that.

          17   Q.  On page 8, you are looking at the position in relation

          18       to PPIs, and she was prescribed a PPI, I think, when she

          19       was in the Royal Alexandra Hospital; is that right?

          20   A.  Yes.

          21   Q.  That was continued in the Vale of Leven?

          22   A.  I think the decision to prescribe a PPI was an

          23       appropriate one, bearing in mind she had acute

          24       pancreatitis and would have been at risk of stress

          25       ulceration and gastrointestinal bleeding.  Once the

                                           142

           1       episode of pancreatitis is resolved, my practice would

           2       have been to have stopped it, although there may be

           3       a significant body of opinion that would have kept it on

           4       for a few months.

           5   Q.  That is a similar point you have made in relation to

           6       other cases.

           7   A.  Yes.

           8   Q.  If we look at the review of medical management on

           9       page 8, you are somewhat critical of the medical notes

          10       themselves in relation to the nature of the entries.  It

          11       is the second paragraph.

          12   A.  Yes, I think -- I guess the really crucial point is

          13       that, if you make a significant decision, medical

          14       management decision, such as initiating antibiotic

          15       treatment, that should be documented in the notes with

          16       the reason and the duration and the purpose of what you

          17       are doing.

          18   Q.  If we move to page 9 of the report, you are looking here

          19       in the second paragraph at the treatment for

          20       C. difficile.  I think you say that the treatment

          21       appears to have been started promptly after the positive

          22       stool sample result had been confirmed?

          23   A.  So antibiotic treatment was started promptly when the

          24       result was telephoned back to the ward.

          25   Q.  Was there any basis in this case for starting the
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           1       metronidazole before the lab had confirmed the

           2       diagnosis?

           3   A.  There wasn't any documentation in the medical notes of

           4       her being unwell before this, so it is not clear to

           5       me -- I think it was reasonable to wait for the results

           6       unless there was evidence that she had a severe

           7       infection.

           8   Q.  You say in the next paragraph on page 9 that it is

           9       a concern that there is no documentation at all of

          10       medical review at the time she developed diarrhoea or

          11       the time of starting treatment for C. diff.  Is this

          12       a point similar to the point you made in other cases?

          13   A.  Yes.

          14   Q.  Is there a trend here?

          15   A.  I believe so.  I think that there was a -- there doesn't

          16       seem to be any evidence that medical staff were either

          17       informed or chose to review patients with a new onset of

          18       diarrhoea, and that often the response to a positive

          19       result being telephoned back to the ward was somebody

          20       would write something on the drug charts with no

          21       evidence of actually reviewing the patient.  I mean,

          22       they may have reviewed the patient, but there is no

          23       documentation of it.

          24   Q.  But you say this, in fact, was a relatively mild case of

          25       C. diff?
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           1   A.  Well, it is difficult to say that it was a relatively

           2       mild case because there was no medical review at the

           3       time she was unwell, there were no blood tests done and

           4       there were no observation charts I think available for

           5       much of that period.  But she seemed to get better very

           6       quickly is all I can say.

           7   Q.  On page 10, just on that point, in relation to

           8       observation charts, what you say is that there were no

           9       observations of temperature, pulse and blood pressure,

          10       between 13 January and 14 February, and that is over

          11       a period that she is ill with C. diff?

          12   A.  The only possibility would be, bearing in mind the

          13       observation charts cover a two-week period, that there

          14       was a missing sheet that we didn't have, but on the

          15       basis of the notes that I had with me and requested,

          16       that would be a concern.

          17   Q.  Would this be a nursing matter?

          18   A.  Yes.

          19   Q.  I think you say there were no stool charts or fluid

          20       balance charts in the record?

          21   A.  There were no stool charts, so it would be difficult to

          22       assess the response to treatment, and there were no

          23       fluid balance charts in the records available to me.

          24   Q.  In relation to, particularly, the period when this

          25       patient was suffering from C. diff, would it have been
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           1       appropriate to have charted her fluid management?

           2   A.  Yes.

           3   Q.  In the next paragraph, you indicate that Mrs Hitchinson

           4       was not isolated until 31 January, two days after the

           5       first documentation of diarrhoea.  Again, is this a case

           6       where the isolation doesn't really happen until the

           7       diagnosis has been confirmed?

           8   A.  Yes.

           9   Q.  What about, then, the acquisition of the C. diff

          10       infection?  If we remind ourselves, she was transferred

          11       to the Vale on 14 January and had loose stools certainly

          12       as at 29 January and, in that period, she'd had

          13       ciprofloxacin in the Vale but other antibiotics in the

          14       Royal Alexandra Hospital.

          15   A.  The infection could have been acquired either in the

          16       Royal Alexandra or the Vale of Leven Hospital, and

          17       obviously both the treatment that she had in the -- in

          18       either hospital would have predisposed her to the

          19       infection.

          20   Q.  In relation to the ingestion of spores, if there was

          21       C. diff in the Vale of Leven, that could have happened

          22       in the Vale of Leven?

          23   A.  It could have happened in the Vale of Leven.  You know,

          24       it can take -- a fortnight is not -- it could have just

          25       about happened in the Royal Alexandra, but, you know, so
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           1       it would be plausible for either, but certainly she was

           2       treated with ciprofloxacin shortly after she arrived at

           3       the Vale of Leven, which I think would have made her

           4       vulnerable to C. difficile shortly after that.

           5   Q.  The final paragraph on page 10, where you say that,

           6       despite her obesity, Mrs Hitchinson was malnourished

           7       prior to contracting C. diff and, indeed, that blood

           8       tests did show that she was dehydrated; is that correct?

           9   A.  Yes.  So that is page 10, isn't it?

          10   Q.  Yes.  It is the final paragraph on page 10.

          11   A.  The nature of acute pancreatitis is such that there is

          12       a lot of breakdown of tissue and protein, and also

          13       inability to digest food properly.  So although clearly

          14       she was a lady who was described in the notes as

          15       clinically obese, she will have lost a lot of muscle

          16       bulk and she would have been vulnerable to infection

          17       because of malnutrition following her infection.

          18   Q.  You then have to take steps to have proper nutrition and

          19       fluid in place?

          20   A.  She hadn't tolerated nasogastric feeding, which they

          21       tried at the Royal Alexandra.

          22   Q.  In your conclusion for this particular patient, the

          23       second paragraph, you say:

          24           "Although some aspects of medical and nursing care

          25       appear satisfactory, there are major deficiencies."
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           1           The first point you make is:

           2           "Significant changes in medical management took

           3       place without any documentation in the doctors'

           4       notes ..."

           5           Is this the point you made earlier about the

           6       initiation of antibiotics?

           7   A.  Yes.  I think it is important to document these things

           8       so that out of hours, and at weekends and on public

           9       holidays, the oncall doctor can understand what is going

          10       on, and also so that, you know, if bank or agency

          11       nursing staff are on duty who may not know the details

          12       and can't rely on it all being in your head -- and

          13       certainly, it wasn't clear to me, coming from outside,

          14       the justification for starting the ciprofloxacin in

          15       particular.

          16   Q.  The lack of monitoring of her condition by both medical

          17       and nursing staff, you have already mentioned the

          18       nursing observations.  What about the point you make

          19       there about no evidence of assessment of hydration?

          20   A.  She didn't have any blood tests done, as far as I can

          21       tell from the notes, when she developed the Clostridium

          22       difficile.  So it would be very hard for them to have

          23       had a clear idea of whether this was a severe case or

          24       not.  My inference that it wasn't a severe case is based

          25       on the fact she recovered very rapidly and that on
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           1       Dr Khan's note of 4 February he states, you know, "One

           2       loose stool on Saturday" rather than "copious

           3       diarrhoea".  But it is difficult to know what -- I think

           4       they weren't -- they didn't put themselves in a position

           5       to have actually made an assessment of the severity of

           6       the illness.

           7   Q.  The observation you take from the nursing notes of there

           8       being dark urine and poor urine output, is that

           9       a sign -- are these signs of dehydration?

          10   A.  That would indicate dehydration, yes.

          11   Q.  Would that be another reason to put in place fluid

          12       balance management?

          13   A.  Yes.

          14   Q.  Thank you for that.  I think we can leave that case

          15       aside.  The next case I want to look at is that of

          16       Mary Millen.  Your report here, Dr Reid, is at

          17       EXP00950001.

          18           If we look at the first page, that we have on the

          19       screen at the moment, actually, we have Mrs Millen's

          20       date of birth as 14 January 1938.

          21   A.  Yes.

          22   Q.  She's admitted to the Vale of Leven on 18 December 2007

          23       and she's discharged on 22 February 2008.

          24   A.  Yes.

          25   Q.  If we look, then, at page 4 of the report, where you
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           1       look at her medical history, what was the reason behind

           2       her admission to the Vale of Leven on 18 December?

           3   A.  She was admitted because of a history of double vision

           4       and dizziness, which was subsequently diagnosed by

           5       Dr Akhtar as a cerebellar stroke.

           6   Q.  If you look at the last main paragraph on page 4, was

           7       she given trimethoprim or it was at least prescribed for

           8       her in connection with a suspected urinary tract

           9       infection?

          10   A.  It was prescribed, but then it was crossed off before

          11       any doses were administered.

          12   Q.  I think you mention, towards the bottom of the page,

          13       that she went to ward F for -- I think she was admitted

          14       to ward 3 and then she went to ward F for

          15       rehabilitation?

          16   A.  Yes, F is the stroke rehabilitation ward, I think.

          17   Q.  She was, I think, in fact, given antibiotics in the

          18       Vale of Leven; is that correct?  I think you touch upon

          19       this on page 5.

          20   A.  Yes.

          21   Q.  We will look at that in a moment.  Did she contract

          22       C. diff?

          23   A.  Yes, she did.

          24   Q.  If we look at the microbiology report for that -- it's

          25       GGC20980103 -- can we see that the specimen was
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           1       collected on 3 February, received by the lab on

           2       4 February and it is a positive result?

           3   A.  Yes.

           4   Q.  You may have mentioned this in your report, but I think

           5       the ward was aware, as at 4 February, that C. diff had

           6       been confirmed?

           7   A.  Yes.

           8   Q.  If we look at the review of antibiotics generally, you

           9       deal with this on page 6 of your report, the

          10       trimethoprim that we mentioned a moment ago that wasn't

          11       in fact given, do you think it should have been

          12       prescribed at all?

          13   A.  No.  But it appears that somebody or someone -- somebody

          14       reviewed it before it was given and made the appropriate

          15       decision to stop it.

          16   Q.  Do we assume that a junior doctor has decided to

          17       prescribe it and someone, perhaps a bit more

          18       experienced, has --

          19   A.  We can presume that, but there is not a lot of

          20       documentation either way.

          21   Q.  But then the ciprofloxacin that you mention in

          22       paragraph 2 was prescribed on 18 January.  Why was that

          23       prescribed?

          24   A.  Well, originally, it appears the nursing staff were

          25       concerned about the -- I mean, firstly, she'd been --
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           1       had a catheter passed on 4 January because of an episode

           2       of urinary retention, and the catheter was actually

           3       taken out on 16 January.  So she had to have some

           4       instrumentation of her bladder.

           5           The nurses obviously took a sample about the time

           6       the catheter came out and asked Dr Moroni, the

           7       foundation 1 doctor, to review the culture.  He or she

           8       noticed that it grew coliform sensitive to a number of

           9       different antibiotics, but also documented that she had

          10       no urinary symptoms and was apyrexial and made what

          11       seems to be a quite appropriate decision not to start

          12       treatment.

          13   Q.  In relation to the ciprofloxacin --

          14   A.  The following day, Dr Moroni notes "Nurses refer

          15       Mrs Millen urine orrible (sic) smelling and increased

          16       frequency".  There is a documentation of some urinary

          17       symptoms, the increased frequency, although bearing in

          18       mind she'd only had a catheter taken out a few days

          19       before, and I think -- what it looks like is the nursing

          20       staff feel that she needs some treatment.  They're

          21       putting pressure on this doctor to start it.  That

          22       perhaps is interpreting more into what is written in the

          23       notes.

          24   Q.  I suppose the important question is whether, having

          25       regard to the clinical information disclosed in the
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           1       notes, ciprofloxacin was an appropriate -- an antibiotic

           2       such as ciprofloxacin was appropriate?

           3   A.  The urine -- the culture was resistant to trimethoprim,

           4       which was the first-line treatment.

           5   Q.  Yes.

           6   A.  Nitrofurantoin is the alternative first-line treatment,

           7       and that would have been a better choice, or

           8       co-amoxiclav was.  I'm not -- I mean, I have speculated

           9       that, because Mrs Millen was having a lot of nausea and

          10       vomiting, they may have chosen not to give

          11       nitrofurantoin, because it sometimes makes people rather

          12       nauseous, but that is speculation on my part.

          13           So it is not the best choice, but I guess it could

          14       be clinically justified, if there were symptoms to

          15       justify it, and I think if the patient has increased

          16       urinary frequency, if -- that is nearly enough to

          17       justify starting antibiotics.

          18   Q.  You are a bit hesitant, but --

          19   A.  I don't believe I would have started antibiotics on the

          20       basis of what was described there on a lady who has

          21       recently had a urinary catheter removed.

          22   Q.  But if you were to start any antibiotic, would

          23       ciprofloxacin have been the first choice?

          24   A.  No, I would have chosen co-amoxiclav or possibly

          25       nitrofurantoin.
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           1   Q.  I think what you say is ciprofloxacin -- the decision to

           2       prescribe ciprofloxacin, was unfortunate because the

           3       antibiotic is strongly associated with the 027 ribotype

           4       of C. difficile.

           5           Just looking to that, do you associate the

           6       prescription of the ciprofloxacin with Mrs Millen's

           7       development of C. difficile?

           8   A.  Yes.

           9   Q.  Looking at the medical management and your review of

          10       that on page 8, and we can perhaps move on to page 9,

          11       where you are focusing on the time, I think, when

          12       Mrs Millen is suffering from C. diff, you say that there

          13       is no documentation of any medical review from

          14       30 January to 5 February.  If you just look at the

          15       records for that, GGC20980018, there is an entry here

          16       for 29 January, it looks like Dr Khan's handwriting.

          17   A.  Yes.

          18   Q.  This is before the C. diff has been diagnosed?

          19   A.  Yes, this is before the diarrhoea started, although it

          20       is likely to actually reflect the start of the C. diff

          21       infection, because she was unwell, she had a high

          22       temperature, a very high white cell count, and no other

          23       obvious focus of infection.  Clearly, Dr Khan discussed

          24       this -- took advice from the microbiology department,

          25       who advised:
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           1           "Rule out another source of infection.  Take

           2       a further urine sample."

           3           And also considering a brain infection, doing a CT

           4       scan and possibly a lumbar puncture.

           5   Q.  We know that, on 3 February, a stool sample was taken

           6       which tested positive and the ward was aware on

           7       4 February.  If we look at the records that we have in

           8       front of us, we see on the 29th there is a reference to

           9       a CT brain scan; is that right?

          10   A.  Yes.

          11   Q.  Then there is a dietician review on 1 February.  Then,

          12       if we move on to the next page, page 19, do we see the

          13       next entry appears to be for what looks like 5 February?

          14   A.  It is difficult to identify exactly when that is,

          15       because the copying has cut off a bit of it, but I think

          16       it is 5 February.

          17   Q.  We see it is a ward round by Dr Akhtar?

          18   A.  Yes.

          19   Q.  He's written, "C. diff positive"?

          20   A.  Yes.

          21   Q.  Is it those notes that cause you to say in your report

          22       that there was no documentation of any medical review

          23       from 30 January until 5 February?

          24   A.  Yes.

          25   Q.  Should there have been some medical review in the
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           1       circumstances, particularly in a patient who has been

           2       diagnosed positive for C. diff?

           3   A.  Yes, and particularly bearing in mind that, on the 29th,

           4       when she was seen by Dr Khan in the one we have just

           5       seen, she was clearly unwell, so I think there should

           6       have been an assessment of whether she had a severe form

           7       of Clostridium difficile diarrhoea and whether they

           8       needed to do any further actions or involve surgical

           9       review or things like that, for example.

          10   Q.  If we look at the page we have on the screen, page 19,

          11       do we see that it would appear that the next medical

          12       entry is a week later and, again, it is Dr Akhtar,

          13       I think on a ward round?

          14   A.  Yes.  I think on the rehabilitation ward it appears that

          15       there was a weekly multidisciplinary team meeting, and

          16       that coincided with the ward round.  On one occasion,

          17       I think on another set of notes, there is perhaps

          18       evidence that the ward round wasn't always documented,

          19       because there's -- but certainly the MDT meeting would

          20       be, and the only documentation is "C. diff positive".

          21       There is no documentation of an examination, or anything

          22       like that.

          23   Q.  But should there have been some medical input or review

          24       between --

          25   A.  There should have been an assessment of the severity of
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           1       her Clostridium difficile, which would have required

           2       reviewing the blood charts, a physical examination and

           3       consideration of doing further investigations, such as

           4       blood tests or an X-ray.

           5   Q.  You say that should have happened before 5 February?

           6   A.  That should have happened before the 5th.

           7   Q.  What about between the 5th and the 12th, where we have

           8       no review, according to what's on the page?

           9   A.  That might be appropriate on a rehabilitation unit, in

          10       a patient who is otherwise medically stable.  It is not

          11       clear to me whether, by the 5th, she was already quite

          12       a bit better.  We don't have the documentation to

          13       really -- either in the medical notes to really justify

          14       that.

          15   Q.  So does it depend, really, then, on how well or unwell

          16       she may be as to whether or not there should have been

          17       further medical review?

          18   A.  And we don't know about that because there is no

          19       documentation of it.  She certainly was pretty unwell on

          20       the 29th.

          21   Q.  The potential delay of up to ten days in starting

          22       therapy, is that in relation to starting metronidazole?

          23   A.  Yes.  Well, that is on the basis that the first

          24       documented loose stool in the nursing notes was on

          25       30 January.
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           1   Q.  I see.

           2   A.  There is an entry in the nursing notes to say a stool

           3       sample was taken, but as far as we can tell, there is no

           4       evidence that the stool sample was received by the

           5       laboratory or analysed.  The first stool sample that was

           6       actually positive was the one from 3 February.

           7   Q.  The ward were aware of that on the 4th.  Was the

           8       metronidazole started then?

           9   A.  The metronidazole was started promptly on the 4th.

          10   Q.  I think you point out in the next paragraph that

          11       Mrs Millen was not isolated until the C. diff toxin test

          12       had been received?

          13   A.  Yes.

          14   Q.  Then you say, after that, there was no doubt that

          15       Mrs Millen acquired the C. diff infection at the

          16       Vale of Leven following treatment of a urinary tract

          17       infection with ciprofloxacin.  Is that your conclusion?

          18   A.  Yes.  I think "no doubt" is probably stronger than I can

          19       really justify, but I think it is very likely.

          20   Q.  Finally, then, if we look at your conclusion on page 10

          21       of the report, again, you can correct me if I am wrong,

          22       but I think you have effectively repeated there the

          23       points you have just been making under reference to

          24       medical review?

          25   A.  Yes.
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           1   Q.  Thank you.  The next patient I want to look at is

           2       Elizabeth Valentine.

           3   MR PEOPLES:  My Lord, Mrs Carol Moore has an interest in

           4       this case.  I think she may be coming tomorrow.  I'm not

           5       entirely certain, but that is my understanding.  I think

           6       it was hoped that this case could be dealt with tomorrow

           7       morning.

           8   MR MACAULAY:  I should have noted that, and I will leave

           9       that until tomorrow morning.

          10           Can I then move on to Martha McGregor as the next

          11       case?  Your report is at EXP00940001.  Can we see on the

          12       front page here that we have on the screen that

          13       Mrs McGregor's date of birth is 21 March 1928, that she

          14       was admitted to the Vale of Leven on 20 January 2008 and

          15       she was discharged on 13 March 2008?

          16   A.  Yes.

          17   Q.  If we then turn to page 4 of the report, under reference

          18       to the medical history, can you tell us why she was

          19       admitted to the Vale of Leven on 20 January?

          20   A.  She presented again in a rather non-specific way, with

          21       a history of falls, diarrhoea, fever and reduced

          22       responsiveness.  She lived in a nursing home.  The only

          23       other significant thing was that she had a lot of pain

          24       in her right leg.

          25           It is clear that she wasn't the easiest patient to
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           1       take a story from, because she was very deaf and quite

           2       muddled, and she had features suggestive of an

           3       infection, but it wasn't terribly clear what sort of

           4       infection or where.

           5   Q.  We'll look at the detail in a moment, but was she

           6       prescribed with antibiotics during the admission?

           7   A.  Yes.

           8   Q.  If we can focus on C. diff, I think you touch upon that

           9       on page 6 of the report, did she test positive for

          10       C. diff?

          11   A.  Yes.

          12   Q.  Was that in relation to a sample collected on

          13       25 February?  Is that correct?  Perhaps I will just put

          14       the report on the screen.  Look at GGC26920001.  We are

          15       looking at a report where we can see the specimen was

          16       collected on 25 February.  We have it on the screen.

          17       Received by the lab on 25 February, and that is

          18       a positive result.

          19   A.  Yes.

          20   Q.  Is that the specimen you had in mind at this point?

          21   A.  Yes.  There was a negative specimen prior to that, which

          22       is why I was getting muddled.

          23   Q.  You are right.  There was a negative specimen on

          24       19 February, but this lady plainly had loose stools.

          25       There was a negative result on 19 February, but, by the
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           1       25th, it is positive.

           2   A.  Positive, yes.

           3   Q.  If we look then at the review of the antibiotic

           4       treatment, you start that on the bottom of page 6.  The

           5       first point you make, I think, is that she was

           6       prescribed with trimethoprim on the basis of

           7       a presumptive diagnosis for a urinary tract infection.

           8   A.  Yes.

           9   Q.  Do you have any comments to make on that?

          10   A.  Well, she had presented in a non-specific way with

          11       symptoms and signs of infection, so it wasn't a -- it

          12       wasn't -- it was a reasonable choice to make, and, in

          13       fact, subsequently, a urine culture did actually confirm

          14       that she had infection in the urine, although it

          15       happened to be resistant to trimethoprim.

          16   Q.  That would be the first-line treatment under the

          17       guidance for a urinary tract infection?

          18   A.  Trimethoprim is first-line treatment.

          19   Q.  Then, if you look at page 7 of the report, was the

          20       therapy at least briefly changed to co-amoxiclav?

          21   A.  Yes.  It was written up as co-amoxiclav, but it appears

          22       that she only received one dose.  The second dose was

          23       coded as number 4 on the chart, which means drug not on

          24       ward, according to the key on the drug charts.

          25   Q.  Why was the change made from --
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           1   A.  It was changed because the urine culture results

           2       available to the ward on 22 January showed that there

           3       was a coliform bacteria grown in the urine, but it was

           4       resistant to trimethoprim, so it was reasonable to

           5       change the antibiotic to an antibiotic that the cultured

           6       organism was sensitive to.

           7   Q.  What, then, do you make of this point that she only got

           8       the one dose because the drug was not available?

           9   A.  Well, obviously, it happens from time to time that ward

          10       stocks run out and need to be replenished, but I think,

          11       if somebody is in hospital for an infection, there are

          12       a number of drugs that it is important that doses are

          13       not missed.  That includes, among other things, most

          14       antibiotics, certainly for an infection severe enough to

          15       require hospitalisation.

          16   Q.  Would you have expected that they would have obtained

          17       a supply of this drug?

          18   A.  Yes.  It may take some hours to get a supply, but it

          19       should have been something that would have happened

          20       fairly quickly.  I'm not aware whether there is an

          21       onsite pharmacy for the Vale of Leven Hospital, but

          22       I would expect that it should be a matter of somebody

          23       getting it from down the corridor, rather than it being

          24       shipped across from somewhere else.

          25   Q.  So if the pharmacy is there onsite, then it shouldn't --
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           1   A.  It should be an hour or so, at the most.

           2   Q.  You then go on to talk about a review by Dr Khan.

           3   A.  I think this is Dr Chan, actually.

           4   Q.  You're right, it is.  You say that Dr Chan may not have

           5       realised that she'd only had the one dose of

           6       the co-amoxiclav?

           7   A.  Yes.  I think clearly Dr Chan came and saw her, because

           8       she was unwell and, reasonably enough, queried whether

           9       there was some other source of infection, other than

          10       a urinary tract infection, but, actually, she hadn't

          11       really received any treatment for the urinary tract

          12       infection, she'd only had one dose of co-amoxiclav,

          13       which is not really enough to have an impact by that

          14       stage.

          15   Q.  But I think what you tell us is that Dr Chan decided to

          16       prescribe ceftriaxone and metronidazole intravenously.

          17   A.  Yes.

          18   Q.  What do you make of this?

          19   A.  This would have covered the urine infection, but I think

          20       was chosen to cover intraabdominal sepsis, so some kind

          21       of infection within the abdomen, such as diverticulitis

          22       or an abscess or gall bladder infection.  That was one

          23       of the choices for intraabdominal sepsis on the guidance

          24       at that stage.  I think that was before the new guidance

          25       came in.
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           1   Q.  I think what you say is the combination of co-amoxiclav

           2       and metronidazole might have been the more logical, but

           3       that, nevertheless, the antibiotics prescribed were

           4       a reasonable choice?

           5   A.  Yes.

           6   Q.  Is this all on the premise that Dr Chan is proceeding on

           7       the basis that this patient may have received more than

           8       the one dose of the co-amoxiclav?

           9   A.  It doesn't -- well, it doesn't make sense to me to

          10       change from co-amoxiclav after one dose, and

          11       particularly as co-amoxiclav and metronidazole would be

          12       a perfectly appropriate antibiotic choice for the sort

          13       of infections that Dr Chan suspected.

          14   MR KINROY:  My Lord, at this point, one sees that the answer

          15       to this might lie in the mouth of Dr Chan.  Might I ask

          16       if we are to hear from that doctor in this Inquiry as

          17       presently advised?

          18   MR MACAULAY:  I can't answer that at the moment, my Lord.

          19       If he is seen to be an important witness, then he may

          20       very well be called -- or she.  It is a she.

          21   MR KINROY:  Well, I am asking, my Lord, does this doctor

          22       seem to be an important witness as of today?

          23   MR MACAULAY:  That is something we will assess, my Lord, in

          24       due course.

          25   LORD MACLEAN:  What is the matter of assessment?
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           1   MR MACAULAY:  Whether or not Dr Chan is important and

           2       whether or not she should be called to give evidence.

           3   LORD MACLEAN:  Thus far, you haven't applied your mind to

           4       it?  Is that the answer?

           5   MR MACAULAY:  No.  I think this witness is entitled to look

           6       at the medical notes and take from the medical notes

           7       what he will.

           8   LORD MACLEAN:  Of course.  Of course that may be right.  It

           9       may be necessary to lead Dr Chan.

          10   MR MACAULAY:  If there are important gaps, then these

          11       important gaps will require to be filled.

          12   MR KINROY:  My Lord, one would have thought if it was being

          13       pursued with this witness now, Counsel to the Inquiry

          14       would have taken a decision that this is a matter of

          15       importance, or potential importance, and would know

          16       whether Dr Chan is to be a witness or not.

          17   LORD MACLEAN:  Yes, but does it matter?  If the evidence

          18       emerges which is completely neutral so far as Dr Chan is

          19       concerned, it wouldn't matter.  In any event, the

          20       doctors, as I understand it, are coming last, after the

          21       expert reports.

          22   MR KINROY:  It is more to do with the expenditure of time,

          23       my Lord.  If this doesn't matter, then why pursue it?

          24   LORD MACLEAN:  I see.  If that is your concern, let's wait

          25       and see.  We have probably taken up more time with this
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           1       than asking the questions.  Please proceed.

           2   MR MACAULAY:  If we go back to this paragraph involving

           3       Dr Chan, Dr Reid, you tell us that Dr Chan changed the

           4       antibiotics.

           5   A.  Yes.

           6   Q.  You say, I think, that the antibiotics prescribed were

           7       a reasonable choice?

           8   A.  Yes.  I'm not critical of the choice of antibiotics.

           9       The spectrum of antibacterial activity of ceftriaxone is

          10       similar to co-amoxiclav.

          11   Q.  I think the only point you are puzzling over is whether

          12       or not Dr Chan was aware that Mrs McGregor only had the

          13       one dose of the co-amoxiclav?

          14   A.  Yes, it is easy to glance at a drug chart and see

          15       something filled in two boxes and not spot that it is

          16       a number 4 rather than the nurse's signature.  So it

          17       wouldn't be a major shortcoming if she wasn't aware.

          18   Q.  You then make mention of a review by Dr Carmichael on

          19       24 January.  What approach does he take to the patient?

          20   A.  Clearly, Mrs McGregor is deteriorating.  Dr Carmichael

          21       noticed that she's drowsy, the oxygen levels are low,

          22       and advised adding in co-amoxiclav as well as the

          23       ceftriaxone.  I'm more critical of that.  What's written

          24       in the notes is this is to cover the coliform in the

          25       urine, the bacteria that's grown in the urine, but it's
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           1       difficult to understand the logic for this, because

           2       ceftriaxone and co-amoxiclav have a very similar

           3       antibacterial spectrum.  Although the urine sample

           4       wasn't tested for ceftriaxone, there is nothing on the

           5       sensitivities that there were from this to suggest that

           6       a single antibiotic wouldn't have been adequate.

           7   Q.  I think you tell us something in the next paragraph

           8       about the duration of the antibiotics and, moving on to

           9       page 8, you say:

          10           "The oral antibiotics were continued for nine days

          11       (co-amoxiclav), 12 days (ciprofloxacin) and 10 days

          12       (metronidazole), giving a total duration of antibiotic

          13       treatment of 19 days."

          14           You say that is excessive?

          15   A.  It seems excessive for blind antibiotic treatment.  In

          16       fairness to the medical team, they did make considerable

          17       efforts to try and identify was there another source of

          18       infection.  They arranged a CT scan, which led them

          19       along the possibility of a womb infection.  They got

          20       a gynaecologist to advise.  The gynaecologist said it

          21       wasn't very likely to be a womb infection.  So it is

          22       clear that they weren't sure what was going on, but they

          23       were making some considerable efforts to try and find

          24       out.

          25           My own view -- and this may be covered by the fact
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           1       that I work in a teaching hospital where we have got

           2       easy access to infectious diseases colleagues, but my

           3       own view is they should have actually obtained an

           4       opinion from microbiology or infectious diseases in

           5       terms of the choice of antibiotics investigations.

           6           Now, obviously, there are situations where sometimes

           7       one has to continue with antibiotic treatment for quite

           8       considerable periods, but I don't think they'd actually

           9       necessarily identified that they were in one of those

          10       situations.

          11           What I wouldn't -- I have no doubt that she did

          12       require broad-spectrum antibiotics and she did require

          13       them for a significant length of time, but 19 days on

          14       three different antibiotics seems difficult to justify

          15       on the basis of the clinical information available to

          16       me.

          17   Q.  What about the change from intravenous ceftriaxone to

          18       oral ciprofloxacin, which you mention towards the bottom

          19       of page 7?  Was that appropriate?

          20   A.  The guidance at the time would be that, when switching

          21       from an intravenous cephalosporin from ceftriaxone, oral

          22       ciprofloxacin was an appropriate choice.  Ciprofloxacin

          23       is very well absorbed by the oral route, whereas there

          24       isn't an oral equivalent of ceftriaxone.  What doesn't

          25       make sense to me is the fact that she was continued on
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           1       Augmentin as well, co-amoxiclav as well.

           2   LORD MACLEAN:  Is that the other name for it?

           3   A.  I beg your pardon, Augmentin is a trade name for

           4       co-amoxiclav, so I am trying to stick to "co-amoxiclav".

           5   LORD MACLEAN:  It is rather like Flagyl?

           6   A.  Yes, Flagyl is metronidazole.

           7   MR MACAULAY:  Going back to page 8, I think what you say is

           8       there was some suggestion that Dr Carmichael was going

           9       to speak to the microbiologist, but if that conversation

          10       took place, it hasn't been documented.

          11   A.  Indeed.

          12   Q.  But it would have been good practice to have that

          13       conversation?

          14   A.  It would have been good practice to have that, yes.

          15   Q.  The final paragraph on page 8, where you say that

          16       Mrs McGregor started to become unwell again, and I think

          17       this is when she actually tested positive for --

          18       eventually, at least, a few days later, tested positive

          19       for C. diff, what about the antibiotic treatment now

          20       that was chosen?  That's the co-amoxiclav and the

          21       clarithromycin?

          22   A.  I think I actually feel that the management was

          23       appropriate in that case.  She'd not had -- raised white

          24       cell count consistent with infection.  They considered

          25       both Clostridium difficile and a chest infection.
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           1       Although she had chest signs, they actually withheld

           2       treatment of the chest infection until they got

           3       a negative Clostridium difficile sample.  Co-amoxiclav

           4       and clarithromycin were appropriate for severe,

           5       hospital-acquired pneumonia, so I'm not in any way

           6       critical of the antibiotic choice or the approach to

           7       treatment in this case.

           8   Q.  As you say at the top of page 8, both antibiotics were

           9       stopped on 25 February, as soon as the positive C. diff

          10       toxin result was obtained.  You say that is consistent

          11       with best practice?

          12   A.  Yes.

          13   Q.  If you go back to page 6 of the report, you have

          14       a section dealing with the C. diff treatment.  She was,

          15       I think, started on metronidazole -- was that the

          16       treatment than was chosen for the C. diff?

          17   A.  So that was -- yes, that was -- yes.

          18   Q.  Was that appropriate?

          19   A.  That was appropriate, yes.

          20   Q.  If you look at page 9 of the report, where you have

          21       a section dealing with a review of medical management,

          22       I think you say that, overall, the frequency of medical

          23       review appeared appropriate, with more frequent medical

          24       review when she was more unwell?

          25   A.  Yes.
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           1   Q.  The second paragraph, just below halfway, I think you

           2       tell us that there was no significant delay in

           3       diagnosing C. difficile diarrhoea, which was considered

           4       immediately.  She deteriorated on 19 February; is that

           5       correct?

           6   A.  Yes.  I think that although treatment wasn't started

           7       until the 25th, there had been two negative samples.  So

           8       I think -- and there was a plausible alternative reason

           9       for her deterioration.  So I think it was not

          10       unreasonable to withhold treatment for the C. diff until

          11       the positive sample came back.

          12   Q.  On page 11, what conclusion did you come to from the

          13       records in relation to her isolation status?

          14   A.  Well, the conclusion I came to was that, initially, they

          15       considered isolation, but when the negative sample came

          16       back, she was nursed in a two-bedded room, and by

          17       that -- it's not clear to me whether she was nursed in

          18       a two-bedded room with another patient or on her own.

          19       If there was a two-bedded room that was used on her own,

          20       that would have been appropriate isolation.  If she was

          21       in a two-bedded room with another patient, that wouldn't

          22       have been.  It also indicates that they wanted to use

          23       the side room for somebody who had more symptoms,

          24       presumably worse diarrhoea.

          25           So it is difficult to be sure, but if she was being
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           1       nursed with another patient in a two-bedded ward, that

           2       wouldn't really be adequate isolation.

           3   Q.  The point you make there on page 11 at the end of that

           4       first paragraph, "Repeat stool samples were taken after

           5       initiation of treatment, which is not appropriate", do

           6       you mean by that, that once you have been diagnosed from

           7       a stool sample, you don't take another stool sample for

           8       a period of time?

           9   A.  Current practice is once you have been -- certainly our

          10       practice is that once you have got Clostridium difficile

          11       diarrhoea, if you have a further relapse of diarrhoea

          12       within four weeks, you know, rather than -- you treat

          13       for a relapse of the infection, look for other causes

          14       for diarrhoea and treat for a relapse of infection.

          15       Because I think a negative stool sample in that

          16       situation might be misleading because it might be

          17       a false negative.

          18           I don't think there is any value in sending further

          19       samples to check if the C. diff has gone away, because

          20       the key thing is not whether the stools are positive or

          21       not, it is whether the patient still has diarrhoea or

          22       not.

          23   Q.  Again, you make a point about the medical records, where

          24       there are sheets unlabelled, and some other points in

          25       relation to how they were completed?
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           1   A.  Yes.  Relatively minor points, I think, in this case.

           2   Q.  But what you do say is that C. difficile was acquired in

           3       the Vale of Leven due to receipt of multiple

           4       broad-spectrum antibiotics and exposure to the organism?

           5   A.  Yes.

           6   Q.  Dehydration you mention in the next paragraph.  Did she

           7       become dehydrated?

           8   A.  Yes.  I think the blood tests would indicate that she

           9       was getting dry and the fluid balance charts don't

          10       indicate a sufficient fluid intake for this period.  But

          11       once this was spotted and intravenous fluids were

          12       started, this was about 3 March, her condition did seem

          13       to improve, and that was reflected in blood tests.

          14   Q.  Then, moving on to page 12, you make some points about

          15       the DNAR order, but was it appropriate to have in place

          16       a DNAR order for this patient?

          17   A.  I believe it was.

          18   Q.  I think you make some points about the manner in which

          19       it may have been completed?

          20   A.  Yes, there were some minor -- well, there were some

          21       deviations from the policy in terms of the completion of

          22       the paperwork.

          23   Q.  If we look at your conclusion on page 13, the second

          24       paragraph, what you say is:

          25           "There are a number of deficiencies in her medical
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           1       care, the most significant of which was the lack of

           2       microbiological advice in antibiotic treatment of a lady

           3       with persistent unexplained sepsis."

           4           Does this relate back to whether or not

           5       Dr Carmichael did, in fact, speak to microbiology?

           6   A.  Yes.  It is quite -- I mean, if actually he had spoken

           7       to them and hadn't documented the conversation in the

           8       notes but the advice was "Carry on with what you are

           9       doing", then obviously that would draw the sting on that

          10       criticism.

          11   Q.  In relation to the other points you make, I think we

          12       have covered these in the course of looking at your

          13       report; is that correct?

          14   A.  Yes.

          15   MR MACAULAY:  Then I am finished with Mrs McGregor's case,

          16       and, my Lord, that might be an appropriate point to

          17       adjourn for today.

          18   LORD MACLEAN:  Tomorrow morning at 10 o'clock.

          19   (4.16 pm)

          20                 (The hearing was adjourned until

          21              Tuesday, 1 November 2011 at 10.00 am)
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