           1                                        Monday, 7 November 2011

           2   (10.00 am)

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

           4       Raymond Sheridan.

           5                   DR RAYMOND SHERIDAN (sworn)

           6                    Examination by MR MACAULAY

           7   MR MACAULAY:  Dr Sheridan, are you Raymond Sheridan?

           8   A.  I am.

           9   Q.  Can you perhaps tell the Inquiry what position you hold

          10       at present?

          11   A.  I am a consultant physician at the Royal Devon and

          12       Exeter Hospital.  As part of that job, I look after

          13       acutely ill medical patients.  I look after a specialist

          14       unit where we look after patients with

          15       Clostridium difficile infections and I work as

          16       a geriatrician, both in the community hospitals and in

          17       a large teaching hospital.

          18   Q.  Perhaps, then, if we can put your CV onto the screen,

          19       and that is at INQ02810001.  The page we have on the

          20       screen, do you set out there your academic

          21       qualifications?  So far as medicine is concerned,

          22       I think you have an MB ChB from the University of

          23       Bristol, graduating in 1993; is that correct?

          24   A.  Yes.

          25   Q.  As part of the degree, did you also obtain a Bachelor of
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           1       Science degree, intercalated degree?

           2   A.  In pharmacology, yes.

           3   Q.  If we move to page 2 of your CV, towards the top, you,

           4       I think, describe your present post that you say you

           5       have held since January 2006; is that correct?

           6   A.  Correct.

           7   Q.  Do you set out in that first section of this page

           8       broadly what your duties are in that particular post?

           9   A.  Yes.

          10   Q.  Before that, I think you had been a specialist registrar

          11       at Frenchay Hospital in Bristol; is that correct?

          12   A.  Correct.

          13   Q.  If we move on to page 3 of the CV, do you have, at

          14       present, any teaching responsibilities?

          15   A.  I spend about two and a half days a week teaching

          16       medical students at the Peninsula Medical School and

          17       teaching post-graduate students.

          18   Q.  Do you act as an examiner for university clinical exams?

          19   A.  I do.

          20   Q.  If we move on, I think you give us some details in

          21       connection with previous positions that you have held.

          22           On page 6, you provide some details in relation to

          23       oral presentations and poster presentations.  On page 7,

          24       if we look at that, number 7 on the list, is that

          25       a paper?  Was that a paper or was that a presentation

                                             2

           1       that you gave?

           2   A.  That was a poster and presentation.  It is not a formal

           3       paper.

           4   Q.  That was to do with what is described as quadruple

           5       therapy in Clostridium difficile infection; is that

           6       correct?

           7   A.  Yes.  We feel that, if you aggressively treat severe

           8       disease, you can improve outcomes, although it is very

           9       dependent on the patient's other comorbidity.

          10   Q.  The next item that you mentioned was dealing with

          11       antibiotic usage in Clostridium difficile infections; is

          12       that right?

          13   A.  Yes, this was a look back at lots of antibiotics over

          14       a long period of time, highlighting the antibiotics that

          15       are more prone to cause C. diff.

          16   MR KINROY:  My Lord, I wonder if we can ask what a poster

          17       presentation is, for that matter?

          18   LORD MACLEAN:  What is a poster presentation?

          19   A.  At a conference, there will be platform presentations,

          20       where people will stand up and talk, and there will

          21       be -- at a conference, there may be, for a national

          22       conference, 100 posters that people have done research

          23       and there will be a short summary of what they have

          24       done, and then people can wander around and talk to

          25       people doing the research to ask more questions on
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           1       a one-to-one basis.  But it is not as full as a written

           2       paper published in a journal.

           3   MR MACAULAY:  In connection with that, with publications,

           4       you give us a list of that also, I think, on page 7.  Is

           5       there any particular theme in what you have published?

           6   A.  The point in putting all of these here was to show that

           7       my role, as a general physician, covers a wide range of

           8       different things, so in terms of looking at the reports

           9       here of patients with multiple different problems, that

          10       I have a broad overview.

          11   Q.  On page 8, I think you indicated that, at least at the

          12       time of publication of the CV, you were engaged in

          13       ongoing research in relation to Clostridium difficile

          14       and disease severity markers.  Is that still ongoing?

          15   A.  That's at the writing-up stage at the moment, so it is

          16       not yet published and peer reviewed, but essentially, we

          17       have found that, of all the risk factors that highlight

          18       the risk of death after contracting

          19       Clostridium difficile, the albumin and the CRP are the

          20       two strongest markers.  So an albumin of less than 25

          21       and a CRP of over about 220 are very, very strongly

          22       predictive of mortality.

          23   LORD MACLEAN:  CRP, remind me?

          24   A.  There are two blood tests you can do that are routinely

          25       done for most patients when they are unwell.  The CRP is
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           1       the C-reactive protein.  It is a non-specific marker

           2       that there is infection or inflammation going on, and

           3       the number will be usually 0 to 5; if you are moderately

           4       ill, about 100; and, if you are very ill, over 200.

           5   LORD MACLEAN:  Thank you.

           6   MR MACAULAY:  In connection with the work that you have done

           7       for the Inquiry, have you looked at the records of

           8       11 individual patients?

           9   A.  I have.

          10   Q.  Have you prepared reports in relation to each of these

          11       patients?

          12   A.  Yes.

          13   Q.  Have you also prepared an overview report?

          14   A.  Yes.

          15   Q.  Is it the case that your primary focus, when you came to

          16       prepare your reports, was on the medical records of

          17       the patients?

          18   A.  That's right.

          19   Q.  You haven't looked at, for example, statements from

          20       patients or, indeed, anybody employed at the

          21       Vale of Leven Hospital?

          22   A.  No.

          23   Q.  Did you also have available to you materials, for

          24       example, in relation to prescribing policies, that might

          25       have been relevant to the practitioners in the
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           1       Vale of Leven Hospital?

           2   A.  I had access to a range of different formularies,

           3       although it wasn't always clear which formulary the

           4       hospital was following at the time.

           5   Q.  Did you have access to policies, particularly policies

           6       contained in the infection control manual?

           7   A.  I had some.

           8   Q.  Have you ever worked in the Vale of Leven Hospital?

           9   A.  No.

          10   Q.  But were you provided with a document, an instructive

          11       booklet, that gave you some insight into the size of

          12       the hospital and the nature of the services it provided?

          13   A.  I don't remember seeing a booklet, but I have, you know,

          14       looked on the -- you know, on the web, and I have

          15       a background to the size of the hospital and its role.

          16   Q.  If we look at GGC21720001, do you remember if you were

          17       provided with this document, which I think is a junior

          18       doctors' handbook, in fact, that provides a degree of

          19       introductory information in relation to the hospital?

          20   A.  I think I have had sight of that.

          21   Q.  According to this, there at least were approximately

          22       180 patient beds on site.

          23           The hospital that you work in at present, how would

          24       you compare it to the type of hospital that we see

          25       described in this document?
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           1   A.  I predominantly work in a teaching hospital, that is

           2       850 beds, so a much bigger hospital, but once a week

           3       I visit a community hospital that's a one --

           4       a two-warded cottage hospital, which would have similar

           5       patients to the Vale of Leven, but be predominantly

           6       GP-led, and I do input there.  So I have insight into

           7       the size of the hospital.  And when I worked in

           8       New Zealand, once a fortnight I went out to a community

           9       hospital of a similar size to Vale of Leven.

          10   Q.  If we turn to page 3 of this particular document, can we

          11       see that we are provided with the names of some of

          12       the consultants who may have been working at the

          13       Vale of Leven at the relevant time?

          14   A.  I have seen that.

          15   Q.  Some of these names, at least, did you come across in

          16       the records that you looked at?

          17   A.  I did.

          18   Q.  Now, in relation to what materials you were provided

          19       with in respect of prescribing policies, could you look

          20       at a number of documents for me, just to identify them.

          21       If you could look, in particular, first of all, at

          22       GGC18270001, was this one of the formularies that you

          23       were provided with?

          24   A.  Yes.

          25   Q.  If you could also look at GGC21790001, this we
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           1       understand is the Argyll and Clyde drug formulary 2006.

           2       Again, were you provided with this?

           3   A.  I don't recognise that page.

           4   Q.  If I take you to, let's say, page 146, does this look

           5       familiar to you?

           6   A.  Yes.

           7   Q.  I mean, this, in fact, is dealing with urinary tract

           8       infections.  We have looked at this already, but just

           9       under the heading "Urinary tract infections", there is

          10       a note, and if we just read that:

          11           "Amoxicillin resistance is common, therefore only

          12       use if culture confirms susceptibility.  In the elderly

          13       (greater than 65 years), do not treat asymptomatic

          14       bacteriuria; it occurs in 25 per cent of women and

          15       10 per cent of men and is not associated with increased

          16       morbidity."

          17           Can you elaborate on that particular advice that's

          18       given there?  Why do you not treat this particular --

          19   A.  I think that advice looks the sort of general advice

          20       you'd see in most hospitals' formularies.  Particularly,

          21       in the presence of a catheter -- if you don't have

          22       a catheter, a dipstick of the urine can often give you

          23       a hint that there is an infection, but it is very rarely

          24       an absolute answer, but it is a good guide, particularly

          25       in general practice.
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           1           When there is a catheter, the dipsticks are often

           2       positive whether the person has a catheter-related

           3       infection or not, so I think that advice is sensible.

           4   Q.  Perhaps you could also look at GGC21760001.  I think we

           5       understand this to be the North Glasgow Acute Hospital

           6       prescribing handbook of 2007/2008.  Did you have this?

           7   A.  I did.

           8   Q.  Perhaps the final one I want you to look at is at

           9       INQ01310001.  This document appears to be related

          10       directly to the Hospital.  Did you have this in front of

          11       you?

          12   A.  Yes.

          13   Q.  In the course of going through the records of the cases

          14       you looked at, did you see that there were patients in

          15       the corps that you looked at who it was thought suffered

          16       from urinary tract infections?

          17   A.  Yes.

          18   Q.  Similarly, were there patients who it was thought

          19       suffered from chest infections?

          20   A.  Yes.

          21   Q.  Did the formularies provide a guide to the practitioner

          22       as to how to approach that particular sort of problem?

          23   A.  They did.

          24   Q.  To what extent would you, as an experienced

          25       practitioner, have regard to your own local formulary,
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           1       if, for example, you are faced with a patient with

           2       a suspected urinary tract infection?

           3   A.  I think the biggest thing I would highlight is that, for

           4       a busy junior doctor, particularly on call, these

           5       formularies wouldn't be something that would be easily

           6       carried around and used and, increasingly, lots of

           7       hospitals would have a plastic credit card size that

           8       goes around your neck with your ID badge that would have

           9       90 per cent of the antibiotics that you'd need to use

          10       when and why, and it would be very clear.

          11           So these very detailed formularies are good policy

          12       guidelines, but they are not a particularly practical

          13       use for a doctor going ward to ward on call.

          14   Q.  Because of their size?

          15   A.  Mmm, yes.

          16   Q.  From a personal perspective, would you, yourself, carry

          17       such a card?

          18   A.  I do.

          19   Q.  If you had a patient with a urinary tract infection,

          20       would you, notwithstanding your experience, need to look

          21       at that or would you be able to say, "Well, this is

          22       clearly a case of a relatively minor infection and the

          23       appropriate antibiotic would be X"?

          24   A.  I think that's correct, but, often, what we would do on

          25       call is, as part of role modelling to the junior
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           1       doctors, to look up the pneumonia, the age, the CURB

           2       score and specifically reference the antibiotic as part

           3       of getting everybody into the habit of doing that.

           4   Q.  What about the British National Formulary?  Would you

           5       use that to guide you in prescribing antibiotics?

           6   A.  Multiple times a day we'd use the British National

           7       Formulary for all sorts of things in terms of guiding

           8       prescribing habits, including in infections.

           9   Q.  Just some general points.  How well known was it, in

          10       2007, that there was a connection between, in

          11       particular, broad-spectrum antibiotics and C. diff?

          12   A.  I think it was well recognised that, particularly the

          13       cephalosporin family, was incriminated, clindamycin was

          14       implicated, and increasing evidence of

          15       the ciprofloxacin/quinolone family.

          16   Q.  Would you say that was the position in 2007?

          17   A.  I think so, yes.

          18   Q.  Just some general points in relation, in particular, to

          19       the interaction that there might be between the doctor

          20       and the nursing staff.

          21           If you look at something like fluid balance charts,

          22       to what extent would you, as the doctor, have regard to

          23       the fluid balance charts of a particular patient?

          24   A.  When I do a ward round and look at patients, I would be

          25       looking at the observation charts, the fluid balance
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           1       chart and the drug chart for every patient every time,

           2       particularly if they were an unwell patient.

           3           I think, if you had a very well patient about to go

           4       home, you may not be looking at the food charts and

           5       fluid charts.

           6   Q.  Why would you be looking -- if you took a patient who

           7       had C. diff, why would you want to look at the fluid

           8       balance charts?

           9   A.  So, in any case of diarrhoea, particularly C. diff, you

          10       can lose a lot of fluid through the diarrhoea, and so

          11       knowing the overall fluid balance is an important part

          12       of getting the patient better, and the patients are

          13       prone to becoming dehydrated and going into renal

          14       failure.

          15   Q.  In the cases that you looked at for the Inquiry, did you

          16       also look at how the fluid balance charts were

          17       completed?

          18   A.  I did.

          19   Q.  Are you able to give an overview on that particular

          20       aspect of care?

          21   A.  There was a huge range of how they were completed.  Some

          22       were completed very well and in great detail and others

          23       were very sparsely calculated.

          24   Q.  If you, on your ward round, were to find a sparsely

          25       calculated fluid balance chart, would you do anything
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           1       about it?

           2   A.  I think the matron on our ward would be running that

           3       part of things and would be very open to having that

           4       sort of feedback and our wards are regularly assessed

           5       internally and externally on the quality of our

           6       documentation, so I would be amazed if a fluid chart

           7       wasn't at least well completed in a sick patient.

           8   Q.  Stool charts is, I think, another aspect of management

           9       I want to ask you about.

          10           Again, looking to the cases that you looked at, was

          11       there evidence of stool charts, at least in some of

          12       these cases?

          13   A.  For the majority of patients, there wasn't, or if there

          14       was a stool chart, it was not the sort of chart that

          15       would be easily filled in and easily interpreted.

          16   Q.  Are stool charts important, in particular, if you have

          17       a patient who has C. diff?

          18   A.  Yeah, a stool chart doesn't need to be a complicated

          19       thing.  It's a -- it just needs to be recording

          20       a number, which indicates the type of -- say from

          21       a scale of 1 to 7, what the poo looks like, essentially.

          22       So it is a very easy way of communicating.  Then you can

          23       easily see the frequency per day, and that is a good

          24       marker if the patient is getting better or worse.

          25   Q.  The other preliminary aspect of management I want to
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           1       look at with you, and that is the review, medical review

           2       in particular.

           3           Let's take the consultant, first of all.  How often

           4       would you expect to have consultant review of a patient

           5       who is ill, particularly suffering from C. difficile?

           6   A.  I think for a patient at the stage where they are ill,

           7       it should be a consultant or an experienced registrar

           8       daily reviewing the patient.

           9   Q.  Generally, then, if you take a patient who is being

          10       rehabilitated, and hopefully to go back out into the

          11       community, what then?

          12   A.  I think in most rehab wards that are consultant-led,

          13       there would be weekly ward rounds providing overview and

          14       then emergency cover if patients were ill, but,

          15       increasingly, wards are identifying patients who just

          16       are purely rehabilitative stage and their medical

          17       condition is stable and there may be no medical input

          18       for that group of patients in a rehabilitation unit.

          19   Q.  If you are postulating the consultant having a weekly

          20       review, would you expect the junior doctors to have

          21       a more regular input into the patient?

          22   A.  I would.  Again, it would depend on the case selection

          23       and how ill the patients were.  So if patients were

          24       fully over all their medical conditions and it was

          25       purely a mobility problem, say, after a fracture, then
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           1       there may be very limited medical input at that stage.

           2   Q.  Very well.  Can I then turn to look at the cases you

           3       looked at in detail?  The first of these I want to look

           4       at is that of Margaret Dalton, if we could look at that

           5       first of all.  Your report we have at EXP01420001.  Can

           6       we see on the front page of your report that you have

           7       set out Mrs Dalton's date of birth as being

           8       27 February 1993?

           9   A.  Yes.

          10   Q.  And date of death as 31 December 2007?

          11   A.  Yes.

          12   Q.  If we look at the death certificate -- that is at

          13       SPF00110001 -- can we see that Mrs Dalton was 74 when

          14       she died on 31 December 2007?

          15   A.  Yes.

          16   Q.  She died in the Vale of Leven Hospital, and we can see

          17       that the section dealing with cause of death does not

          18       include Clostridium difficile.

          19   A.  Correct.

          20   Q.  We will look at that later in your report, because

          21       I think this is something you look at; is that correct?

          22   A.  Correct.

          23   Q.  Can we just look, then, at the body of the report?  If

          24       we turn to page 4, I think you give us some insight into

          25       Mrs Dalton's medical history; is that correct?
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           1   A.  Correct.

           2   Q.  Can you tell us what the position was here?

           3   A.  So Mrs Dalton had a number of medical problems.  In

           4       particular, she was being investigated for a possible

           5       lymphoma, which is a cancer of the cells that help you

           6       fight infection.

           7   Q.  So far as the admission that we are concerned with,

           8       I think that was on 18 November 2007.  You touch upon

           9       that on page 5 of your report; is that right?

          10   A.  Correct.

          11   Q.  It is the section, section (ii), "History of this

          12       admission".  What you say is that Margaret Dalton was

          13       a 74-year-old lady who collapsed at home feeling weak

          14       and unable to mobilise with an episode of faecal

          15       incontinence?

          16   A.  Correct.

          17   Q.  Was that, then, the background to her admission at that

          18       time?

          19   A.  And probably the other main thing is she had rheumatoid

          20       arthritis and was on drugs that are very good at

          21       dampening down the inflammation in rheumatoid arthritis,

          22       but can also make you prone to infections.

          23   Q.  What was her position when she was assessed at the

          24       Vale of Leven?

          25   A.  So she was very unwell when she came into hospital and
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           1       had something called neutropenic sepsis, which is where

           2       your white counts that fight infection are very low.

           3       This is the sort of condition that you would be very

           4       unwell with, your heart rate would be fast.

           5   Q.  Did they, at an early stage, take a sample of loose

           6       stool and have it tested for C. diff?

           7   A.  Yes.

           8   Q.  But that was a negative result?

           9   A.  Yes.

          10   Q.  I think you tell us that.  You say it was received on

          11       19 November, reported on 21 November and C. diff was not

          12       detected; is that right?

          13   A.  Yes.

          14   Q.  How, then, did she progress in the Vale of Leven at this

          15       time?

          16   A.  So she was appropriately treated for -- medically, and

          17       started to improve; was able to be well enough to have

          18       a lymph node biopsy to try to investigate the lymphoma

          19       further, and became very unwell following that and

          20       needed a change in her treatment at that stage.

          21   Q.  Was she, at one point, in the high dependency unit?

          22   A.  She was, mainly, probably, to control her heart rate.

          23   Q.  If we turn to page 7 of your report, I think you

          24       indicate there that she was in receipt of antibiotics,

          25       and we will return to that and look at in a bit more
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           1       detail, but do you note towards the bottom of the page,

           2       on 3 December, she was transferred from HDU to ward 6

           3       under Dr Al-Shamma's care in general medicine?

           4   A.  Yes.

           5   Q.  If we turn to page 8, have you noted about halfway down

           6       that the microbiologists were involved in giving advice

           7       to the Vale of Leven in connection with antibiotics?

           8   A.  I do.  Antibiotics in this lady would have been

           9       difficult decisions at that stage.  Neutropenic sepsis

          10       and multiple antibiotics already.  So that was

          11       appropriate.

          12   Q.  Now, if we turn to page 9, then, of your report, have

          13       you noted that, on 14 December, Mrs Dalton, although she

          14       had a sore throat, she was well enough to go home for

          15       weekend leave?

          16   A.  Correct.

          17   Q.  So had there been a degree of improvement, then, up

          18       until this point?

          19   A.  Yes.

          20   Q.  Now, on returning from weekend leave, was there

          21       a change?

          22   A.  When she came back, she was unwell, had a temperature

          23       and diarrhoea, and that was recognised by the staff.

          24   Q.  Was it at this point that a further sample was taken,

          25       and that tested positive for C. diff?
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           1   A.  Yes.

           2   Q.  If we look at the microbiology report -- that is at

           3       GGC00140132 -- can we see, then, that the sample was

           4       collected on 17 December, received by the lab on

           5       18 December and that this is a positive result?

           6   A.  Yes.

           7   Q.  Now, then, how did she -- well, first of all, can I ask

           8       you, in relation to the treatment for C. diff, was she

           9       at this time, once the result was known, or at some

          10       point, started on metronidazole?

          11   A.  Yes.

          12   Q.  Was that before the result was actually known, or can

          13       you tell us?

          14   A.  Can we pull up the page where her antibiotic dates of

          15       treatment were?

          16   Q.  Yes, page 14.  You have got metronidazole towards the

          17       bottom of that page.  Is the prescription from the 17th

          18       the one that was relevant to C. diff?

          19   A.  From the metronidazole -- it looks like it was started

          20       in expectation that it would be Clostridium difficile,

          21       on the 17th.

          22   MR KINROY:  My Lord, we may want to correct the transcript.

          23       I dare say it is about to be corrected, but at page 19,

          24       line 5, the sample was collected on 17 December, and

          25       I take it -- I don't recall -- that it was tested on the
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           1       18th, but we have the 8th.

           2   LORD MACLEAN:  That will be corrected.

           3   MR MACAULAY:  Can we then look at that section of your

           4       report where you look at the C. difficile diagnosis and

           5       treatment, and that is on page 16 of the report.

           6           We have already touched upon the negative result.

           7       The third paragraph, you look at the first positive

           8       C. diff result, where you say it may have been treated

           9       empirically pending a result.  That is the point I think

          10       you have been making, that she may have been prescribed

          11       the metronidazole pending the confirmation of

          12       the diagnosis?

          13   A.  Yes.

          14   Q.  Insofar as the treatment for C. diff was concerned, what

          15       conclusions do you arrive at in your report?

          16   A.  I think, by the guidelines at the time, the

          17       Clostridium difficile was treated appropriately.

          18   Q.  They started metronidazole.  Did they move on to

          19       vancomycin?  If you turn to page 17, I think you make

          20       some comments on that.

          21   A.  When Clostridium difficile isn't responding to

          22       metronidazole, a move on to vancomycin is appropriate,

          23       and that is what happened, but it wasn't completely

          24       clear from the notes where that decision was made and on

          25       the basis of what information.
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           1   Q.  What you say towards the top of page 17 is:

           2           "The rationale for needing to switch to vancomycin

           3       on 28 December is not made clear from medical or nursing

           4       notes, and if the stool chart is correct, it indicates

           5       only 1 small loose motion per day at that point.  It

           6       probably isn't correct, though, as the nursing notes on

           7       29 December record 'bowels open x4 small amounts mucous

           8       only' ..."

           9           Then some further information.  So would it appear

          10       that, standing what was in the nursing notes, there may

          11       have been a basis for switching to vancomycin?

          12   A.  Yes.

          13   Q.  What, then, is your summary as to how Mrs Dalton was

          14       managed for her C. diff?

          15   A.  Generally, I thought the management was all appropriate

          16       in this case: it was promptly recognised, it was

          17       promptly treated whilst people were waiting for a result

          18       to come back on a high clinical index of suspicion.

          19   Q.  Then, if we turn to page 19 of your report, you are here

          20       dealing with a section headed "Review of antibiotic

          21       history for conditions other than C. difficile".  Can

          22       you then just take us through this and tell us what,

          23       then, antibiotics Mrs Dalton was given for her other

          24       medical problems?

          25   A.  She received lots of different antibiotics at different
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           1       stages, and I think the key bit here is that a patient

           2       with a lymphoma can have a temperature as part of their

           3       lymphoma and it may not be an infection, but, equally,

           4       when they have a lymphoma, they may not show the normal

           5       signs of infection, but actually have a very active

           6       infection in the body and, instead of the white cells

           7       necessarily going up and being high as an indicator of

           8       infection, they may even go low.  So it can be often

           9       very difficult to find where an infection is.  It can

          10       often hide.

          11           So I think the move through lots of different

          12       antibiotics in this case looked like it was a considered

          13       decision each time.

          14   Q.  Well, if you look at the bottom of page 19, what you say

          15       is:

          16           "There is plenty of evidence that, when doctors

          17       reviewed her at times when she was unwell, they did

          18       comprehensive examinations looking for a source ..."

          19           I think, as you pointed out, they also sought input

          20       from the microbiologists; is that correct?

          21   A.  Correct.  I think there was a lot of effort in the

          22       medical records to try to find infection and to try to

          23       treat it appropriately.

          24   Q.  On page 20, you make a point some four lines from the

          25       top.  What you say is:
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           1           "With hindsight, they might have considered doing

           2       a CT abdomen to look for a 'hidden' abscess or

           3       collection of pus ..."

           4           Why do you raise that?

           5   A.  In this lady's case, the actual definite source of her

           6       infection wasn't clear, and those are other tests that

           7       you could do as part of the detective hunt for the

           8       infection, but I don't think it would have manifestly

           9       changed the outcome here.

          10   Q.  In the next paragraph, then, you make a point about her

          11       regime, including cephalosporin and quinolone.  Was that

          12       appropriate?

          13   A.  I think, as far as I could tell, in what was quite

          14       a complicated case in a very ill lady, it probably was

          15       appropriate.  I highlighted that here, because this is

          16       one of the cases where these antibiotics are potent,

          17       strong antibiotics and are sometimes really the right

          18       thing to do.

          19   Q.  You say, just to pick this up:

          20           "The general management of this area would appear to

          21       have been of a good standard otherwise and there is no

          22       evidence of excessive inappropriate use of antibiotics."

          23   A.  Yes.

          24   Q.  On page 21, if you do use multiple antibiotics in an

          25       elderly patient, then does that create a risk that that
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           1       might make the patient susceptible to C. diff?

           2   A.  I think the more antibiotic courses and the longer they

           3       go on for, the more the protective bacteria or flora

           4       that line our gut and protect us from

           5       Clostridium difficile are more likely to be impaired or

           6       destroyed.

           7   Q.  Do you see, then, a connection between the antibiotics

           8       that Mrs Dalton had and her contracting C. diff?

           9   A.  There's thought to be a different risk, depending on

          10       which antibiotic for the risk of acquiring

          11       Clostridium difficile.  Some have a very low risk, some

          12       have a much higher risk, and the cephalosporin and

          13       quinolone families which she received are thought to be

          14       two of the higher risk ones.

          15   Q.  But would she also require to have been exposed to

          16       spores in order to develop the infection?

          17   A.  Almost certainly.  A small percentage of people

          18       naturally will have Clostridium difficile in their gut

          19       as part of their normal gut flora, and it is not known

          20       if that group can just have that Clostridium difficile

          21       activated.  So a small percentage of people naturally

          22       have C. diff, but the vast majority of people must have

          23       acquired the spores when in hospital.

          24   Q.  Now, then, in section 4, on page 21 of your report, you

          25       look at medical management.  Perhaps I will just pick up
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           1       this point with you now and not repeat it, but you tell

           2       us in the first paragraph that:

           3           "Doctors are required to register with the GMC and

           4       have a duty to abide with the code of conduct,

           5       performance and ethics and with due reference to the

           6       GMC code in relation to duties of a doctor, record

           7       keeping and also communication with patients."

           8           Is that what is set out?

           9   A.  Correct.

          10   Q.  As you indicate, the GMC guidance includes that good

          11       record keeping is an integral part of clinical practice

          12       and is essential for the provision of safe and effective

          13       care.  Is that what the code provides?

          14   A.  Yes.

          15   Q.  In relation to the regularity of review by medical staff

          16       as far as Mrs Dalton is concerned, what was the position

          17       here?

          18   A.  I got the impression from the notes that she was well

          19       reviewed frequently by junior doctors with regular

          20       senior input, either directly or indirectly.

          21   Q.  Record keeping, then, in relation to that, what

          22       conclusions were you able to come to?

          23   A.  Yeah, I was able to easily follow through the notes here

          24       and understand what was going on, so I thought that was

          25       generally good.
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           1   Q.  What you say, in fact, is that the quality of

           2       documentation by junior doctors was generally very good,

           3       so you're quite complimentary of them.

           4   A.  Yes, I think some very junior doctors were involved in

           5       looking after a very sick patient, and they were making

           6       good, sensible assessments, making clear plans.

           7   Q.  The point you make in the final paragraph on page 22 in

           8       relation to her antibiotic history, can you just

           9       elaborate on that?  What are you saying there?

          10   A.  So two groups of doctors will often look after

          11       a patient: their usual team who may know everything

          12       about that patient, even though it may not be written

          13       down, because they have been involved in the care the

          14       whole way through; and other people who are called in

          15       the middle of the night to review somebody who may not

          16       have met the patient before.  If there is a clear

          17       problem list and a clear antibiotic history, it means

          18       you can get to the nub of what is going on very quickly.

          19           So I think good practice would be that it would be

          20       very easy to pick up the notes and see a clear problem

          21       list and, in some form, a clear antibiotic history in

          22       a patient with a difficult-to-find infection.

          23   Q.  Moving on to page 23 of the report, you say at the top

          24       of the page that the severity of the C. difficile was

          25       not assessed, whether it was mild, moderate or severe,
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           1       but the documentation does clearly indicate that the

           2       medical team recognised she was very unwell.  So they

           3       recognised the nature of her condition?

           4   A.  Yes.

           5   Q.  You mentioned fluid balance charts in the next

           6       paragraph.  Was this a case where there were some very

           7       detailed and some not?

           8   A.  Yes.

           9   Q.  The point you make towards the bottom of page 23, can

          10       you tell us what you are saying there?

          11   A.  I think this was to highlight that I think, particularly

          12       in nursing notes, you can have documentation that's

          13       very, very precise and very accurate with exact fluid

          14       balance charts, but that doesn't capture, particularly

          15       when somebody's got diarrhoea and is unwell, how

          16       compassionate or sympathetic staff are, and I think you

          17       can often see, if you observe on a ward that

          18       a relatively -- so a nursing auxiliary, who may have

          19       a lot of contact with the patient, may be incredibly

          20       kind, very gentle and very patient, but that would never

          21       get captured in documentation, which would mainly be

          22       very factual.

          23   Q.  Coming back to the assessment of C. diff, was it normal

          24       in 2007/2008 to assess C. diff, as to whether it was

          25       mild, moderate or severe?
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           1   A.  I think in a non-specialist unit, I think I'm not

           2       certain about that answer.  But I think certainly by

           3       2008, it probably would have been.

           4   Q.  Now, then, you then look at the DNAR order position, and

           5       I think you consider that it was appropriate for one --

           6       to place -- although I don't think you found the

           7       document in the records; is that right?

           8   A.  Correct.

           9   Q.  But you would have considered a DNAR order would have

          10       been appropriate here?

          11   A.  I would.

          12   Q.  What about cause of death and death certification?  We

          13       can perhaps put the death certificate back on the

          14       screen; that's at SPF00110001.  What observations do you

          15       make on page 24 of your report in connection with the

          16       certification of death?

          17   A.  I think they're essentially correct, but I think

          18       Clostridium difficile should have featured within the

          19       death certificate.  It's a contributory factor, but it

          20       is not the -- her underlying problem was always going to

          21       be her lymphoma and the sepsis relating to that.

          22   Q.  Would you have put -- if we can get the death

          23       certificate on the screen -- Clostridium difficile,

          24       then, in section II?

          25   A.  I think that would have been reasonable.
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           1   Q.  Can we then turn to your conclusion for this particular

           2       case, Dr Sheridan?  It begins at page 25 and goes into

           3       page 26.

           4   DAME ELISH:  My Lord, I wonder, before moving to the

           5       conclusion, if Mr MacAulay could ask the doctor to

           6       confirm his criticism of the layout of the death

           7       certificate, which can be unhelpful in recording the

           8       death?

           9   LORD MACLEAN:  Yes.  I would quite like to see it in more

          10       detail anyway.  Could you put it up?

          11   MR MACAULAY:  Certainly, my Lord, it is SPF00110001.

          12           We are looking at the certification of the cause of

          13       death, where we have: sepsis; non-Hodgkin's lymphoma;

          14       and rheumatoid arthritis.

          15           Are you happy with those entries?

          16   A.  I am.

          17   Q.  I understand you to say the one point of qualification

          18       you thought would have been reasonable would have been

          19       to include C. diff in section II?

          20   A.  Yes.

          21   Q.  The reason for that is what, then?

          22   A.  I think, for some patients, it is very clear there is

          23       a very exact sequence of events that lead to death.  For

          24       other patients, there is often a combination of things

          25       all happening in parallel.  I think, for this lady, the
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           1       Clostridium difficile would have been happening in

           2       parallel to everything else.

           3   LORD MACLEAN:  Could I ask you, actually, looking at the

           4       principal cause of death, I(a), did they ever discover

           5       where the sepsis was?

           6   A.  As far as I'm aware, they didn't.

           7   LORD MACLEAN:  Right.  Coming to the next one, (b)

           8       non-Hodgkin's lymphoma, was that actually treated?

           9   A.  She'd had a number of treatments over years for that.

          10   LORD MACLEAN:  Oh, over years, yes.  So it was an

          11       underlying, continuing problem, was it?

          12   A.  I'm struggling to find the page, but she received

          13       chemotherapy following the lymph node biopsy, from

          14       memory.

          15   MR MACAULAY:  First of all, page 4 of your report, where you

          16       give the background in the first paragraph --

          17   A.  Sorry, I should make that clear, she was on drugs that

          18       were immunosuppressant drugs for her rheumatoid

          19       arthritis and was under investigation for her

          20       non-Hodgkin's lymphoma at the time of admission.

          21   LORD MACLEAN:  Presumably, that wouldn't have been at the

          22       Vale of Leven Hospital, though, would it?

          23   A.  I'm not sure where Dr Clarke's haematology team were

          24       based.  I don't know where she received that treatment.

          25   LORD MACLEAN:  It might have been, I suppose.
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           1   MR MACAULAY:  Yes, I think it was in the Vale of Leven.  She

           2       was under the care of Dr Clarke, the haematologist, is

           3       that right, for this aspect of her care?

           4   A.  I think so.  That's my understanding.

           5   LORD MACLEAN:  I think that is right.  I take that back.

           6   A.  Then, during her stay, following the results of

           7       the lymph node biopsy, she received chemotherapy.

           8   MR MACAULAY:  If we go to page 6 of your report, the second

           9       paragraph there on the page, where you are talking about

          10       their efforts to diagnose her suspected lymphoma, they

          11       were carrying out some steps to manage her lymphoma in

          12       the Vale of Leven.

          13   A.  Yes.

          14   Q.  On page 7, you have a note there taken from 5 December.

          15       Was that, again, to do with her lymphoma, that this

          16       review was taking place?

          17   A.  I think that refers to, following the chemotherapy, they

          18       were waiting the formal results of a bone marrow result,

          19       but that bone marrow result was not included in her

          20       reports for me.

          21   Q.  Again, the chemotherapy was given to her in the

          22       Vale of Leven Hospital.  Did you understand that?

          23   A.  On 30/11.

          24   Q.  Yes.  I think we know that Dr Clarke was the

          25       haematologist involved with Mrs Dalton.  Do I take it,
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           1       then, that she would have been managing this aspect of

           2       Mrs Dalton's care?

           3   A.  Yes.

           4   Q.  I had taken you, I think, to your conclusion.

           5   DAME ELISH:  Sorry, my Lord, the point that I had hoped to

           6       raise is the second sentence regarding death

           7       certificates, where, in Dr Sheridan's report, he states

           8       the current death certificate format makes it

           9       challenging to fully record in a logical manner where

          10       there are multiple contributing factors in a person's

          11       death.  That might be of some assistance.

          12   LORD MACLEAN:  Which page?

          13   DAME ELISH:  It is page 25, just prior to the conclusion.

          14       The top of the page, my Lord.

          15   MR MACAULAY:  Can I take you to that section, then,

          16       Dr Sheridan?  Do you have page 25 of your report in

          17       front of you?

          18   A.  Okay.

          19   Q.  You have told us, just before that, that C. diff would

          20       probably have been appropriately placed in part II, and

          21       then you make the comment that has just been touched

          22       upon.  Can you elaborate on what you mean by that

          23       discussion?

          24   A.  I think the top half of this is just to reflect that it

          25       is often very difficult, as doctors writing death
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           1       certificates, to be as precise as the death certificate

           2       wants us to be, particularly in the modern era where

           3       post-mortems aren't done nearly as frequently, so it is

           4       now very unusual for post-mortems to be done, which

           5       often gave you more precision.

           6           So I think the point there is that, in nearly all

           7       the cases here, there is an awful lot going on all at

           8       the same time for these patients: it is not simply

           9       a heart attack and then death, it is multiple parallel

          10       events.  So it is often difficult to weight -- to

          11       balance up the different conditions to give you an

          12       overwhelming "Well, it was 1 or it was 2".  It is

          13       actually more honest to say it was three or four things

          14       all happening at the same time.  Does that answer that

          15       question?

          16   Q.  So when you say, then, the current death certificate

          17       format makes it challenging to fully record in a logical

          18       manner when there are multiple contributing factors in

          19       a person's death, are you saying that, if there is

          20       a number of things happening, then it may be difficult

          21       to list them in an appropriate way?  Is that the essence

          22       of it?

          23   A.  Correct.

          24   Q.  But I don't understand you to take any issue with what's

          25       on the death certificate or in the way that these
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           1       matters are listed in the death certificate?

           2   A.  The list in the death certificate, I don't have an issue

           3       with at all.

           4   Q.  I think the one point you make is that you consider that

           5       C. diff should also have been included?

           6   A.  Yes.

           7   Q.  Can I then take you to the conclusion for Mrs Dalton on

           8       page 26?  In the first main paragraph, when you are

           9       talking about the "treatment of infection in an

          10       immunocompromised patient is challenging", was that the

          11       position with Mrs Dalton?

          12   A.  Very much so.

          13   Q.  I think you say that, in the circumstances, resort to

          14       the broad-spectrum antibiotics was, therefore,

          15       appropriate, albeit it might carry other risks?

          16   A.  Yes.

          17   Q.  So far as you are concerned, and you have touched upon

          18       this, you have no criticism to make of the way in which

          19       she was managed, either her antibiotic treatment

          20       generally or, indeed, the way her C. diff was managed?

          21   A.  No.

          22   Q.  If we turn to page 27, the main paragraph, you do touch

          23       upon some gaps that you comment upon.  What are the

          24       gaps?

          25   A.  Along with most of the cases, following the natural
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           1       course of what's happening with the diarrhoea is often

           2       very difficult, whereas a simple stool chart makes that

           3       very, very clear to everybody involved in her care.  So,

           4       you know, the lack of a standard Bristol stool chart

           5       would have -- if they'd done that, it would have been

           6       easier to communicate between nurses and doctors about

           7       progress.

           8   Q.  Any other points in that section?

           9   A.  I think we've touched upon the assessment of severity of

          10       the Clostridium difficile, but there were lots of

          11       evidence that doctors were assessing how ill she was in

          12       other ways, such as using an early warning score type

          13       system of observations.

          14   Q.  Is that the point you make in the final paragraph, that

          15       the MEWS score chart was being used to assess the

          16       severity of her illness?

          17   A.  Yes, and I think that is an acceptable alternative.

          18   Q.  I think you have told us that you considered the junior

          19       doctors' documentation is often of a high standard and

          20       they made comprehensive assessments?

          21   A.  Yes.

          22   Q.  We can leave Mrs Dalton aside and move on to the next

          23       case, and that is Isabella Cameron.  Your report for

          24       Mrs Cameron is at EXP01380001.  As we look to the front

          25       page of this report, have you noted that Mrs Cameron's
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           1       date of birth was 31 January 1919?

           2   A.  Yes.

           3   Q.  And that she died on 14 January 2008?

           4   A.  Yes.

           5   Q.  If we look at the death certificate -- that's at

           6       SPF00060001 -- can we note that Mrs Cameron was 88 when

           7       she died on 14 January, and that was in the

           8       Vale of Leven Hospital?

           9   A.  Yes.

          10   Q.  The only entry for cause of death is the

          11       Clostridium difficile colitis?

          12   A.  Yes.

          13   Q.  Can we then look at the report itself?  If we turn to

          14       page 4 of your report, where you are looking at

          15       Mrs Cameron's past medical history, what can you tell us

          16       about that?

          17   A.  So we know she had problems with her heart and, during

          18       her stay, she had a scan that showed that the main pump

          19       for the heart, the valve that it had to pump through,

          20       was narrowed, what's called aortic stenosis.  So that is

          21       the sort of thing that would make you short of breath or

          22       easily tired, and she'd also had one of her kidneys

          23       removed previously.

          24   Q.  I think you touch upon two admissions.  If we look at

          25       the first admission, was she admitted to the
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           1       Vale of Leven, first of all, on 26 August 2007?

           2   A.  Yes.

           3   Q.  What was the purpose behind that admission?

           4   A.  She'd been at home with back pain for a number of weeks,

           5       and the painkillers that were needed to try and control

           6       her pain were sufficiently strong enough that they, in

           7       an 88-year-old, could cause side effects, so tramadol is

           8       a type of opiate, like a form of morphine effectively,

           9       and a common side effect of that is confusion, and so

          10       she was admitted to hospital partly because of her pain

          11       and partly -- the pain was limiting her mobility.

          12   Q.  Did she spend a month in hospital at that time, being

          13       discharged on 22 September 2007?

          14   A.  Yes.

          15   Q.  If we then look at the next admission, and this is the

          16       one we are really, I think, focusing on, was she then

          17       readmitted to the Vale of Leven on 7 October 2007?

          18   A.  Yes.

          19   Q.  What was the reason behind this admission?

          20   A.  She'd become increasingly confused and had had a fall.

          21   Q.  If you turn to page 7 of your report, was she viewed by

          22       the consultant Dr Al-Shamma?  I think you touch upon

          23       that towards the top of that page.

          24   A.  Yes.

          25   Q.  What was the working diagnosis at that time?
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           1   A.  It was quite broad working diagnosis, which is often the

           2       case when somebody is first admitted and they are

           3       acutely confused.  They were working on it either being

           4       a urine infection, a skin infection, where there was

           5       a skin tear, or gastroenteritis.

           6   Q.  Was she treated with antibiotics?

           7   A.  She was treated with levofloxacin.

           8   Q.  What was that for?

           9   A.  From the notes, it looks like they were trying to cover

          10       all the bases with that, in particular a urine infection

          11       and a skin infection.

          12   Q.  Towards the bottom of that page, under reference to

          13       9 October, do you mention there the result of her urine

          14       specimen?

          15   A.  So there was a urine specimen, which confirmed that she

          16       had a urinary tract infection, and it lists the

          17       antibiotics that it would have been sensitive to.

          18   Q.  Did that include the trimethoprim?

          19   A.  Yes, but it wouldn't be routine to list sensitivity to

          20       levofloxacin for urine infections.

          21   Q.  I think you touch upon this in the section dealing with

          22       antibiotics, so we will leave that to that, but if we

          23       turn to page 9, as at 25 October, is that where you see

          24       the first mention of loose stools in the nursing notes?

          25   A.  Yes.

                                            38

           1   Q.  Was a sample taken and did that prove to be a positive

           2       result?

           3   A.  I think the sample was sent -- I'd have to check the

           4       exact date of the sample being sent.

           5   Q.  Can I put the report on the screen?  That's GGC00070120.

           6       So we're looking at a microbiology report, and we don't

           7       have a collection date, but we have the date when it was

           8       received by the lab as the 26th, and can we see that

           9       that is a positive result?

          10   A.  Yes.

          11   Q.  Did she have at least another two positive results

          12       during this particular stay?  If we look at page 116 of

          13       the records, can we see that there was another positive

          14       result in relation to a specimen collected on 3 December

          15       and received on 3 December?

          16   A.  Yes, and I've got two other positive results as well.

          17   Q.  Page 114.  Now, we have, I think, a specimen collected

          18       on 8 January, received by the lab on 8 January.  Again,

          19       that is a positive result; is that correct?

          20   A.  Yes.

          21   Q.  Is the other one then at -- did I miss one out at --

          22   A.  118.

          23   Q.  118.  Very well, thank you.

          24   A.  And then 119.

          25   Q.  Well, 118 is --
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           1   A.  Sorry, that is a negative sample.  I apologise.  That is

           2       the noro.

           3   Q.  The one at 119 is a negative sample for 3 January?

           4   A.  Yes.

           5   Q.  So there were three positive results, and certainly one

           6       negative; is that --

           7   A.  Yes.

           8   Q.  Can we then look at that section of your report where

           9       you review Mrs Cameron's antibiotic history for

          10       conditions other than C. diff?  You address that on

          11       page 16 of the report.  Can you just take us through

          12       that?

          13   A.  So when a person comes to hospital and is confused and

          14       it is not clear what the underlying problem is, if they

          15       are unwell, sometimes you need to choose an antibiotic

          16       as best guess, and other times you can take lots of

          17       samples and wait and see, and then direct your

          18       antibiotics when you have got some more evidence.

          19           Here they have used an antibiotic to try to tackle

          20       three different things: gastroenteritis, a skin

          21       infection and a urine infection.  We know the urine

          22       infection was confirmed.

          23   Q.  Yes.

          24   A.  Being sure if something is a skin infection or whether

          25       it is a laceration that could just be cleaned and
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           1       appropriately dressed is often something that you have

           2       to wait and see.  They have gone for an antibiotic,

           3       levofloxacin.  That would not have been first choice for

           4       a urinary tract infection.

           5   Q.  What would have been the first choice?

           6   A.  Generally, trimethoprim.  In fact, it was subsequently

           7       sensitive to that.

           8           For a skin infection, levofloxacin wouldn't be the

           9       first choice at all and, in particular, she'd recently

          10       been found to be MRSA positive on her previous

          11       admission, and so levofloxacin would not be an

          12       appropriate choice for someone who was MRSA colonised,

          13       and that skin infection may not have needed antibiotics

          14       anyway.

          15           Then, if you want to cover gastroenteritis, it is

          16       very rare that you need to give antibiotics for

          17       a straightforward gastroenteritis, and certainly you

          18       wouldn't choose levofloxacin.

          19   Q.  So, then, looking to the discussion that you have from

          20       pages 16, 17 and through to page 18, is that the thrust

          21       of what you are saying, that the levofloxacin should not

          22       have been chosen in this particular case?

          23   A.  Yes.

          24   Q.  What happened when the urine specimen came back to

          25       indicate it was sensitive to trimethoprim?  Did the
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           1       policy change?

           2   A.  No.

           3   Q.  Should there have been a reassessment of the position,

           4       at least at that point in time?

           5   A.  Yes.

           6   Q.  So how long, then, was Mrs Cameron prescribed with the

           7       levofloxacin?

           8   A.  I think, if you go to the antibiotic history list in the

           9       report --

          10   Q.  That is on page 14.

          11   A.  The drug chart wasn't available, but judging by the rest

          12       of the report, I worked out that she'd probably had two

          13       doses of intravenous levofloxacin and then five days of

          14       oral, but I haven't got the drug chart to confirm that.

          15   Q.  I think we may now have the Kardex.  If we could have

          16       GGC26530002 on the screen, to see if that helps.

          17           Does that help you, Dr Sheridan?

          18   A.  So, from this, it looks like the levofloxacin was

          19       actually given for longer than five days.

          20   Q.  How many days?

          21   A.  Eight and a half, by the looks of that.

          22   Q.  We can see that the prescription is dated 8 October.  We

          23       can then count the entries to see how many days she was

          24       being given the drug for.  Is that how you do it?

          25   A.  Correct.
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           1   Q.  If levofloxacin were to be the appropriate antibiotic,

           2       how long, normally, would the patient be prescribed the

           3       antibiotic?

           4   A.  Generally, antibiotic courses are five to seven days.

           5       Often, though, you need to review response to an

           6       antibiotic within that period.  So it wouldn't normally

           7       be for eight days.  And the issue I would take with the

           8       drug chart there is that there is no formal -- when the

           9       antibiotic is prescribed, there is no indication of when

          10       it should be reviewed or stopped.

          11   Q.  But, in any event, I think your point is that

          12       levofloxacin was not the appropriate antibiotic in the

          13       circumstances here?

          14   A.  Yes.

          15   Q.  Then, if we turn to page 18 of the report, towards the

          16       top you say that trimethoprim or Augmentin would have

          17       been alternative choices.  Is that alternative to the

          18       levofloxacin?

          19   A.  Yes.

          20   Q.  But would trimethoprim be the first port of call, as it

          21       were?

          22   A.  It would have been the most appropriate antibiotic to go

          23       for first line for a urinary tract infection.  If there

          24       really was suspicion of a good-going skin infection,

          25       then there are other options -- so Augmentin or
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           1       Gentamicin, plus flucloxacillin would cover urine and

           2       skin.

           3   Q.  You go on to say, whatever was chosen, it should have

           4       been reviewed against the urine results when they were

           5       available?

           6   A.  Yes.

           7   Q.  Can you tell me when they were available, then, if we go

           8       back to -- it is page 7 of the report.  Do we need to

           9       put the report on the screen?  Would that be helpful?

          10       It is page 173 of the records.

          11   A.  I have a note here it was 9 October.

          12   Q.  That is certainly the date you have provided us with.

          13   A.  I think it is 123.

          14   Q.  It is 123 I want.  If we can make that a little bit

          15       bigger, please.  Thank you.

          16   A.  No, that is not the right result.

          17   Q.  I think I will give you the full reference: GGC00070123.

          18       I think this is the microbiology department report you

          19       had in mind, and we can see the collection date of

          20       the specimen is 7 October, received by the lab on

          21       8 October and, according to the document, reported on

          22       the 9th.  Can we see, as you pointed out in your report,

          23       that the specimen was sensitive to, in particular, the

          24       trimethoprim?

          25   A.  Yes.
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           1   LORD MACLEAN:  Could you just tell me, as a matter of

           2       interest, why are all the drugs -- they are all

           3       antibiotics, I suppose?

           4   A.  Yes.

           5   LORD MACLEAN:  Why are they all listed?

           6   A.  You would want to give the main antibiotic,

           7       trimethoprim, and then look at an alternative in case

           8       someone had an allergy.  So it would be good practice to

           9       list at least several.  Increasingly, though, reports

          10       will be issued where there will be a much more limited

          11       range of antibiotic options that it is sensitive to

          12       those listed, and then you'd have to discuss with the

          13       microbiologist to know about other antibiotics.

          14   LORD MACLEAN:  I follow.  Are they actually listed in order

          15       of preference or appropriateness, I suppose?  No, they

          16       are not?  It just so happens trimethoprim, which is the

          17       most appropriate, is listed first?

          18   A.  Yes, it is there, isn't it?  I'm not sure what their

          19       ordering sequence is.

          20   LORD MACLEAN:  Thank you very much.

          21   MR MACAULAY:  If we go back, then, to your report on

          22       page 18, you also say that, on 2 December, she was

          23       prescribed with meropenem.  What was the thinking behind

          24       that?

          25   A.  At this point, she became really, really, very unwell.
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           1       Her blood pressure was very low.  Normal blood pressure

           2       would be 120 over 80, and hers was only 63 over 36.  Her

           3       white cell and CRP blood results were very high.  The

           4       white count in particular was 30 and normal would be

           5       about 8.  So at this stage, you'd be looking at a person

           6       who was really very, very critically ill.  Whilst that

           7       could be due to Clostridium difficile, it could be due

           8       to other conditions as well.

           9   Q.  Because I think, at this time, she -- you have

          10       mentioned, I think, 2 December, and we know there was

          11       a positive result certainly as at 3 December.  So could

          12       this be related to the C. diff?

          13   A.  Yes.

          14   Q.  But what about the antibiotic treatment she received,

          15       then?  Was that appropriate?

          16   A.  When you've got a person who's got Clostridium difficile

          17       that's potentially active and is potentially an

          18       additional infection as well, it is often very difficult

          19       to know what's the correct antibiotic to use, and here,

          20       where she was very, very critically ill, I think it is

          21       not unreasonable to be considering an alternative

          22       antibiotic like meropenem.

          23   Q.  It would appear that the prescription was given with

          24       microbiology advice?

          25   A.  Yes.
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           1   MR MACAULAY:  I want, then, to move on to look at your

           2       review of her antibiotic history for C. diff, but,

           3       my Lord, I could maybe do that perhaps after the break.

           4   LORD MACLEAN:  We will have a short break.

           5   (11.15 am)

           6                         (A short break)

           7   (11.40 am)

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

           9       Dr Sheridan, on page 18, where you have a section

          10       dealing with your review of Mrs Cameron's antibiotic

          11       history for C. diff, what conclusions were you able to

          12       come to here?

          13   A.  So she was initially treated with a course of

          14       metronidazole, which was first-line treatment at the

          15       time.  When she didn't respond to that, she was changed

          16       to vancomycin, which is the appropriate second-line

          17       treatment.  Then she had C. diff that was difficult to

          18       resolve and she went on and had further courses of

          19       metronidazole and then vancomycin again.

          20   Q.  If we look at page 14 of your report, you set out the

          21       antibiotic history.  I think you have missed out one of

          22       the courses of metronidazole, the one that began on

          23       26 October; is that right?

          24   A.  That's right.

          25   Q.  We can see it in the Kardex, if we look at GGC26530002.
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           1       Can we see that the metronidazole -- it is the third

           2       entry from the top -- was prescribed on 26 October?

           3   A.  Yes.

           4   Q.  It was given for a period of time.  So in relation to

           5       the management of C. diff, from the perspective of

           6       antibiotics, then what is your view?

           7   A.  I think it followed the guidelines at the time at the

           8       local hospital.

           9   Q.  Then, if we move to medical management on page 19 of

          10       your report, and focusing, first of all, on medical

          11       review, what conclusions did you come to here?

          12   A.  I found it difficult to gauge the number of reviews

          13       against what the expectations were for that unit, but

          14       I felt that she probably wasn't reviewed frequently

          15       enough.

          16   Q.  If we focus on the periods that Mrs Cameron had C. diff,

          17       and just look to see what the nature of the review was,

          18       if we remind ourselves, first of all, that Mrs Cameron

          19       was first positive for C. diff on 26 October, and then

          20       on 3 December, if we turn to page 31 of the clinical

          21       notes, we have an entry for the 26th, and we can read:

          22           "Loose watery stool, no vomiting."

          23           Then, two lines down, at 4 pm, "C. diff positive".

          24       So the doctor has recognised that there's been

          25       a positive result?
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           1   A.  They have.

           2   Q.  Then the next entry in the clinical notes is on

           3       29 October, where, again, there is some reference to

           4       "C. diff positive"; is that correct?

           5   A.  Yes.

           6   Q.  What about that level of review, particularly when the

           7       patient is suffering from C. diff?

           8   A.  So between these three days, there is no assessment of

           9       the disease severity, no obvious assessment of their

          10       hydration, no obvious assessment of whether they have

          11       had any complications of the C. diff, such as

          12       perforation of the bowel, and difficult to gauge from

          13       that if there is any resolution or improvement on the

          14       metronidazole.

          15   Q.  So in relation, then, to the level of review, is that

          16       acceptable or not, in your opinion?

          17   A.  No.

          18   Q.  What would you expect to see from a patient who is

          19       suffering from C. diff, indeed, described as very frail

          20       in that entry for the 26th?

          21   A.  It is very easy, with hindsight, to look back at what

          22       you would want in perfection, but I think at a basic

          23       minimum, you would want an assessment of disease

          24       severity and, if you are recognising that they are very

          25       frail, a clear escalation plan.
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           1           So, for instance, a clear recognition of if they are

           2       a case where a total colectomy is needed for surgery or

           3       whether, if they deteriorate, they were to be kept

           4       comfortable.  So there's the full range of where you'd

           5       go so that another team coming in out of hours would

           6       know what's the direction of travel.

           7   Q.  But is it acceptable not to have any review, it would

           8       appear, on the face of it, on 27 and 28 October?

           9   A.  I don't have a calendar in front of me.  So if it was

          10       over a weekend, that is often much more challenging in

          11       a smaller hospital, the oncall service.  You would at

          12       least want someone who is unwell to be flagged up to be

          13       discussed by the doctor and the nurses.

          14   Q.  That is the first time that Mrs Cameron was diagnosed

          15       with C. diff.  I think the next occasion was for

          16       3 December, where there was a positive result.  If we

          17       look to the medical records covering that period, if we

          18       turn to page 28 of the notes, we have an entry for the

          19       3rd at the bottom, a ward round by Dr Akhter, I think,

          20       and he's noted:

          21           "Loose stools again.  Low blood pressure.  Getting

          22       worse."

          23           Is that how you'd read that?

          24   A.  Yes.

          25   Q.  The plan, is that "Await for stool result"?  Is that
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           1       what that indicates?

           2   A.  Yes.

           3   Q.  So they are waiting for the result of the sample?

           4   A.  Yes.

           5   Q.  I think we are going backwards because I don't think the

           6       notes are in order, but if we go to page 27, it appears

           7       the next clinical entry is for 6 December.  If that is

           8       right, is that an appropriate level of review for this

           9       patient at this time?

          10   A.  I mean, it looks, on the surface of it, as if there is

          11       limited documentation.  It depends -- where they have

          12       written "not acutely sick", it depends how they have

          13       arrived at that point.

          14   Q.  We have the entry on page 28 that we looked at, and we

          15       can revisit that, for 3 December, where the plan -- the

          16       patient seems to be getting worse and the plan is to

          17       wait for the specimen, and the next entry, if this is

          18       right, medical review is not until 6 December, so that's

          19       two or three days later.  Is that appropriate?

          20   A.  No, and I think particularly if you look back at the

          21       3rd, where there is a low blood pressure and the patient

          22       getting worse, you would expect a more comprehensive

          23       assessment.

          24   Q.  At that time?

          25   A.  At that time, with a plan of when she should next be
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           1       reviewed.

           2   Q.  There is a plan, if you look at the entry waiting for

           3       the stool result, is that "Stop antibiotics"?  Is that

           4       the next part of the plan?

           5   A.  Yes.

           6   Q.  If you are suspicious of C. diff, that may be

           7       appropriate?

           8   A.  Yes.

           9   Q.  Is that something "oral fluid"?

          10   A.  "Encourage oral fluid".

          11   Q.  Are you suggesting that you would envisage some more

          12       information?

          13   A.  You would want a clear plan about the blood pressure

          14       being low, whether you are needing to use intravenous

          15       fluids, what amount of urine output you would accept

          16       would be acceptable.

          17   Q.  If it be the fact that there is no review again until

          18       6 December, is that an acceptable level of review, in

          19       your opinion?

          20   A.  No.

          21   Q.  What would you expect to see?

          22   A.  Daily review, until the patient's blood pressure was

          23       improving and they were stable.  Again, if it was over

          24       a weekend, the patient would only need to be reviewed if

          25       they were deteriorating.  If they were following an
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           1       expected improvement plan, then there may not be any

           2       need for review over a weekend.

           3   Q.  The third positive diagnosis of C. diff was on, I think,

           4       9 January.  Let me just check that.  The 8th.  A sample

           5       was collected on 8 January.  If we look at the notes for

           6       that period, if you turn to page 25 of the clinical

           7       notes, we have an entry on the 9th, seen by Khan, and

           8       the third line down, "Stool C. diff positive".  Do we

           9       see that?

          10   A.  Yes.

          11   Q.  The plan, there is a discussion and metronidazole has

          12       been prescribed?

          13   A.  Yes.

          14   Q.  The next entry is not until 14 January, this is a ward

          15       round by Dr Akhter:

          16           "Remains unwell, for TLC and not for any active

          17       treatment."

          18           Can you comment on that?  We have an entry on the

          19       9th and then a gap, what, of three days or so, three or

          20       four days, before there is any other review?

          21   A.  It is a long gap.

          22   Q.  Is it an acceptable gap, having regard to the condition

          23       of the patient at this time?

          24   A.  It is not acceptable.

          25   Q.  What would you have anticipated?

                                            53

           1   A.  Ideally, daily review or every second day as a minimum.

           2   Q.  Going back, then, to your report on page 19, you also

           3       say that the severity of the C. difficile was not

           4       assessed, in the sense of whether it was mild, moderate

           5       or severe.  Were you able to assess from any aspects of

           6       the records what the severity of her C. diff might have

           7       been?

           8   A.  I think, from the detail provided in the notes, it is

           9       quite difficult to reach a conclusion there.  On

          10       2 December, there were numerous signs that would point

          11       to a severe infection, so a low blood pressure, a high

          12       white count, a high CRP and a low albumin.

          13   Q.  Indeed, ultimately, we have seen from the death

          14       certificate -- we can go back to the death certificate.

          15       It is SPF00060001.

          16           We do see it is Clostridium difficile that is listed

          17       as the only cause on the death certificate; is that

          18       right?

          19   A.  That's correct.

          20   Q.  We will perhaps jump to this at this point in time and

          21       backtrack later, but on page 20, you discuss the cause

          22       of death and death certification.  What conclusions do

          23       you come to in relation to this aspect?

          24   A.  I think I(a) is correct.

          25   Q.  Would there have been anything else that you would have
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           1       put in the death certificate in addition to I(a)?

           2   A.  I think, to be more precise, you would have put what the

           3       underlying condition was that led to antibiotics being

           4       used that led to the C. diff happening.

           5   Q.  What was that?

           6   A.  I would have gone UTI, antibiotic usage,

           7       Clostridium difficile colitis.

           8   LORD MACLEAN:  In I(a)?

           9   A.  Sorry, I would go: I(c) urinary tract infection; I(b)

          10       antibiotics for the urinary tract infection; and I(a)

          11       Clostridium difficile.

          12   LORD MACLEAN:  That's what I thought.  Thank you.

          13   MR MACAULAY:  You say in that section of your report that,

          14       even if she hadn't had C. difficile, her prognosis would

          15       still have been poor.  What is your thinking behind

          16       that?

          17   A.  She was at an advanced age, she had a significant heart

          18       condition, severe aortic stenosis, and there was

          19       a suggestion she may also have had possible dementia.

          20   Q.  Does it appear that this is a lady who didn't respond to

          21       the antibiotic treatment that was prescribed for her, if

          22       the Clostridium difficile ultimately led to her death?

          23   A.  I think there was evidence of her partially responding,

          24       but it was one of these relapsing cases, where the

          25       C. diff never really clears.
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           1   Q.  Could there have been any other steps that could have

           2       been taken to investigate the C. diff -- a colonoscopy,

           3       for example?  Could that be something that could have

           4       been done, or not?

           5   A.  A colonoscopy would have been a very high-risk procedure

           6       in an elderly lady with severe heart problems and would

           7       have also carried the risk of perforation.

           8   Q.  So you wouldn't take that route?

           9   A.  I don't think it would have changed the management and

          10       I think you would have found evidence of colitis.

          11   Q.  If we go back, then, to page 19, you also say, I think,

          12       that in a lady with her advanced age and frailty, it

          13       would be unlikely that aggressive nutritional

          14       intervention with nasogastric feeding would have been

          15       appropriate?

          16   A.  Correct.

          17   Q.  I think you consider that to have a DNAR order in place

          18       was appropriate management?

          19   A.  Yes.

          20   Q.  Can we then turn to your conclusions, Dr Sheridan?  The

          21       main paragraph there, really, are you simply repeating

          22       the point you have made already about the treatment with

          23       levofloxacin?

          24   A.  Yes.

          25   Q.  I think, again, you say in the next paragraph that, once
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           1       the specimen result was available, there just didn't

           2       appear to be a review of the antibiotic treatment; is

           3       that correct?

           4   A.  Yes.

           5   Q.  You say there should have been?

           6   A.  Yes.

           7   Q.  In relation to her contracting C. diff, on page 22 -- it

           8       is the last sentence in the first main paragraph -- do

           9       you say that she would have acquired C. diff because she

          10       was frail, exposed to spores and had received

          11       higher-risk antibiotic, and you reference the

          12       levofloxacin there; is that your opinion?

          13   A.  Yes.

          14   Q.  You point out that there were some examples of good

          15       practice, so far as you could see from the records; is

          16       that right?

          17   A.  Yes.  The doctors were pursuing -- trying to find the

          18       source of the infection, do what we call a septic

          19       screen, so that is where you do a chest X-ray, urine

          20       culture, blood cultures and, when they did prescribe

          21       antibiotics when she became unwell, they considered the

          22       relative risks of different antibiotics when they were

          23       coming to their choice of meropenem, and there was

          24       involvement of microbiology in those decisions.

          25   Q.  But insofar as areas for improvement would be concerned,
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           1       what do you offer there?

           2   A.  I think the four main things would be prudent antibiotic

           3       prescribing, more frequent medical review in

           4       a deteriorating patient with clear escalation plans,

           5       some form of assessment of disease severity and, as is

           6       a common theme, use of a standard Bristol stool chart to

           7       record diarrhoea to aid communication.

           8   Q.  The next patient I want to look at with you is

           9       [Patient C].  Your report for [Patient C] is at

          10       EXP01340001.  Can we see on the front page of your

          11       report that [Patient C] was born on 24 December 1923?

          12   A.  Yes.

          13   Q.  If we turn to page 4 of your report, do you give us some

          14       insight there as to [Patient C]'s past medical history?

          15   A.  Yes.  She had a background history of Alzheimer's

          16       disease, and alongside common problems, high blood

          17       pressure, hypertension and thinning of the bones,

          18       osteoporosis.  On top of that, she'd had problems with

          19       her urethra, which is the tube where the bladder empties

          20       urine, and had had to have an operation to open that up

          21       so that's the sort of thing that would make her prone to

          22       urinary infections.

          23   Q.  If you turn to page 5 of your report, do you note that

          24       [Patient C] was first admitted to the Royal Alexandra

          25       Hospital on 10 June 2007; is that right?
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           1   A.  Yes.

           2   Q.  What was the reason behind that admission?

           3   A.  She'd fallen and broken her hip.

           4   Q.  Did she then get transferred to the Vale of Leven on

           5       15 June?

           6   A.  Yes.

           7   Q.  I think she was eventually fit enough to go home and she

           8       was discharged on 10 July; is that right?

           9   A.  Yes.

          10   Q.  The second admission, again, if you look at page 7 of

          11       your report, this is to the Royal Alexandra Hospital on

          12       26 November 2007; is that right?

          13   A.  Yes.

          14   Q.  I think, in the course of this admission, she spent the

          15       whole period in the Royal Alexandra Hospital and she was

          16       discharged on 3 December?

          17   A.  Yes.

          18   Q.  That then brings us to the third admission, on

          19       9 December, and I think this was directly to the

          20       Vale of Leven; is that right?

          21   A.  Yes.

          22   Q.  What was the purpose then behind this admission?

          23   A.  She'd collapsed at home, and the clinical picture

          24       pointed to a possible stroke, because her left side was

          25       weak, and she'd been more confused, although that was

                                            59

           1       also possibly due to painkillers that she was on,

           2       Co-codamol.

           3   Q.  On admission, did they note that, in particular, she was

           4       in receipt of an antibiotic, ciprofloxacin?

           5   A.  They did.  That's not a straightforward issue, there.

           6       The initial prescription had "LT" written after it.

           7       That is not a standard abbreviation.  I presume that

           8       means "long-term", so I think there may have been

           9       a misunderstanding at that stage.

          10   Q.  Can you just explain what you mean by that?

          11   A.  Okay.  So the prior -- admission 2, she was prescribed

          12       antibiotics, ciprofloxacin.

          13   Q.  That was in the Royal Alexandra Hospital, yes?

          14   A.  Shortly after that, she was readmitted to the

          15       Vale of Leven.  On admission, the team had written on

          16       the drug chart that she was on ciprofloxacin.  Next to

          17       that, there's an abbreviation "LT".  I don't know the

          18       definite meaning of that.  I'd assume they mean that was

          19       a long-term antibiotic.  There are occasions where

          20       patients are appropriately given long-term antibiotics.

          21       I think that was probably a misunderstanding and an

          22       error there, so it meant she received ciprofloxacin for

          23       longer than intended.

          24   Q.  Was the prescription for ciprofloxacin continued after

          25       her admission in the Vale of Leven?
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           1   A.  It was continued initially from the 9th and then

           2       discontinued on the 11th.

           3   Q.  If we look at the position in relation to C. diff, if we

           4       turn to page 9 of your report, I think she tests

           5       positive for C. diff on 24 December; is that right?

           6   A.  Yes.

           7   Q.  If we look at the microbiology report, it is

           8       GGC26340046.  It is cut off.  The specimen was received

           9       by the lab on 24 December, and that is a positive

          10       result?

          11   A.  Yes.

          12   Q.  Was she again positive in January?

          13   A.  I've got a positive result from 9 January.

          14   Q.  Perhaps what we can do is to go to that section of your

          15       report where you are reviewing the antibiotics for

          16       C. diff, which is page 21.  How was her C. diff managed,

          17       if we look at the period in December when she was found

          18       positive?

          19   A.  So it was initially treated with metronidazole, which

          20       was in keeping with the local guidelines.

          21   Q.  Yes.

          22   A.  And then, when she continued to have ongoing symptoms,

          23       that was escalated to vancomycin.

          24   Q.  Was that appropriate treatment?

          25   A.  Yes.
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           1   Q.  If we then look at the review of antibiotics generally,

           2       on page 19 of your report, can you tell us what your

           3       views were here in relation to how this aspect of her

           4       care was managed?

           5   A.  Okay.  So she first receives an antibiotic,

           6       a cephalosporin, as routine antibiotic given at the time

           7       of her hip operation.  That is standard care and there

           8       are some references in the report to refer to that.

           9   Q.  That was in the Royal Alexandra Hospital?

          10   A.  Yes.

          11   Q.  Indeed.

          12   A.  She was then given trimethoprim, which was appropriate

          13       by guidelines and fitted the sensitivities for that

          14       organism.

          15   Q.  Where was that?  Was that in the Royal Alexandra

          16       Hospital or the Vale of Leven?

          17   A.  It was on 28/6.

          18   Q.  So that's in the Royal Alexandra Hospital.

          19   A.  She received one extra dose than the intended duration.

          20   Q.  Yes.

          21   A.  So she received it for slightly longer than the

          22       guidelines are advised there, but I don't think that

          23       would have been a reason that she developed C. diff.

          24   Q.  Then, on page 20, when you are looking at the second

          25       admission, and that I think we know was to the Royal
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           1       Alexandra Hospital; is that correct?

           2   A.  Correct.  She received ciprofloxacin for a presumed

           3       urinary tract infection.  That is not first line and

           4       they could have used trimethoprim instead.

           5   Q.  But was that the ciprofloxacin that she may still have

           6       been in receipt of when she was admitted to the

           7       Vale of Leven subsequently?

           8   A.  Yes.

           9   Q.  That is then admission 3 that you deal with towards the

          10       bottom of page 20.  So what do you tell us there?

          11   A.  I didn't have sight of the primary care records, so it

          12       is not clear if she received ciprofloxacin when she was

          13       at home in the intervening period.  If she did receive

          14       it then, then she received ciprofloxacin for nearly

          15       11 days.  An advised course would be five to seven days,

          16       if you were going to use it at all.

          17   Q.  As you told us, it was continued in the Vale of Leven?

          18   A.  For the first two days.

          19   Q.  You thought that there was a missed opportunity to

          20       discontinue it on that admission; is that correct?

          21   A.  Yes.

          22   Q.  Do you see the ciprofloxacin as being particularly

          23       relevant to her contraction of C. diff?

          24   A.  Ciprofloxacin is one of the highest-risk antibiotics for

          25       developing Clostridium difficile and the longer it is
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           1       given for probably the increased -- the further the

           2       increase goes of the risk of developing C. diff.  So it

           3       is a high-risk antibiotic given for a long duration.

           4   Q.  We have touched upon, I think, two of the occasions that

           5       [Patient C] tested positive for C. diff, but did she

           6       also test positive again in February, if we look at

           7       page 42 of the records?

           8   A.  I have got down that she tested positive on 5 February

           9       and on 25 February.

          10   Q.  So far as treatment for that was concerned, was the

          11       treatment appropriate?

          12   A.  Yes.

          13   Q.  As you point out on page 14 of your report, was

          14       [Patient C] eventually discharged to a residential home

          15       on 28 April?

          16   A.  Yes.

          17   Q.  She'd been in hospital in this third admission for some,

          18       what, four months, or thereabouts, four or five months?

          19   A.  Roughly, yes.

          20   Q.  Can we then look at that section of your report dealing

          21       with medical management?  The way you have set this out

          22       is you have examples of good practice and then you set

          23       out examples of practice that you consider poor.  If you

          24       look at the examples of good practice, can you summarise

          25       that for us?
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           1   A.  Yeah, I was trying to give a balanced report and so to

           2       balance where things have gone right and where things

           3       have gone wrong, because in some cases, generally, most

           4       things went okay and there may have been one error and

           5       then that leads to the C. diff here.  There was limited

           6       evidence of good practice.  There are some good nursing

           7       practices, so she has a nutritional screening tool and

           8       she has her risk of a pressure ulcer assessed correctly.

           9           On 24/12, there was prompt sending of a stool sample

          10       and prompt communication back to the ward the same day.

          11       In a case where there is difficult-to-control

          12       Clostridium difficile, a very protracted course, the

          13       microbiology team were involved in several efforts to

          14       try and improve that.

          15   Q.  Then, if we are looking at your section where you have

          16       got examples of practice that was poor, we are not

          17       looking at the Royal Alexandra Hospital here, so we

          18       don't focus on that, but the second bullet point I think

          19       is a point you made in relation to the other cases,

          20       where you say there was no evidence that staff assessed

          21       her disease severity when she was diagnosed with

          22       C. diff?

          23   A.  Correct.

          24   Q.  Did you find that to be a common theme in the cases you

          25       looked at?
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           1   A.  Yes.

           2   Q.  What other points do you make?

           3   A.  Again, there is a similar problem with infrequency of

           4       medical reviews, particularly towards the end

           5       of December into early January.  Then point 4, there is

           6       a long gap -- well, there is either a long gap or there

           7       is missing documentation between 24/12 and 8/1.

           8   Q.  If we look at the records, if we turn to page 25 of

           9       the clinical notes, is this the page that you are

          10       looking at in making the comments you have made there?

          11       We see there is an entry for 18 December.  It is

          12       difficult for me to work out the date of the next entry.

          13       Can you work that out?

          14   A.  Presumably, it is a date in December there.

          15   Q.  We can see the "2" of the "12", I suspect, but it

          16       appears to be an FY1 note; is that right?

          17   A.  Yes.

          18   Q.  Then the next entry is not until 8 January.  Is that the

          19       gap you are looking at?

          20   A.  Yes.

          21   Q.  Of course, we don't know when the entry in December was

          22       made, from this.  We can see it looks like a "1", then

          23       there is the punch hole and then we see the "2" of

          24       the "12", '07.  So that might indicate when that might

          25       have been, but are you suggesting the gap from about
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           1       that time to 8 January is too long in the circumstances?

           2   A.  Yes.

           3   Q.  What would you have expected to have seen at that time?

           4   A.  Presumably, you are over the Christmas/New Year period

           5       with bank holidays and weekends, so there will be some

           6       gaps, but even so, a person who has had a stroke and who

           7       has active Clostridium difficile should have been

           8       reviewed more frequently, even in the context of that.

           9   Q.  I think we noted that [Patient C] was first positive

          10       with C. diff on 24 December and, so far as the clinical

          11       notes go to show, is there any indication that the

          12       doctors made any note in connection with that?

          13   A.  That's right.

          14   Q.  There is no indication?

          15   A.  There is no indication.

          16   LORD MACLEAN:  Just to be clear, the gap is really between

          17       what might appear -- might appear -- to be 19 December?

          18   A.  Yes.

          19   LORD MACLEAN:  Because if it begins with a "1", there can

          20       only be 19 left.  So it is really between 19 December

          21       and 8 January?

          22   A.  Yes.

          23   LORD MACLEAN:  In the middle of which, or in the early part

          24       of which, she tested positive for C. diff, on

          25       24 December?
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           1   A.  Yes.

           2   LORD MACLEAN:  Is that a reasonable summary?

           3   A.  I think you are correct there.  It was a big gap in

           4       review there.

           5   MR MACAULAY:  What you say in that fourth bullet point on

           6       page 22 is that she was not reviewed medically in

           7       response to testing positive on 24 December and, in

           8       fact, does not get medically reviewed until 8 January,

           9       16 days later, and the gap of 16 days is from the 24th

          10       to the 8th; is that right?

          11   A.  Yes.

          12   Q.  Of course, the gap is almost certainly greater than

          13       that, in fact?

          14   A.  I think so.

          15   Q.  What about the fifth bullet point that you make here?

          16       What is the point you are making there?

          17   A.  Again, it is difficult to follow some of

          18       the documentation, but the microbiologists had given

          19       clear advice to change her to vancomycin if she wasn't

          20       responding to the second course of metronidazole.  There

          21       seems to be a timelag before that advice is followed.

          22   Q.  The advice you have in mind, is that towards the top --

          23       if we look at page 26 of the clinical notes, and I think

          24       this is the entry for 9 January -- can we have that on

          25       the screen?  GGC26340026.
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           1   A.  The advice here was to repeat the metronidazole course,

           2       which is within local guidelines at the time, to give it

           3       three or four days and, if it is not improving, then to

           4       go back on -- to go to a course of vancomycin.

           5           Looking at the time course, it looks like, instead

           6       of it being three or four days, it was five days.  So it

           7       is not a huge difference, but it is another example of

           8       infrequent medical reviews.

           9   Q.  If we go to the previous page, we can get the context.

          10       Page 25 that we looked at -- we can put this next to

          11       what we have on the screen.  Page 25 that we looked at

          12       just a few moments ago, we have an entry for the 8th,

          13       which -- I think it is Dr Akhter, but I may be wrong

          14       about that.  But the entry says that -- I think it reads

          15       at 11.47, "Confused, wanders around" and then it says

          16       "C. diff".  Do you see that?

          17   A.  Yes.

          18   Q.  Then, on the 9th, the junior doctor has written:

          19           "Microbiology contact the ward because faecal spec

          20       sent on 8th still positive for C. diff."

          21           Certainly, by then, they are aware that she has,

          22       once again, tested positive for C. diff?

          23   A.  Yes.

          24   Q.  Then, if we turn on to page 26, which we also have on

          25       the screen, does that entry by the junior doctor of
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           1       the 9th continue along the lines we have just mentioned,

           2       to start another course of metronidazole and, if not

           3       improved in three to four days' time, to change to

           4       vancomycin?  Is that the background to it?

           5   A.  Yes, and I think the advice is not unreasonable advice.

           6   Q.  Do we note that the next entry in the clinical notes is

           7       not now until 14 January, so there is a gap from

           8       9 January to the 14th?

           9   A.  Yes.

          10   Q.  With a patient who has contracted C. diff, indeed for

          11       the second time, is that appropriate medical review?

          12   A.  It is a long gap.

          13   Q.  Is it appropriate?

          14   A.  No.

          15   Q.  But in relation to the review in three or four days'

          16       time, then that didn't happen, according to what we read

          17       here?  Is that the point you are making?

          18   A.  Yes.

          19   Q.  What happened?  Can we read that the review did take

          20       place on the 14th?

          21   A.  So there the advice was followed to change the

          22       metronidazole to the vancomycin.

          23   Q.  So that happened on 14 January?

          24   A.  Yes.

          25   Q.  If we move on to page 23 of your report, the first
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           1       bullet point on that page, what's the point you're

           2       making there?

           3   A.  So I think the issue here is that when you've got

           4       a patient who's got cognitive impairment or dementia and

           5       who might wander, that makes tight infection control

           6       very challenging and difficult, and the standard number

           7       of nurses on the ward may not be sufficient and they may

           8       need additional help.

           9           The medical and nursing notes aren't usually the

          10       place to kind of judge how much the nurses were aware of

          11       that issue, how much they may have raised that with more

          12       senior members of staff and asked for help.

          13           The one bit that is documented about that was from

          14       21 February, a long way into her stay.

          15           So if, for many weeks, she'd been wandering with --

          16       potentially with diarrhoea, potentially spreading

          17       spores, it would have made the risks of an outbreak on

          18       that unit higher.

          19   Q.  How do you manage a patient who does have cognitive

          20       impairment and does tend to wander?  How do you deal

          21       with that?

          22   A.  So firstly, you need staff who are skilled at doing

          23       that, because the skilled nurse can often manage the

          24       cognitively impaired and steer them in a calm way,

          25       ensure that the ward has good day/night cycles, meals
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           1       are provided appropriately.  So good-quality basic

           2       nursing skills.

           3           The next way is you would try to use appropriate

           4       isolation with a side room.  Again, if somebody is

           5       constantly wanting to wander out of a side room, you may

           6       need to provide one-to-one nursing.

           7   Q.  Moving on, then, to the next point under this particular

           8       heading, you suggest that trimethoprim was prescribed

           9       for longer than recommended.

          10   A.  Yes.

          11   Q.  For how longer than it should have been was it

          12       prescribed?

          13   A.  The formulary advice was three days, they prescribed it

          14       for five days and she received one additional dose above

          15       and beyond the five days.

          16   Q.  The ciprofloxacin that we have discussed already, and we

          17       needn't focus on the position in the Royal Alexandra

          18       Hospital, but I think the point you made in relation to

          19       the Vale of Leven is that it should have been stopped

          20       when she was admitted to the Vale of Leven Hospital?

          21   A.  Yes.

          22   Q.  I think you say there was a stool record chart kept, but

          23       it wasn't the Bristol stool chart form?

          24   A.  That's right.

          25   Q.  The final point, then, for 5 February that you say here?
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           1   A.  I think this is the point where she's become quite

           2       unwell.  She's got something called rigors, which is

           3       when you have a high temperature and it makes you shake,

           4       so that is a marker that you're unwell, and she had

           5       a temperature.  She was -- she had a limited assessment,

           6       but no follow-up of how she was progressing after that.

           7       So there was a limited assessment and a limited

           8       follow-on review.

           9   Q.  Then in the following paragraph, you say:

          10           "The main issue here relevant to her developing

          11       C. diff is the inappropriate use of a quinolone

          12       antibiotic (ciprofloxacin) - one of the highest risk

          13       antibiotics for developing C. difficile."

          14           You link the C. diff then to, in particular, the use

          15       of the ciprofloxacin; is that right?

          16   A.  Yes.

          17   Q.  She would probably have to be exposed to spores in order

          18       to develop the C. diff?

          19   A.  Yes.

          20   Q.  You say towards the bottom -- again, you touch upon what

          21       you describe as "infrequent medical reviews".  You say:

          22           "When reviews took place, especially between

          23       8 January and 19 February, there was no documentation of

          24       any assessments by medical staff of her abdomen or

          25       hydration status.  Reviews, therefore, appear to be of
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           1       poor quality."

           2           Just on hydration, what would you have expected the

           3       medical staff to have done in connection with that?

           4   A.  So there are simple bedside ways of assessing hydration.

           5       You can feel the skin turgor, so you gently pinch the

           6       skin; you can feel the volume of the pulse; you can

           7       check for whether there are any signs of oedema,

           8       listening to the chest or looking for swelling in the

           9       legs; you can look at the fluid balance charts for

          10       intake and output; and you can look at basic

          11       observations, like pulse and blood pressure and blood

          12       tests to look at renal function.

          13   Q.  Would you have expected some comments to have been made

          14       in the clinical notes in relation to her hydration

          15       status?

          16   A.  Yes, even if they were "Hydration, tick, it was okay".

          17       That would be acceptable.  It doesn't have to be

          18       extensive documentation.

          19   Q.  You go on to say there in the next paragraph that

          20       [Patient C] would have presented a very significant

          21       challenge to the nursing staff because of her tendency

          22       to wander in the ward.

          23   A.  You'd need to be quite a skilled elderly care or

          24       psychiatric nurse to successfully manage a patient who

          25       is a wanderer within an inpatient unit, particularly if
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           1       they have also then got diarrhoea.

           2   Q.  On page 25 of your report, you look at the DNAR order

           3       position, and you say that it was appropriate to have

           4       a DNAR order in place for this patient?

           5   A.  Yes.

           6   Q.  Then looking to your conclusions, Dr Sheridan, on

           7       page 26, I think we have covered the points in

           8       particular that you touch upon on page 26 itself.  If

           9       you turn to page 27, is there anything further that you

          10       want to draw to our attention in connection with your

          11       review of this particular patient?

          12   A.  I think beyond the ciprofloxacin issues and the issue

          13       about treatment spanning two different hospitals --

          14       I realise we are supposed to be focusing on the VoL

          15       hospital here -- that would be the main issue I would

          16       want to flag up.

          17   MR KINROY:  I wonder if my learned friend might clarify one

          18       point on the simple bedside ways of assessing hydration?

          19           The witness explained there were a variety of things

          20       to be done, including feeling skin turgor, checking the

          21       volume of the pulse, and so on -- this is page 74,

          22       line 4.  I just wonder how effective the assessment of

          23       hydration would be if one employs these various means

          24       but not with the assistance of fluid balance charts?

          25   MR MACAULAY:  Do you understand that, Dr Sheridan, the
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           1       point?

           2   A.  I think, ideally, you would want the holistic picture

           3       there, the whole picture, so the fluid charts would be

           4       an important part of helping you there.

           5   Q.  Can you also get blood results to help with hydration

           6       and what the state of hydration would be?

           7   A.  You can check a renal function with a urea and

           8       a creatinine.  Although, doing blood tests in a patient

           9       who has got dementia, where the patient may or may not

          10       want blood tests done, can be challenging.

          11           Even a rough indication of someone's intake can give

          12       you a pretty good idea.  So if somebody is drinking over

          13       800ml of fluid a day, they are probably going to be

          14       okay.

          15   Q.  The next patient is Margaret Gaughan.  Your report is at

          16       EXP01430001.  As you note on the front page, Mrs Gaughan

          17       was born on 31 October 1920, and she died on

          18       3 March 2008; is that right?

          19   A.  Yes.

          20   Q.  If we look at the death certificate, first of all --

          21       that is at SPF00150001 -- can we observe that

          22       Mrs Gaughan was 87 years of age when she died on

          23       3 March?  She died in the Vale of Leven Hospital and

          24       Clostridium difficile enteritis does appear in

          25       section II of the death certificate.
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           1   A.  Yes.

           2   Q.  If we go to your report, then, and turn to page 4, first

           3       of all, looking at her past medical history, what was

           4       the position with this lady?

           5   A.  She had a history of heart problems with high blood

           6       pressure and angina.  Angina is where you get chest pain

           7       or discomfort or tightness when you exercise or walk,

           8       because the blood flow through the arteries to the heart

           9       isn't good enough.

          10   Q.  But in relation to this admission, which I think was on

          11       1 January 2008, what was the cause behind the admission?

          12   A.  So she was thought to have a community-acquired

          13       pneumonia and had been treated with appropriate oral

          14       antibiotics in the community, but had deteriorated and

          15       was admitted.

          16   Q.  As you tell us on page 5, she's admitted, first of all,

          17       to the Vale of Leven Hospital; is that right?

          18   A.  Yes.

          19   Q.  But was she subsequently -- if you turn to page 7, was

          20       she subsequently transferred to the Royal Alexandra

          21       Hospital, on 7 January?

          22   A.  So despite being actively treated for the pneumonia, she

          23       continued to deteriorate and was transferred for

          24       respiratory support.

          25   Q.  Does she come back to the Vale of Leven very shortly
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           1       afterwards, on 10 January?

           2   A.  Yes.

           3   Q.  I think you tell us that on page 8 of your report; is

           4       that right?

           5   A.  Yes.

           6   Q.  What was her condition now, then, having spent a few

           7       days in the Royal Alexandra Hospital?

           8   A.  She was improving, but she was still unwell.  Her heart

           9       rate was still fast and she was still breathing fast.

          10       If you listened to her lungs, you would have heard

          11       wheeze.  But certainly improved from when she was

          12       transferred as an emergency to the RAH.

          13   Q.  If we focus on the position with regard to C. diff --

          14       I will put the microbiology report on the screen; it is

          15       GGC00220120 -- can we see that this relates to

          16       a specimen collected on 31 January and received by the

          17       lab the same day, and this is a positive result?

          18   A.  Yes.

          19   Q.  This was the first positive result for C. diff in the

          20       Vale of Leven?

          21   A.  Yes.

          22   Q.  I think there was another positive result -- perhaps we

          23       can just look at that while we are looking at this -- at

          24       page 111 of the records.

          25   A.  Yes.
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           1   Q.  We see the specimen here was collected on 14 February,

           2       received by the lab on 15 February and, again, once

           3       again, it is a positive result?

           4   A.  Yes.

           5   Q.  In relation then to the treatment that she received for

           6       C. diff, I think you look at that on page 25 of your

           7       report, just below halfway, where you review her

           8       antibiotic history for C. diff.  What was the position

           9       here?  How did they manage the C. diff?

          10   A.  So initially, she was treated with first-line treatment

          11       oral metronidazole, but because she was vomiting, the

          12       metronidazole couldn't be taken and it was given

          13       intravenously, which is an accepted approach to treat

          14       this with.  Then, when she didn't respond to

          15       metronidazole, she was switched to vancomycin, although

          16       there is a significant amount of time before that

          17       happened.

          18   Q.  First of all, the vancomycin would be an appropriate

          19       approach to take, standing the lack of response to the

          20       metronidazole?

          21   A.  Yes.

          22   Q.  Now, you question whether the time period -- or the time

          23       it took for that to happen, you question that period, do

          24       you?

          25   A.  I would, although it is difficult to reflect back about
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           1       what was the accepted practice back in 2008.  So now, if

           2       somebody is not responding after three or four days to

           3       the first course of metronidazole, I'd be moving on to

           4       vancomycin, but that evidence may not have been as clear

           5       back then.

           6   Q.  You indicate that, what, they waited for 26 days before

           7       they moved on to the vancomycin?  Is that right?

           8   A.  Yes, it feels like a long time.

           9   Q.  Was there any stool chart at all here?

          10   A.  There is a bowel function record.

          11   Q.  I think that is a different -- we can put it on the

          12       screen.  It is page 199.  That is what I think you have

          13       in mind; is that correct?

          14   A.  I would find that a difficult chart to follow.

          15   Q.  I think it may just be telling us when the bowels

          16       functioned, but it is not a stool chart, as one would

          17       expect to see a stool chart detailing the stools?

          18   A.  That's right.

          19   Q.  What's the point you make here about the absence of

          20       a stool chart?

          21   A.  I think, if there was a very clear stool chart well

          22       documented, it may have pointed them to switch from

          23       metronidazole to vancomycin earlier.

          24   Q.  If we go to that section of your report where you review

          25       the antibiotic therapy generally for conditions other
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           1       than C. difficile -- can we turn to page 20 of your

           2       report? -- you begin by telling us that she first

           3       received amoxicillin in the community, and you consider

           4       that was an appropriate choice for a community-acquired

           5       pneumonia.

           6   A.  Yes.

           7   Q.  What about the position in the Vale of Leven, then, once

           8       she was admitted there?  What antibiotics did she

           9       receive?

          10   A.  She received Augmentin and clarithromycin.

          11   Q.  What was the reasoning behind that?

          12   A.  That's the accepted treatment for community-acquired

          13       pneumonia coming into hospital.

          14   Q.  Was that, then, an appropriate prescription?

          15   A.  Yes.

          16   Q.  If we turn on to page 21, I think you say that she

          17       failed to respond to these antibiotics, this is towards

          18       the top of the page; is that right?

          19   A.  Yes.

          20   Q.  What then happened?

          21   A.  It was changed to ciprofloxacin.

          22   Q.  What about that?  Was that an appropriate course of

          23       action?

          24   A.  Ciprofloxacin is not a great antibiotic to be giving

          25       somebody who is not responding to community-acquired
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           1       pneumonia.  It doesn't really cover the Streptococcal

           2       pneumoniae and there is clear guidance within their

           3       formulary about that.

           4   Q.  What do you consider should have happened here then?

           5   A.  I think, when somebody has not responded to two

           6       antibiotics -- so amoxicillin initially and then

           7       Augmentin -- and with clarithromycin I think they should

           8       have been taking microbiological advice.

           9   Q.  You mentioned clarithromycin.  Was that prescribed along

          10       with the ciprofloxacin?

          11   A.  Yes.

          12   Q.  What's the thinking behind that?

          13   A.  Clarithromycin is there to sort of consider -- to cover

          14       what we call atypical organisms, so the Augmentin is

          15       there for the common ones and, whilst atypical pneumonia

          16       is unusual in an older person, it is still a possibility

          17       and, in somebody who is not responding to antibiotics,

          18       it is good practice to consider that as an atypical

          19       organism as a possible cause.  So clarithromycin for

          20       a patient not responding to Augmentin or amoxicillin

          21       would be an appropriate antibiotic to carry on.

          22   Q.  That is appropriate, but you have reservations about the

          23       ciprofloxacin; is that a fair summary of your position?

          24   A.  Yes.

          25   Q.  You tell us that, on 5 January, she developed a rash and
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           1       she deteriorated; is that right?

           2   A.  Yes.

           3   Q.  Was microbiology advice then sought at this point?

           4   A.  Yes.

           5   Q.  What was that advice?

           6   A.  The advice was to change the antibiotics to an

           7       alternative called moxifloxacin, which, although it is

           8       another one of the quinolone family, at that time was

           9       considered one of the antibiotics that is an accepted

          10       alternative for a pneumonia that is not responding to

          11       treatment, and was within local and national guidelines.

          12   Q.  You then look at the position during the time that

          13       Mrs Gaughan was in the Royal Alexandra Hospital, and we

          14       needn't look at that -- that's on page 22 -- but, as you

          15       point out towards the bottom of the page, on 10 January

          16       she was transferred back to the Vale of Leven and,

          17       again, I think she was prescribed antibiotics; is that

          18       right?

          19   A.  She was, and it is quite difficult to follow what's

          20       going on there.  She gets given an intravenous

          21       antibiotic called ceftriaxone, and there are two

          22       different places where the CRP results differ, so within

          23       the formal printed blood results the CRP was high, over

          24       300, but within the blood results that are transcribed

          25       into the hospital notes, it was much lower, at 57.
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           1   Q.  Where does that take you, then?  Do you consider she

           2       should have been prescribed any antibiotic at all?

           3   A.  I think it is not clear whether they recognised the very

           4       high CRP that was there within the formal blood results

           5       chart.  A CRP of over 300 is very high, and it would be

           6       reasonable to consider antibiotics at that stage.

           7   Q.  So --

           8   A.  But from the clinical picture that she had, it looked

           9       like she was actually getting better, so the -- her

          10       oxygen levels were improving, her heart rate was

          11       improving and her blood pressure was stable.

          12   Q.  So where does that take us, then, in relation to the

          13       prescription of the ceftriaxone?

          14   A.  I think if you go by the -- purely the very high CRP, it

          15       is an appropriate thing to be considering, but if you go

          16       by the actual medical assessment, that would more point

          17       to the fact that antibiotics probably weren't needed at

          18       that point.

          19   Q.  The medical assessment, although it doesn't appear to

          20       have taken into account the high CRP -- is that right?

          21   A.  That's my interpretation.

          22   Q.  What about the moxifloxacin that you mention in the next

          23       paragraph on page 23, which you say was being prescribed

          24       when Mrs Gaughan was transferred back to the

          25       Vale of Leven?  Can you work out a basis for that?
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           1   A.  So moxifloxacin was an appropriate antibiotic to start,

           2       when she wasn't getting better, by local and national

           3       guidelines, and then there's some very unclear

           4       documentation over her transfer, which makes it

           5       difficult to follow there, but it looks like the

           6       moxifloxacin was given for a longer course than

           7       intended.

           8   Q.  You go on to say that:

           9           "As she was clinically improving, there was no

          10       indication to alter her antibiotics at this point and,

          11       assuming the records available to me are complete, it

          12       would appear that the decision to continue moxifloxacin

          13       was based on incorrect information."

          14           What information do you have in mind there?

          15   A.  I think my interpretation was that she'd probably

          16       already received a sufficient course of moxifloxacin.

          17   Q.  Your conclusion, then, is that this was not an

          18       appropriate use of moxifloxacin?

          19   A.  By continuing it for that length of time.

          20   Q.  The next antibiotic issues that you talk about, you

          21       focus on 30 and 31 January.  What was the position here?

          22   A.  So this is a point -- the point where she becomes unwell

          23       with what looks like two things happening at the same

          24       time: she's got very active diarrhoea with a tender

          25       abdomen, suggesting the C. diff is very active, but she
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           1       also had some signs of respiratory distress, and it

           2       wasn't clear if that was -- so if you are very unwell

           3       with any condition, your breathing rate will go up.  So

           4       when you assess someone with a high breathing rate, it

           5       can indicate there is a pneumonia or a chest infection,

           6       but it can also reflect that you're ill elsewhere, and

           7       it is a natural physiological response.

           8   Q.  So what happened, then, in relation to the way that she

           9       was managed?

          10   A.  She was covered for both possible chest sepsis and the

          11       Clostridium difficile.

          12   Q.  What medication did she receive?

          13   A.  Augmentin or co-amoxiclav.

          14   Q.  Was that appropriate?

          15   A.  In a patient where you think there is active C. diff,

          16       Augmentin is one of the antibiotics you would try to

          17       steer away from, but it is not as potent as some of

          18       the other options.  I think if they'd got

          19       microbiological advice at that point, they probably

          20       would have chosen a different antibiotic.

          21   Q.  If we look at page 24 of your report, you say -- this is

          22       five lines from the top:

          23           "Although the choice of co-amoxiclav alone is

          24       therefore outside formulary choice, it would not have

          25       been a totally unreasonable choice for a junior doctor
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           1       if the doctor had wanted to avoid a quinolone or

           2       cephalosporin, given the possibility of C. difficile

           3       also being present.  In a patient as sick as she was at

           4       that point, I don't consider it appropriate for

           5       a Foundation Year One doctor, in general, is experienced

           6       enough to be managing this situation ..."

           7           Are you suggesting that he or she should have called

           8       for assistance?

           9   A.  Yes.

          10   Q.  We mentioned earlier the moxifloxacin.  Was she also

          11       being prescribed ceftriaxone when she was on the

          12       moxifloxacin?

          13   A.  There is a period where they overlap.

          14   Q.  Should she have been prescribed with both these

          15       antibiotics at that time?

          16   A.  I think you'd need microbiological advice for that

          17       answer.

          18   Q.  If we go on to page 24, the last paragraph there, you

          19       tell us that advice was given to change the co-amoxiclav

          20       to levofloxacin intravenously and also vancomycin; is

          21       that right?

          22   A.  Correct.

          23   Q.  I think you say that expert microbiology advice would be

          24       needed to advise regarding the appropriateness of

          25       the use of the levofloxacin for severe chest sepsis?
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           1   A.  Yes.

           2   Q.  Do you understand that that is what they got, that they

           3       got input from a microbiologist and went down the line

           4       of prescribing the levofloxacin?

           5   A.  I have documented that microbiology advice was now

           6       sought, but I haven't -- and there is the advice to

           7       change to levofloxacin and vancomycin.

           8   Q.  That would be a decision, would it, for the

           9       microbiologist?

          10   A.  It would.

          11   Q.  If we turn to page 25, to summarise the position,

          12       I think we see this lady was in receipt of rather a lot

          13       of antibiotics during her stay.  In the first main

          14       paragraph, what are you telling us there in that

          15       section?

          16   A.  You can get C. diff just with a single dose of one

          17       antibiotic, but the more antibiotics you receive and the

          18       higher-risk antibiotics, the more your risk of C. diff

          19       goes up, and she's had a lot of antibiotics.

          20   Q.  Do you see a relationship, then, between the antibiotics

          21       she received and her contraction of C. diff?

          22   A.  Yes.

          23   Q.  If we turn to section 4 of your report, the heading

          24       "Medical management", and if, again, we focus on the

          25       frequency of medical review in this case, what
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           1       conclusions did you come to here?

           2   A.  So the frequency varied enormously.  There were times

           3       when she was reviewed frequently and appropriately and

           4       there were other periods where there are large gaps

           5       between review.

           6   Q.  Do you think, looking to the condition of the patient,

           7       there should have been such gaps?

           8   A.  No.  There should have been more frequent review.

           9   Q.  One of the periods you point to -- I will see if I can

          10       get the records -- is between 14 February and 3 March;

          11       is that right?

          12   A.  Yes.

          13   Q.  If we look at the clinical notes, I think it is on

          14       page 56, we have an entry for 14 February.  It reads,

          15       "Still diarrhoea".  Do you see that?

          16   A.  Yes.

          17   Q.  There appears to be another entry after that.  It looks

          18       like the --

          19   A.  The 18th.

          20   Q.  -- 18th.  Then there is an entry on 21 February, if we

          21       turn to page 57, and we read some further entries there.

          22       So there are entries between 14 February and 3 March,

          23       but what point are you making in relation to what is

          24       contained in these entries?

          25   A.  They are infrequent reviews and they are limited
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           1       documentation of what was reviewed.

           2   Q.  What would you expect to see?

           3   A.  An assessment of hydration, of whether there's any

           4       complications of the Clostridium difficile, such as the

           5       abdomen being distended or tender, which would point to

           6       more severe disease, and some indication of how she is

           7       responding or not to treatment.

           8   MR KINROY:  My Lord, I wonder if we can just be quite clear?

           9       I'm not clear.  Is this a correction of the suggestion

          10       there was no review between 14 February and 3 March?

          11   LORD MACLEAN:  Yes.

          12   MR KINROY:  Thank you.

          13   LORD MACLEAN:  That is right, isn't it?

          14   MR MACAULAY:  I think I may have put that to you, but in

          15       fact, what you say in your report is the documentation

          16       in the final few weeks of life, 14 February to 3 March,

          17       is limited within the medical notes.

          18   A.  Yes.

          19   LORD MACLEAN:  It is not that there are no entries between

          20       the two, but such entries as there are, which we can

          21       see, are limited?

          22   A.  That's the point I'm trying to make.

          23   MR MACAULAY:  On page 27, you say that record keeping in

          24       general was thorough and clearly legible, but not all

          25       entries have a clear time or legible name next to

                                            90

           1       a signature.  Is that the conclusion you came to on the

           2       records?

           3   A.  That's taking a broad sweep of all of the medical and

           4       nursing notes.  So there are a lot of entries which are

           5       comprehensive.

           6   Q.  You say, again, that the quality of documentation by the

           7       junior doctors was generally very good?

           8   A.  I think that was trying to reflect that they were trying

           9       to construct problem lists, assessing if a patient was

          10       ill and coming up with plans.  So in terms of being able

          11       to pick up the notes and follow what was happening.

          12   Q.  Although you say the severity of the C. difficile

          13       infection was not assessed mild, moderate or severe, the

          14       documentation does clearly indicate that the medical

          15       team recognised she was very unwell at that point; is

          16       that right?

          17   A.  I think particularly around the time of her transfer,

          18       people recognised that she was ill and deteriorating

          19       from a respiratory function.

          20   Q.  In relation to hydration, you make some comments on that

          21       in the next paragraph.  Can you summarise the position

          22       for us so far as you could see from the records?

          23   A.  When a patient has -- is ill and has a low albumin,

          24       because that is one of the proteins in the blood, you

          25       easily leak fluid out of your blood vessels and your
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           1       ankles can appear swollen.  What is difficult there is

           2       you can be actually quite dehydrated but still have

           3       swollen legs.

           4           The other problem is assessing someone's hydration

           5       status when they have got heart failure, so you can have

           6       fluid on the lungs, if your heart is not pumping

           7       properly, but overall, within your blood vessels, be

           8       dehydrated and your kidneys not functioning well.

           9           So it can be quite challenging to assess the

          10       hydration status in these cases and that's when you go

          11       along the lines that we outlined earlier.

          12   Q.  For example, you mentioned here the fluid balance

          13       charts, some were detailed and some were incomplete

          14       I think is what you tell us.

          15   A.  Yes.

          16   Q.  On page 28, it is the third main paragraph, you indicate

          17       that Mrs Gaughan was in receipt of laxatives, lactulose,

          18       and I think you are saying that was also being given

          19       when she was diagnosed as C. diff positive; is that

          20       right?  Have I misunderstood that?

          21   A.  I'd need to cross-reference the dates there.

          22   Q.  Well, she was C. diff positive on 31 January and also

          23       14 February.  If the laxatives were stopped on

          24       30 January, then there would not have been a crossover

          25       between the laxatives and C. diff?
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           1   A.  I think the point I was trying to make here is the

           2       nursing staff were using their discretion to not

           3       administer the lactulose, but it was still there on the

           4       drug chart to be given.

           5   Q.  I see.  But, as it turned out, in fact, it wasn't given,

           6       then, once she was C. diff positive?

           7   A.  Yes.

           8   Q.  Are you suggesting that, what, the doctors should

           9       indicate that the prescription should be cancelled,

          10       stopped?

          11   A.  That's right.

          12   Q.  If we turn to page 29, you look at the DNAR order

          13       position, and I think you consider that it was

          14       appropriate to have a DNAR order in place.

          15   A.  Yes.

          16   Q.  Although I think you think that the discussion in

          17       connection with that could possibly have taken place

          18       earlier in the course of her admission?

          19   A.  Ideally, this is the sort of thing that should be

          20       discussed when patients first present to hospital,

          21       because that's the point where it can go either way:

          22       they can get better or worse.  So that you have a clear

          23       idea.  It is often very difficult to have these

          24       discussions when patients hit crisis points and are very

          25       unwell.
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           1   Q.  At page 30 you look at the cause of death and death

           2       certification.  What conclusions do you come to here?

           3       We can put the death certificate back up on the screen:

           4       SPF00150001.  We can remind ourselves that the cause of

           5       death I(a), bronchopneumonia; (b) immobility; and then,

           6       at II, Clostridium difficile enteritis.

           7           What is your view as to what would be appropriate

           8       for the death certificate?

           9   A.  I think all those labels are correct.  They are all

          10       labels that should be on the death certificate.  I think

          11       it is difficult from the notes to be certain how much it

          12       was the bronchopneumonia or how much it was the

          13       Clostridium difficile that was the main contributor to

          14       death at the end.  Probably it was the combination of

          15       the two.

          16   Q.  I think you thought that you would have placed the

          17       C. difficile in section I jointly; is that right?

          18   A.  Yes.

          19   Q.  So how would the death certificate read, then, on your

          20       analysis?

          21   A.  I(a) sepsis; I(b) bronchopneumonia and

          22       Clostridium difficile enteritis.

          23   Q.  What about the immobility?

          24   A.  I think immobility is a risk factor for bronchopneumonia

          25       in itself, so you could either have it as I(c) or in
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           1       part II.

           2   Q.  Then, if we look at your conclusion for Mrs Gaughan, and

           3       that extends for three pages, have we covered -- can you

           4       quickly look at that and let me know if we have covered

           5       the principal points that you have put forward in your

           6       conclusion?

           7   A.  Probably the only thing that we haven't covered there is

           8       then there is a bit of a recurring theme across the

           9       notes where patients are transferred where clear

          10       communication is often not as clear as it could be,

          11       particularly around people's infection history, whether

          12       there is active diarrhoea, and in terms of what

          13       antibiotics they have or haven't received.

          14   Q.  Are you talking there between hospitals?  So, for

          15       example, from the Royal Alexandra Hospital to the

          16       Vale of Leven or vice versa?

          17   A.  And vice versa.

          18   MR MACAULAY:  Thank you.  That concludes Mrs Gaughan's case,

          19       and, my Lord, that might be a good time to stop for

          20       lunch.

          21   LORD MACLEAN:  1.45 pm.

          22   (1.00 pm)

          23                     (The short adjournment)

          24   (1.45 pm)

          25   MR MACAULAY:  Good afternoon, Dr Sheridan.  The next case
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           1       I want to look at with you is that of Mary Hamilton.

           2       Now, your report is at EXP01010001.  Can we observe that

           3       you have noted Mrs Hamilton's date of birth is

           4       20 March 1926?

           5   A.  Yes.

           6   Q.  If we go then to the body of the report and go to page 4

           7       of the report, you give us some insight into her medical

           8       history at section 3; is that correct?

           9   A.  Yes.

          10   Q.  Looking to her admission to the Vale of Leven, I think

          11       that took place on 27 December 2007?

          12   A.  Yes.

          13   Q.  What was the reason for the admission?

          14   A.  She'd been non-specifically unwell for a variety of

          15       symptoms, including being off her food and being

          16       generally weak and also having a skin rash.  Subsequent

          17       tests confirmed that her being generally unwell was

          18       probably related to a proven urinary tract infection,

          19       which was trimethoprim-sensitive, which was the

          20       antibiotic she was given, which was appropriate by the

          21       local guidelines and the sensitivities.

          22   Q.  That is what you tell us, I think, on page 4 of your

          23       report?

          24   A.  Yes.

          25   Q.  If we look at the position with C. diff, and you look at

                                            96

           1       that on page 11 of your report, she tested positive,

           2       I think, on two occasions during this admission.  Is

           3       that correct?

           4   A.  Yes.

           5   Q.  If we look at the microbiology reports, the first one at

           6       GGC00260020, did she first test positive following

           7       a sample collected on 21 January 2008?

           8   A.  Yes.

           9   Q.  Can we see that that was received by the lab on the same

          10       day, and that is a positive result?  Can we also look at

          11       GGC27230014?  This is in a different form, but can we

          12       see reference -- first of all, if we look at the dates,

          13       can we see that the collection time is 10 February,

          14       received on 11 February and reported on 13 February, and

          15       can we see at the bottom there that the test for C. diff

          16       was positive?

          17   A.  Yes.

          18   Q.  So that is a sample collected on 10 February.  In

          19       relation, then, to the antibiotic treatment she was

          20       given for C. diff, how was that managed?

          21   A.  She was treated with metronidazole, which was the

          22       appropriate treatment, and she received two courses of

          23       that.

          24   Q.  Was that in relation to each of the positive diagnoses?

          25   A.  Yes.
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           1   Q.  Was that appropriate?

           2   A.  Yes.

           3   Q.  If we look, then, at her antibiotic management

           4       generally, if you look at that on page 12 of the report,

           5       as you have already pointed out, the initial urinary

           6       tract infection was treated with trimethoprim; is that

           7       right?

           8   A.  Yes.

           9   Q.  Was that appropriate treatment?

          10   A.  Yes.

          11   Q.  Was there some further antibiotic treatment given to

          12       her?

          13   A.  So she has a further suspected urinary tract infection,

          14       which is confirmed by an MSU sample.  There are specific

          15       sensitivities given, one of which was nitrofurantoin.

          16       Some of the drugs she wouldn't have been able to receive

          17       because she was Augmentin allergic, or penicillin

          18       allergic, but the antibiotic she received was

          19       ciprofloxacin.  The urine sample was resistant to

          20       ciprofloxacin and it wasn't first-line treatment for

          21       a urinary tract infection anyway, so it was an

          22       inappropriate antibiotic.

          23   Q.  Can we just review that?  If we look at the lab report,

          24       is this the one on page 21?

          25   A.  Yes.
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           1   Q.  So the sample was collected on 6 January 2008 and

           2       received by the lab on the 7th and reported on the 9th.

           3       Are you directing our attention, then, to the relevant

           4       resistances and sensitivities of the antibiotics that

           5       have been listed?

           6   A.  Yes.

           7   Q.  Can we see in the second column that, for ciprofloxacin,

           8       the bug is resistant to that particular antibiotic?

           9   A.  Yes.

          10   Q.  Also, of course, as we can see, to the trimethoprim; is

          11       that right?

          12   A.  Yes.

          13   Q.  What, then, would have been the appropriate course of

          14       action?

          15   A.  Because she was penicillin allergic, you wouldn't have

          16       given the amoxicillin or co-amoxiclav.  So the one

          17       antibiotic left there that she is sensitive to is

          18       nitrofurantoin.

          19   Q.  Were you able to ascertain from the records why she was

          20       given the ciprofloxacin at this point in time?

          21   A.  There is no clear indication in the notes of why that

          22       was chosen.  If anything, they have actually circled

          23       that nitrofurantoin was an antibiotic that they could

          24       have used.

          25   Q.  If the bug had not been resistant to the ciprofloxacin,
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           1       would the ciprofloxacin have been an appropriate

           2       antibiotic to give?

           3   A.  You've still got an alternative antibiotic:

           4       nitrofurantoin.  Nitrofurantoin can be a very effective

           5       antibiotic.  Sometimes it is not very well tolerated.

           6       It can give some people nausea.  Ciprofloxacin would be

           7       a choice antibiotic if she was systemically very unwell,

           8       which she wasn't.

           9   Q.  Ciprofloxacin, I think you told us, is a broad-spectrum

          10       antibiotic.  It is broad-spectrum, ciprofloxacin?

          11   A.  Yes.

          12   Q.  What about the other one, the nitrofurantoin?

          13   A.  No, that is a narrow-range antibiotic.

          14   Q.  What about the vancomycin?  Was that combined with the

          15       ciprofloxacin at this point?

          16   A.  She was also treated with intravenous vancomycin, and

          17       there is no clear documentation for why that antibiotic

          18       was chosen.  That is the sort of antibiotic you would

          19       choose to use intravenously for somebody who is

          20       extremely unwell with either suspected or confirmed

          21       staphylococcal sepsis.

          22           It is the sort of patient who might be on an

          23       intensive-care-type unit or a patient who had had

          24       a condition where they had had a specific plastic

          25       cannula into a vein, such as a central line or
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           1       a haemodialysis line and had then developed septicaemia

           2       possibly related to a line infection.  So it is a very

           3       disproportionate antibiotic for her condition.

           4   Q.  In relation to that, what did you see her condition to

           5       be at this point?

           6   A.  There was very limited documentation there to make those

           7       decisions on, but she didn't seem to be particularly

           8       unwell from the notes.

           9   Q.  I asked you about the impact of the two antibiotics that

          10       we discussed; that's the ciprofloxacin and the

          11       nitrofurantoin.  Does that latter affect bowel flora, or

          12       can you tell me that?

          13   A.  I'm not aware of the absolute risk, but I understand it

          14       is a lower-risk antibiotic.

          15   Q.  What you tell us in the last paragraph on page 12 of

          16       your report is that:

          17           "There would seem, from the documentation available,

          18       no justification for using ciprofloxacin in this

          19       circumstance.  The documentation is incomplete but,

          20       again, there does not seem to be any reason for using

          21       vancomycin either, unless the team were concerned that

          22       the skin lesions represented staph sepsis ..."

          23           Would that have been a basis for using intravenous

          24       vancomycin, if that was a concern?

          25   A.  If they had suspected staphylococcal septicaemia, then
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           1       that would have been -- IV vancomycin would have been

           2       a reasonable choice at that point.

           3   Q.  Is there any evidence in the medical records that that

           4       was the line of thinking?

           5   A.  Not clearly.  She did have some skin lesions, which, you

           6       know, it is difficult to judge what they were like from

           7       the clinical notes, but they weren't -- and if there is

           8       a disseminated -- you know, a wide-spread staphylococcal

           9       septicaemia, you can have skin lesions appearing, but

          10       there is no indication from the notes that that was the

          11       case there.  If they had suspected staphylococcal

          12       septicaemia, that would have generated all sorts of

          13       other tests and investigations.

          14   Q.  Is there any evidence of that?

          15   A.  No.

          16   Q.  Let's then look at the section dealing with medical

          17       management in this report, where you begin looking at

          18       that on page 13.  Let's look, first of all, at the

          19       medical review.

          20           What conclusions were you able to come to in

          21       relation to this aspect of management?

          22   A.  I got the impression that there were missing pages

          23       within the notes I was provided with, but even within

          24       the flow of the pages I was provided with, it looked

          25       like there were infrequent reviews, particularly between
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           1       the 1st and the 7th and between 8 and 14 February.

           2   Q.  If we look at February, first of all, if we turn to

           3       page 12 of the clinical notes -- perhaps we can go back

           4       a page to page 11.  On page 11, towards the bottom, can

           5       we see there is an entry for 17 January, FY1 note.  Do

           6       we see that?

           7   A.  Yes.

           8   Q.  Then, if we put the next page beside it, page 12, the

           9       next entry we have is for 1 February.  Of course, what

          10       we can't say is whether or not there might be a missing

          11       page between 17 January and 1 February, but if there

          12       isn't, then, on 1 February, there is a dietician review,

          13       and from the 17th onwards, is the next medical review on

          14       7 February?

          15   A.  Yes.

          16   Q.  So that is quite a gap?

          17   A.  Yes.

          18   Q.  If that is the correct position -- well, I suppose, in

          19       fairness, would the entry at the top of the page for

          20       1 February "Repeat bloods weekly", that would be

          21       a medical instruction?

          22   A.  Yes.

          23   Q.  So possibly the gap between a doctor being involved is

          24       from the 17th to the 1st.  That is still a fairly

          25       lengthy period of time.  Is that fair?
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           1   A.  Yes.

           2   Q.  Assuming that is the correct position, should there have

           3       been greater review?

           4   A.  Yes.

           5   Q.  "Repeat bloods weekly".  Would you categorise that as

           6       a review of the patient?

           7   A.  If a patient has moved to the stage where they are over

           8       all their medical problems and it is purely either

           9       a rehabilitation problem or it is a prolonged wait for

          10       appropriate social care, then the patient may not need

          11       medical review, but you would also assume they wouldn't

          12       need any blood tests doing either.  So if a patient is

          13       well and stable but awaiting a nursing home placement,

          14       if they were in general practice, you wouldn't be doing

          15       a blood test every week.

          16   Q.  If we look at the entries, then, thereafter, we have an

          17       entry on 8 February and then there is an entry on the

          18       14th.  I think we can remind ourselves that she tested

          19       positive for C. diff with a sample taken on 10 February,

          20       so between those two dates the sample tested positive.

          21       Can we see on the 14th that it is said the stool sample

          22       was sent on the 10th, C. diff positive?  Would you have

          23       expected medical review to have taken place at some

          24       point between the 8th and the 14th?

          25   A.  Yes.
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           1   Q.  I think after the 14th, if we turn to page 13, I think

           2       the next date we have is over a month later, for

           3       17 March.  I think a reasonable inference to take would

           4       be that there must be some pages missing to cover that

           5       period?

           6   A.  I assume so.

           7   Q.  If the gap from 17 January, that's on page 11, through

           8       to 1 February on page 12 is a real gap, in the sense

           9       there is no missing pages, and, as we know, Mrs Hamilton

          10       tested positive for C. diff during that period, should

          11       there have been at least a medical review at the time

          12       when she was positive for C. diff?

          13   A.  Yes.

          14   Q.  I think there have been some additional records

          15       recovered which you may not have seen.  Can we look at

          16       GGC27230009?  I don't think you have referenced these.

          17       Can we see, in fact, that this may be one of the missing

          18       pages because we have entries starting from

          19       18 January -- do you see that?  If we have page 11 still

          20       on the screen, where the last entry is 17 January, can

          21       we now put this page next to it, and does it seem to be

          22       the case that there were entries in the clinical notes

          23       on 18 January through to 1 February?

          24   A.  There are.

          25   Q.  You hadn't seen this page?
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           1   A.  No.

           2   Q.  If we just look at what the position was, and bearing in

           3       mind that Mrs Hamilton was positive for C. diff on

           4       21 January, was she reviewed at about that time?

           5   A.  From this, she's next reviewed on the 23rd.

           6   Q.  Would that be appropriate, then, in relation to that

           7       particular diagnosis?

           8   A.  It's not clear from this what assessment of the patient

           9       took place.  So if you look at the entry on the 23rd,

          10       again, you know, the similar points we've raised this

          11       morning about hydration, the abdominal signs.  It may be

          12       that the patient was assessed and it is just not

          13       documented.

          14   Q.  Then there is another entry for 25 January, which says

          15       "C. diff positive".  What about this?  Is this an

          16       appropriate medical review?

          17   A.  I mean, here they have indicated that on treatment with

          18       metronidazole there is now -- I presume that is "one

          19       formed stool only", which suggests the patient is

          20       getting better.  So that may be adequate.

          21   Q.  But, in any event, does it appear, then, in what would

          22       seem was a long gap previously, there was, in fact,

          23       medical intervention over that lengthy gap?

          24   A.  Yes.

          25   Q.  If we turn to page 14 of your report, again, you discuss
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           1       the use of the ciprofloxacin and also the vancomycin.

           2       You go on to say that quinolone antibiotics including

           3       ciprofloxacin are considered higher risk antibiotics for

           4       developing C. difficile, and so it is possible that this

           5       incorrect usage of ciprofloxacin here increased her risk

           6       of acquiring C. difficile diarrhoea.  You say that she

           7       would have needed to be exposed to spores as well; is

           8       that right?

           9   A.  Yes.

          10   Q.  Is that your view, that it was the ciprofloxacin that

          11       may have made her susceptible to the C. diff?

          12   A.  Yes.

          13   Q.  The point you make about the discharge summary, can we

          14       look at that?  It is on page 3 of the records.  We have

          15       that now on the screen.  What is the point you are

          16       making here in your report?

          17   A.  There is no reference to the Clostridium difficile

          18       infection there.

          19   Q.  Do you consider that should have been mentioned in the

          20       discharge, assuming this is the full summary?  Would you

          21       expect that to be in that document?

          22   A.  Yes.  The reason for highlighting that it should be

          23       there is partly, you know, factual, but also the next

          24       doctor seeing this person, deciding what antibiotics to

          25       give them if they deteriorate, would be looking at that.
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           1       If there is a clear mention there that she'd had

           2       Clostridium difficile, it might have influenced

           3       subsequent antibiotic choices.

           4   Q.  You then indicate that there wasn't a stool chart in the

           5       records; is that right?

           6   A.  Yes.

           7   Q.  Just on that, and we have, I think, discussed this in

           8       relation to previous cases, what input, if any, should

           9       the doctor have to whether or not a stool chart should

          10       be in place?

          11   A.  They should be requesting one if there is not one there.

          12   Q.  Did you see any evidence in any of the cases you looked

          13       at that the doctors, in cases where there wasn't a stool

          14       chart, had requested a stool chart?

          15   A.  No.

          16   Q.  For whose assistance is the stool chart?  By that I mean

          17       nursing or medical?  Or is it, indeed, for both?

          18   A.  For both: nurses for assessing treatment and to allow

          19       them to communicate with families, in terms of -- and

          20       working out if treatment is improving or not, so that

          21       nurses can highlight it up to the doctors if there is

          22       a deterioration; and for doctors assessing whether the

          23       treatment that they are giving is working; and then,

          24       thirdly, for infection control purposes, for knowing

          25       whether the person needs to remain in isolation or not.
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           1   Q.  I think you return, towards the end of the section, to

           2       the matter of medical review.  You raise the point about

           3       there being significant missing pages.  Certainly, we

           4       have seen at least one example of that.  But where you

           5       can be satisfied that there are no missing pages -- by

           6       that I mean if you are looking at the one page -- were

           7       you able to come to a view in relation to that, on that

           8       approach, whether or not the medical review was

           9       adequate?

          10   A.  I think they were not frequent enough and not clear

          11       enough in their documentation.

          12   Q.  If we then look at your conclusions for this particular

          13       patient, one of the main points you make relates to the

          14       use of the ciprofloxacin; is that right?

          15   A.  Yes.

          16   Q.  One of the other main points you make relates to medical

          17       review, even if one allows for there being incomplete

          18       records.  You still consider the medical review that you

          19       can see was not adequate?

          20   A.  Yes.

          21   Q.  Delay in commencing appropriate treatment for C. diff.

          22       Was there a delay in that?  If you turn to page 11 of

          23       your report, that might help.

          24   A.  So the stool sample's sent on the 10th and the

          25       metronidazole was commenced on the 14th, so there is
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           1       a gap between the stool sample being sent and a positive

           2       sample being understood and acted on.

           3   Q.  Would you generally tend to wait at least until the

           4       report has come back from the lab that it is a positive

           5       result?

           6   A.  I think there are two options at that point.  If the

           7       nurses have a high index of suspicion of

           8       Clostridium difficile being present, just from the

           9       appearance and odour of the stool, and we know that the

          10       nurses' clinical impression is generally 90 per cent

          11       accurate, which is probably a higher accuracy than the

          12       current -- than the testing that was available at that

          13       time, so a nurse's impression was a better judge than

          14       a formal microbiological test.  So if you have got the

          15       nurses saying, "We think very strongly that this is

          16       Clostridium difficile disease", then I think it is

          17       perfectly reasonable to start treatment while you wait

          18       for a positive result.

          19           If there is some doubt, so there are lots of other

          20       potential causes for the diarrhoea, then it would be

          21       good practice to wait, if the patient was well.  If the

          22       patient was very unwell, then there would be good reason

          23       to get on with treatment whilst you wait for the result.

          24   Q.  If we --

          25   A.  Sorry, can I carry on?
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           1   Q.  Yes.

           2   A.  Your other part of the decision tree there would depend

           3       on how prompt your testing was.  So if you have same-day

           4       testing, then it is perfectly reasonable to wait.  If

           5       you think there is going to be a prolonged delay, then,

           6       again, that would be a reason to treat and wait --

           7       whilst you wait for the results.

           8   Q.  If we look at the position here, we, I think, know the

           9       specimen was collected on the 10th.  If we look at the

          10       report GGC27230014.  If we look at the nursing notes,

          11       GGC00260051, and we are looking to the right-hand page,

          12       it is part of the entry, I think, for 13 February, and

          13       at 1630, a few lines down, can we see that the stool

          14       sample has been reported to the nurses as showing

          15       positive for C. diff?  Do you see that?

          16   A.  It's not clear to me what date that refers to.

          17   Q.  It is not clear by looking at that.  But at the bottom

          18       of the left-hand side, it looks like 13 February, and

          19       then, if we move on to the right, it seems to be related

          20       to the 13th because we then see the date the 14th below

          21       that.  So it would appear that the nurses knew on the

          22       13th that there was a positive result?

          23   A.  Okay.

          24   Q.  I think, as we have seen from the clinical notes, the

          25       doctors were not involved until 14 February.  That is on
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           1       page 12.  So there is some delay in the report back from

           2       the lab; is that how it looks?

           3   A.  I think there are a number of points where there's delay

           4       there.

           5   Q.  Could you elaborate on that?

           6   A.  A sample being sent on the 10th but a result not being

           7       available to the ward until the 13th is still a long

           8       delay, and then a further delay from the nurses being

           9       aware -- although it is not clear -- presumably, that

          10       was a phoned result, to the 14th, that is an additional

          11       delay.

          12   Q.  It was on the 14th that the metronidazole was started?

          13   A.  That's my understanding.

          14   Q.  Finally, then, if we can go back to your conclusion on

          15       page 16, I think we have covered the points that you set

          16       out there, unless there are any further points that you

          17       feel you should draw to our attention.

          18   A.  I think we have covered the key points there.

          19   Q.  The next case I want to look at is that of Rose Burns.

          20       Your report is at EXP01040001.  Can we see that

          21       Mrs Burns' date of birth you have noted as

          22       23 November 1925?

          23   A.  Yes.

          24   Q.  Her date of death is 14 November 2008?

          25   A.  Yes.
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           1   Q.  If we look at the death certificate, SPF00050001, can we

           2       note that she was 82 years of age when she died on

           3       14 November 2008?

           4   A.  Yes.

           5   Q.  She died at the Castleview Nursing Home in Dumbarton,

           6       and we see that the cause of death is put forward as

           7       non-Hodgkin's lymphoma?

           8   A.  Yes.

           9   Q.  If we look at your report, and turn to page 4, you give

          10       us some insight into her previous medical history; in

          11       particular, the non-Hodgkin's lymphoma; is that correct?

          12   A.  Yes.

          13   Q.  Did she require to receive chemotherapy for that?

          14   A.  Yes.

          15   Q.  How did that progress?

          16   A.  As is often the case with chemotherapy, there are

          17       significant side effects and the older and frailer you

          18       are, the harder it is to tolerate those, so the

          19       chemotherapy was changed to a single agent, rituximab,

          20       which is another drug that will treat the lymphoma but

          21       also make you slightly more prone to infections.

          22   Q.  Did Mrs Burns have a number of admissions to the Royal

          23       Alexandra Hospital and the Vale of Leven in the course

          24       of 2007 and 2008?

          25   A.  I have noted multiple admissions.
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           1   Q.  If you turn to page 6 of your report, where you are

           2       looking at I think what you call the first admission.

           3       If you go back to page 5, you say this is the first

           4       admission, from 13 November to 16 November.  Was she

           5       admitted at that time, having been referred by her GP

           6       with a temperature, tachycardia and shivery?

           7   A.  Yes.

           8   Q.  Did they take a stool sample to test for C. diff during

           9       this admission, which I think was a short admission?

          10   A.  There was a positive C. diff sample from that admission.

          11   Q.  If we look at GGC22480662, the sample was collected on

          12       14 November 2007 and received by the lab on the 15th; is

          13       that right?

          14   A.  Yes.

          15   Q.  We note that the formal report was not until

          16       19 November, some days later?

          17   A.  Yes.

          18   Q.  Looking to your discussion on this admission on page 6,

          19       was Mrs Burns discharged from the Vale of Leven on

          20       16 November?

          21   A.  Yes.

          22   Q.  So she was really in hospital, effectively, for three

          23       days, from the 13th to the 16th, in the course of this

          24       admission?

          25   A.  Four days.
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           1   Q.  What about the C. diff positive result, then?  Did you

           2       see much discussion about that in the records?

           3   A.  I couldn't find any record that the C. diff positive

           4       result was recognised or acted upon.

           5   Q.  What about the discharge letter?  Did that mention

           6       C. diff?

           7   A.  No.

           8   Q.  Could this be described as a mild dose of C. diff?

           9   A.  Presumably, if she was well enough to go home -- there's

          10       limited documentation to make a judgment there, though.

          11   Q.  What you have noted on page 6 is that, on day 2 of her

          12       admission, she was improving and had formed stools; on

          13       day 3 she had no bowel motion.  Then she was discharged

          14       home.

          15   A.  Yes, presumably mild.

          16   Q.  But, in any event, not, it would appear, focused on by

          17       the medical staff?

          18   A.  That's right.

          19   Q.  Do you set out, on pages 6 to 9 of your report, some

          20       information in relation to other admissions that

          21       Mrs Burns had to the Vale of Leven and the Royal

          22       Alexandra Hospital?

          23   A.  Yes.

          24   Q.  If we focus on page 9, which you describe as

          25       admission 5, is this an admission that took place on
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           1       25 April 2008?

           2   A.  Yes.

           3   Q.  I don't think C. diff featured in the other admissions,

           4       other than the first one we looked at; is that correct?

           5   A.  That's right.  I think the only thing I would highlight

           6       would be when she was admitted for the second time,

           7       staff needed to treat her with an antibiotic and they

           8       weren't aware of her recent C. diff status in terms of

           9       helping them choose an antibiotic.  That may have

          10       influenced their choice of antibiotic if they had known.

          11   MR WOOD:  I wonder if I could have a clarification, my Lord.

          12       I have two admissions.  The witness referred to the

          13       second admission.  The second admission, as I understand

          14       it, it is divided into 2(a), which is an admission to

          15       the Royal Alexandra, and 2(b), which is to the

          16       Vale of Leven.  I'm not quite clear to which of those he

          17       is referring in the comments he has just made.

          18   LORD MACLEAN:  Mr MacAulay?

          19   MR MACAULAY:  Can we just clarify that?  Admission 2, you

          20       include the initial admission into the Royal Alexandra

          21       on 14 December to 18 December and then the transfer to

          22       the Vale of Leven on 18 December to 21 December.  So you

          23       look upon that as the one admission in two parts?

          24   A.  Yes.

          25   Q.  The point you made about the staff not being aware that
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           1       she'd tested positive for C. diff, to which hospital did

           2       that relate?

           3   A.  2(a), the admission to RAH, when they were initiating

           4       the antibiotics.

           5   Q.  What about when she was transferred to the Vale of Leven

           6       on 18 December?  Was she given any antibiotics in the

           7       Vale of Leven?

           8   A.  I have got very limited documentation around that

           9       admission to the Vale of Leven.

          10   Q.  If we move on, then, to what you describe as

          11       admission 5, and that is the admission from 25 April to,

          12       you think, 29 May, what was the background to this

          13       admission to the Vale of Leven?

          14   DAME ELISH:  Sorry, my Lord, to interrupt Mr MacAulay, but

          15       before moving away from admission 2(b), at the top of

          16       page 8 the entry for GGC22480113 in Dr Sheridan's report

          17       refers to consideration of C. diff at that point.

          18   MR MACAULAY:  If I can pick that up for you, Dr Sheridan, we

          19       are at admission 3 now.  This is one from 25 February to

          20       7 March.  We can see that from page 7.  She has,

          21       I think, diarrhoea during this admission; is that right?

          22   A.  I think this is an example of where there was good

          23       recognition of diarrhoea, the nurses promptly requesting

          24       a side room, promptly sending off samples and

          25       considering C. diff as part of it.  So that is all
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           1       documented to illustrate that.

           2   Q.  The sample wasn't positive?

           3   A.  That's my understanding.

           4   Q.  What you tell us at the top of page 8 is that the

           5       doctor's clerking had included documentation of no

           6       recent antibiotic usage or contact with other D&V,

           7       that's diarrhoea and vomiting, cases.  They also

           8       considered C. difficile right from the start, as she had

           9       previously been toxin positive in 2007?

          10   A.  I think that's an example of a good clerking and a good

          11       dig through her previous history.

          12   Q.  Are you contrasting that to the previous example where

          13       the staff didn't appear to be aware of the previous

          14       history?

          15   A.  Yes.

          16   Q.  I was striving to look at the fifth admission on page 9.

          17       I think I got to the point where I had asked you to

          18       perhaps explain what the purpose behind that admission

          19       was?

          20   A.  So she was referred back in by her general practitioner

          21       because she'd had diarrhoea for three days and had

          22       become more frail and dehydrated.

          23   Q.  Did they then take a stool specimen from her to test for

          24       C. diff toxin?

          25   A.  I had noted that they'd promptly thought of the stool
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           1       sample and isolation.  So they were considering C. diff

           2       right from the start there.

           3   Q.  That particular specimen, did it prove to be a negative

           4       result?

           5   A.  Yes.

           6   Q.  But in the course of this admission, did she in fact

           7       test positive for C. diff or not?

           8   A.  On 20/5/08 she subsequently tested positive.

           9   Q.  If we look, then, at the report, it's at GGC00060114.

          10       Here we have a report for a sample collected on 20 May

          11       and received on 20 May, and can we see this is

          12       a positive result?

          13   A.  Yes.

          14   Q.  Was Mrs Burns then treated with metronidazole for this

          15       particular bout of C. diff?

          16   A.  Yes.

          17   Q.  Did she -- was she discharged on 29 May 2008?

          18   A.  That's my understanding.

          19   Q.  I think there is some confusion in the records where

          20       there is 29 May or 1 June, but around that time, in any

          21       event, she was discharged?

          22   A.  Around that time.

          23   Q.  You make a point about the discharge letter, I think --

          24       is that correct -- at this point in time?

          25   A.  I wasn't clear if that was a discharge letter for her GP
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           1       or a transfer letter between wards.

           2   Q.  Can you give me the reference for that?  I don't seem to

           3       have noted it.

           4   A.  GGC22480027.  If you look at the top at the dates, the

           5       admission and discharge dates there would suggest it's

           6       more --

           7   Q.  An interward discharge?

           8   A.  -- an interward, although it's got "Discharge to home"

           9       written there.

          10   Q.  It is not very clear, but the point you make, I think,

          11       in your report is that there is no -- it suggests that

          12       she was C. diff negative; is that correct?

          13   A.  So if that was the transfer letter between wards on the

          14       16th, at that point she was still C. diff negative.

          15   Q.  In any event, she's discharged, either on 29 May or

          16       1 June, from the Vale of Leven?

          17   A.  Around then, yes.

          18   Q.  So in this admission that we have been looking at, which

          19       you describe as the fifth admission, she's in hospital

          20       for a little over a month, but in that time she does

          21       test positive for C. diff?

          22   A.  Yes.

          23   Q.  The next admission that you focus on is what you

          24       describe as admission 6, where you tell us the admission

          25       was on 21 June 2008; is that correct?
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           1   A.  Yes.

           2   Q.  What was the reason behind this admission?

           3   A.  This is a few weeks after she'd been discharged home,

           4       and the GP referred her in because she had severe

           5       diarrhoea and was not able to manage that because she

           6       was living on her own.  The GP was aware of the C. diff

           7       positive result from before within the referral letter.

           8   Q.  In the course of this admission, was she tested for

           9       C. diff?  Perhaps I can help you with that.  If we have

          10       on the screen GGC22480204 --

          11   A.  Yes.

          12   Q.  -- can we see that on the 22nd, the day after her

          13       admission, there was a sample collected which proved to

          14       be a negative result?  Is that correct?

          15   A.  That's a negative result there.

          16   Q.  I'm sorry?

          17   A.  Have you discussed previously the differences between

          18       a negative result and a positive result and what that

          19       means?

          20   Q.  Perhaps you can help us with that.  We thought we had,

          21       but what do you mean?

          22   A.  I don't want to go over old ground if you have already

          23       covered this with other witnesses, so stop me if you

          24       have.  When you view a test as positive or negative,

          25       that doesn't mean a definite yes and a definite no; it
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           1       is a likelihood.  So a positive result is very, very

           2       likely to be positive.  A negative result is only about

           3       80 per cent likely to be negative.  There is still a one

           4       in five chance it could be a wrongly reassuring negative

           5       result and there still could be C. diff, by the tests

           6       done at that time.

           7   Q.  That is what I think has been referred to in evidence as

           8       a false negative.

           9   A.  Yes.

          10   Q.  From the point of view of the clinician at that time,

          11       would the clinician be entitled simply to rely on the

          12       negative result?

          13   A.  So if I had that test that was in use at that time and

          14       I got a negative result on somebody who had previously

          15       been C. diff positive and had multiple admissions and

          16       antibiotics, I would be talking to the nurses about what

          17       does the diarrhoea look like and smell like, because

          18       I'd trust the nurses more than the test at that point,

          19       and I would retain a high index of suspicion and might

          20       even go on and send up to three tests before you

          21       absolutely believed the negative result.

          22   Q.  Can you say what happened here, then?  I think there is

          23       another report, it is probably page 5 in the same series

          24       of records.  Perhaps put the two together on the screen

          25       and see if that helps.  Can we just have the two reports
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           1       together?  We have the two reports in the records, but

           2       do they look like duplicates, same dates?

           3   A.  You have different collection times on them.

           4   Q.  Yes, and different lab numbers.  So could it be, then,

           5       that -- well, we have one collected at 0720 on the 22nd,

           6       and the other collected at 2300.  So does it appear that

           7       they may have taken two specimens?

           8   A.  Yes.

           9   Q.  And both were negative?

          10   A.  Yes.

          11   Q.  You would say that would be good practice?

          12   A.  Yes.

          13   Q.  It is difficult, I know, to work out from the records

          14       when Mrs Burns was discharged from hospital following

          15       this admission, but was she discharged sometime probably

          16       in the second half of July?

          17   A.  Yes.

          18   Q.  I think that concludes your examination of her hospital

          19       admissions.

          20   A.  Yes.

          21   Q.  If we look at your review of her antibiotic history

          22       generally, on page 17 of your report, in relation to the

          23       first admission that you mention, that's from

          24       13 November to 16 November, the short admission we

          25       focused on earlier, what antibiotic treatment did she
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           1       receive at this time?

           2   A.  Admission 1, ciprofloxacin.

           3   Q.  Perhaps you can tell us, because I think you have

           4       a section where you set out the dates when the

           5       antibiotics were given.  This is on page 13.  Does that

           6       help, if you turn to page 13 of your report?

           7   A.  So she was prescribed ciprofloxacin for, at that point,

           8       either a chest infection or a community-acquired

           9       pneumonia or for gastroenteritis.

          10           For a community-acquired pneumonia, ciprofloxacin is

          11       simply not an antibiotic you would want to choose

          12       because it has not got particularly good coverage for

          13       Streptococcus pneumoniae, and I have listed a few

          14       guidelines that highlight that.

          15           There are a few occasions you would use it for

          16       gastroenteritis, so if you are off travelling and

          17       acquired diarrhoea when you're trekking overseas, it

          18       might be the sort of thing travellers might carry with

          19       them, but that's different to the gastroenteritis that

          20       would bring an elderly person into hospital and, in

          21       general, you would not want to treat, unless you had

          22       a very high suspicion of something like a salmonella or

          23       shigella, and there was no evidence she had either of

          24       those.

          25   Q.  Do you consider the ciprofloxacin should have been given
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           1       or not?

           2   A.  No.

           3   Q.  If we look at page 1 of your report, have you noted that

           4       it was administered from 13 November to 15 November?

           5   A.  Yes.

           6   Q.  She also tested positive for C. diff during this

           7       admission?

           8   A.  Yes.

           9   Q.  Could the ciprofloxacin have had any bearing on that,

          10       this ciprofloxacin?

          11   A.  Yes, although I think the GP had also noted she'd had

          12       a long problem with diarrhoea.  I don't think it was

          13       particularly recognised back then, but increasingly,

          14       either recognition is better or the disease is changing,

          15       but up to a third of hospital admissions -- up to

          16       a third of patients with Clostridium difficile, their

          17       C. diff is originating in the community, some of which

          18       is difficult to untangle what's pure community-related

          19       and what is -- people have had some contact with

          20       hospital.

          21           Then, within that group who are purely community

          22       acquired, there is a small and growing percentage who

          23       haven't had antibiotic exposure.  So there is a small

          24       chance that she had chronic C. diff that was picked up

          25       by being in hospital, but it is much more likely that

                                           125

           1       she acquired it as a consequence of being on

           2       ciprofloxacin.

           3   Q.  Although -- and this is why I raised the point with

           4       you -- as we've seen, the ciprofloxacin was first

           5       prescribed on 13 November, and the specimen that tested

           6       positive was collected on 14 November.  So there is but

           7       a day of ciprofloxacin being given.  Would that suffice

           8       to make her susceptible to C. diff?

           9   A.  I think we start drifting from where I have tried to

          10       stick to very factual information to speculating, but

          11       I have seen cases of antibiotics, a single dose given

          12       perioperatively as routine and, within 24 hours,

          13       patients having Clostridium difficile disease.

          14           I think, generally, people would expect there to be

          15       at least an incubation period, but a single antibiotic

          16       for a single day can do it within 24 hours.

          17   Q.  In any event, ciprofloxacin is one of those

          18       broad-spectrum antibiotics that can make a patient

          19       susceptible to C. diff?

          20   A.  Yes.

          21   Q.  What, then, are you saying here in relation to the use

          22       of ciprofloxacin?  Do you consider that it wasn't

          23       appropriate in the circumstances?

          24   A.  Yes.

          25   Q.  What would you have given?
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           1   A.  I think there was good evidence that she had

           2       a community-acquired pneumonia.  There is an abnormal

           3       chest X-ray.  She had a high respiratory rate.  Her

           4       oxygen levels were low.

           5           I would have gone for oral amoxicillin first line

           6       and, if she wasn't responding to that, then to Augmentin

           7       and clarithromycin.

           8   Q.  If we move on, then -- I think you give us some

           9       citations from the formularies to support your position

          10       there on page 18.  If you turn to page 19, here you say

          11       on the second admission she was treated for a severe

          12       community-acquired pneumonia with intravenous

          13       ceftriaxone.  Is that correct?

          14   A.  Yes.

          15   Q.  Was that appropriate?

          16   A.  At the time and by the guidelines, yes.

          17   Q.  The third admission, she was treated for a proven

          18       coliform urinary tract infection with trimethoprim; is

          19       that right?

          20   A.  Yes, and that fitted guidelines and it was what the

          21       coliform was sensitive to.

          22   Q.  In admission 4, you say she was treated empirically with

          23       oral amoxicillin.  Again, I think you thought that was

          24       a reasonable approach.

          25   A.  When patients are admitted into hospital hypothermic, it
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           1       is often very, very difficult to be sure where the

           2       infection is.  They may not display the normal signs.

           3       Because, as the body shuts down, you don't have things

           4       like a high respiratory rate if you have got

           5       a pneumonia.

           6           That group of patients invariably -- or are very,

           7       very likely to have an infection underlying why they're

           8       hypothermic.  So getting on and treating with

           9       antibiotics right from the start is a reasonable

          10       approach in this group of people.

          11   Q.  The fifth admission was in May.  You say she was treated

          12       for a possible urinary tract infection with Augmentin.

          13       Do you consider that was appropriate?

          14   A.  It was a reasonable antibiotic to choose and it was

          15       subsequently shown to be sensitive to the antibiotic.

          16   Q.  It was resistant to the trimethoprim, which might have

          17       been the first port of call?

          18   A.  Yes.

          19   Q.  So that was an appropriate choice of antibiotic?

          20   A.  Yes.

          21   Q.  Then I think you also said she was given some

          22       antibiotics for a chest infection, is that right, during

          23       this particular admission?

          24   A.  Yes, she had further signs of a chest infection and she

          25       was given intravenous antibiotics initially and oral
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           1       clarithromycin was added to that.

           2   Q.  What about that approach, then?  Was that an appropriate

           3       approach?

           4   A.  It fitted with the local guidelines at the time.

           5   Q.  But, then, was there a change to ciprofloxacin?

           6   A.  The use of ciprofloxacin wasn't completely clear why

           7       they'd chosen that.  It wouldn't be the antibiotic of

           8       choice for the pneumonia.  She was on probably the

           9       correct antibiotics at that point.  She had a catheter

          10       urine sample sent around that time, which was sensitive

          11       to ciprofloxacin, but it was also sensitive to

          12       Augmentin, so there was no need to change from Augmentin

          13       to ciprofloxacin to cover that.

          14   Q.  Did you understand, then, why the change was made?

          15   A.  I couldn't follow their rationale for doing that.  There

          16       didn't seem to be a logical explanation.  I think the

          17       other point there was, if you follow the clinical

          18       documentation, it looks like the patient was improving

          19       at that point.  So if you have got a patient who is on

          20       antibiotics and improving, to start changing the

          21       antibiotics and broadening the coverage further or using

          22       more potent antibiotics didn't make clinical sense

          23       either.

          24   Q.  On this occasion, was Mrs Burns given the antibiotics

          25       from the -- the ciprofloxacin from 6 May to 12 May?  Do
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           1       you see that on page 13 of your report?

           2   A.  Yes.

           3   Q.  On page 21, you say in the second sentence:

           4           "The use of ciprofloxacin here was unnecessary.  She

           5       completed the ciprofloxacin on 12 May.  She became

           6       C. diff positive on 20 May."

           7           Do you see a connection between the ciprofloxacin

           8       and the fact that she contracted C. diff?

           9   A.  Yes.

          10   Q.  What is the connection there, then?

          11   A.  So ciprofloxacin is one of the highest-risk antibiotics.

          12       There are various different papers that have tried to

          13       compare how the risk of getting C. diff is compared with

          14       different antibiotics, and there are wide ranges of

          15       numbers given, but however you interpret that,

          16       quinolones are the highest-risk antibiotic,

          17       significantly higher than other antibiotics.

          18           So if you compare the risk of trimethoprim against

          19       ciprofloxacin, the risks are anything from three or four

          20       times higher up to 30 times higher.

          21   Q.  If we move on to the next section of your report, on

          22       page 21, where you briefly review Mrs Burns' antibiotic

          23       history for C. difficile, I think you consider that the

          24       antibiotic management for C. difficile was appropriate?

          25   A.  Yes.
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           1   Q.  In relation to medical management, which is the next

           2       section of your report, and we turn to page 22, do you

           3       list on page 22 what you would describe as examples of

           4       good practice that you were able to ascertain from the

           5       medical records?

           6   A.  Yeah, there were a number of things that they did that

           7       we would consider good practice.

           8   Q.  You have a sort of balance sheet.  You have examples of

           9       good practice on page 22, and then, on page 23, you have

          10       examples of practice that you consider to be poor.

          11   A.  Yes.

          12   Q.  If we look at the positive aspects first of all, can you

          13       summarise the main points for us?

          14   A.  I think the bits I would want to flag up is that, in

          15       lots of the reports, I have criticised communication and

          16       here there were some examples where communication was

          17       good.  So the GP referring patient in with diarrhoea has

          18       highlighted that the patient had C. diff, which allows

          19       the admitting nurses and doctors to think about

          20       isolating the patient right from the start, which helps

          21       prevent outbreaks in the first place.

          22           I think the admission on 25 April, the staff there

          23       are promptly considering isolating the patient, are

          24       promptly sending stool samples.  Again, on 21/6, when

          25       she was admitted to hospital, the staff knew she had
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           1       diarrhoea and they were able to bypass the acute

           2       medicine unit.  So, you know, I think that is all

           3       examples of teams trying to be proactive.

           4   Q.  Do you also say -- this is the penultimate bullet

           5       point -- that there was a stool chart for one of

           6       the admissions, which was filled in in a detailed way?

           7   A.  Yes, it is worth looking at that.

           8   Q.  All right, we can do.  It is GGC22480478.  I think it

           9       also goes into page 9.  So if we can have two pages on

          10       the screen.

          11   A.  So whilst that's not as clear as a Bristol stool chart,

          12       that's probably one of the best examples of the 11

          13       reports I saw of people trying to record in a logical

          14       way that is easy to understand, and that would be an

          15       easy way to understand.

          16   Q.  This is for the period from 27 April, I think, through

          17       to 10 May.  That is the period that's covered?

          18   A.  Yes.

          19   Q.  If we then turn to page 23 of your report, if we are

          20       focusing in particular on C. diff and how that was

          21       particularly managed, what points do you want to make

          22       here?

          23   A.  The same sort of points that sort of came up this

          24       morning, about limited documentation of assessing how

          25       unwell the patient is with C. diff and recognition that
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           1       there are complications, in particular sort of abdominal

           2       distension, which can be a sign of severe disease, or

           3       trying to address hydration.  They would be probably the

           4       main two things I would want to flag up there.

           5   Q.  At the second bullet point -- I think this is a point

           6       you made already -- there was no evidence of any

           7       documentation in medical notes of any medical review of

           8       her C. difficile or response to treatment and there were

           9       inadequate medical reviews during this period?

          10   A.  Yes.

          11   Q.  That is similar to other points you have made.

          12   A.  Yes.  I think the same -- I mean, we will go through all

          13       11 reports, but the same issues generally come up again

          14       and again.

          15   Q.  What about the point you make -- it is the third-last

          16       bullet point, where you say that there's no evidence she

          17       ever had a rectal examination?  Was that relevant in

          18       particular in relation to her problems with C. diff?

          19   A.  When you're trying to assess why someone has diarrhoea,

          20       there are loads of reasons why someone can present with

          21       diarrhoea.  For an older person who is on strong

          22       analgesics, strong painkillers, like opiate-based ones,

          23       becoming constipated and then having overflow diarrhoea

          24       as a consequence of that is very, very common and it is

          25       the sort of thing that is very easily treated.  The
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           1       nurses will often recognise overflow diarrhoea as being

           2       very distinct in appearance and odour to a C. diff

           3       diarrhoea.

           4           It would be considered good practice to think about

           5       constipation and overflow diarrhoea in a person on

           6       opiates.  You wouldn't necessarily be thinking about it

           7       for everyone where there is a strong suspicion of

           8       C. diff, though.

           9   Q.  Now, then, if we go to page 25, I think you consider

          10       that a do not attempt resuscitation order was

          11       appropriate in the circumstances?

          12   A.  Yes.

          13   Q.  I don't think you take any issue with the death

          14       certification?

          15   A.  No.

          16   Q.  If we then look at your conclusions --

          17   LORD MACLEAN:  The death took place in the nursing home,

          18       didn't it?

          19   A.  Yes.

          20   LORD MACLEAN:  So would that be up to her GP?

          21   A.  Yes.

          22   MR MACAULAY:  It took place some months after her final

          23       admission.  She was discharged late July 2008 and she

          24       died on 14 November 2008.

          25   A.  Yes.
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           1   Q.  If we then look at your conclusions, I think the main

           2       issue you mention again is the use of ciprofloxacin,

           3       that you don't consider it to have been appropriate.

           4   A.  Yes.

           5   Q.  Is that, in summary, the main point you make?

           6   A.  Absolutely.  I think the other point to highlight would

           7       be that this is one of the examples where the staff were

           8       being proactive about diarrhoea, so during her multiple

           9       admissions were trying to admit her directly and isolate

          10       her and send off samples.  So whilst in a lot of

          11       the reports there would seem to be a low level of

          12       awareness, here I thought there was generally a high

          13       level of awareness.

          14   MR MACAULAY:  That concludes that case.  The next case

          15       I want to look at is Annie Johnson.  But if

          16       your Lordship were contemplating a short break, this

          17       would be a convenient point.

          18   LORD MACLEAN:  We will have a short break then.

          19   (3.00 pm)

          20                         (A short break)

          21   (3.20 pm)

          22   MR MACAULAY:  Dr Sheridan, before we move on to the next

          23       case, there is just one point I want to return to in

          24       relation to Mrs Burns' case, and I will just put this on

          25       the screen, it is the infection control card from her
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           1       records, and it is SPF00440001.

           2           The first admission, as we'd seen, Mrs Burns tested

           3       positive for C. diff, albeit that she was only in

           4       hospital for about three or four days.

           5           Can we see that the infection control nurse has

           6       written on 19 November:

           7           "Informed by lab staff.  Patient discharged home on

           8       16/11/07."

           9           Does it seem that the information in relation to her

          10       being C. diff positive may not have actually come

          11       through until Mrs Burns had been discharged home?

          12   A.  Yes.

          13   Q.  That might mitigate any subsequent failure to focus on

          14       C. diff, because I think that was one of the points that

          15       you made, albeit, of course, that the formal report

          16       would be in the records?

          17   A.  Yeah, and I think the point to highlight there would be

          18       to check with the GP records, was there some

          19       communication with the GP over that event happening.  It

          20       is just checking that there is a system to follow

          21       through positive results for people who have left.

          22   Q.  At least if the nursing and medical staff didn't know at

          23       the time and, therefore, didn't record that, then that

          24       might at least mitigate any subsequent --

          25   A.  Sure.
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           1   Q.  -- inability to focus on C. diff?

           2   A.  Yes.

           3   Q.  Can I then move on to Mrs Johnson's case?  Your report

           4       for her is EXP00980001.  If you look at the front page

           5       of the report, if we have it on the screen, have you

           6       noted that Mrs Johnson was born on 7 April 1919?

           7   A.  Yes.

           8   Q.  Have you also noted that she died on 13 April 2008?

           9   A.  Yes.

          10   Q.  If we look at the death certificate, it is at

          11       SPF00200001.  Can we see that Mrs Johnson was 89 at her

          12       date of death on 13 April 2008?

          13   A.  Yes.

          14   Q.  She died in the Vale of Leven, we see that noted, and

          15       then, looking to the cause of death, can we see that

          16       there are a number of different conditions listed there,

          17       including bronchopneumonia at I(a)?

          18   A.  Yes.

          19   Q.  Again, we will look at what you say about that later,

          20       but then, if we look at the report itself and turn to

          21       page 4, you give us some information about Mrs Johnson's

          22       past medical history and, in particular, that she had

          23       a history of hypertension and rheumatic heart disease;

          24       is that right?

          25   A.  Yes.
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           1   Q.  If we look at this admission we are looking at, if you

           2       turn to page 5, she admitted to Vale of Leven on

           3       11 March on a referral by her GP?

           4   A.  Yes.

           5   Q.  That is 11 March 2008?

           6   A.  Yes.

           7   Q.  What was the purpose behind the admission?

           8   A.  She'd become confused, was short of breath, couldn't

           9       mobilise, was incontinent of urine and had a cough and

          10       wasn't taking fluids in orally and, when she came into

          11       hospital, she was thought to be in congestive cardiac

          12       failure.  I think this -- the reason for flagging this

          13       part up is that they did good prudent avoidance of

          14       antibiotics and didn't actually immediately rush in with

          15       antibiotics but did a whole bunch of tests instead.

          16   Q.  If you turn to page 6 of the report, was she, in due

          17       course, at least, prescribed antibiotics?

          18   A.  Yes, she was subsequently found to have a urinary tract

          19       infection, prescribed Trimethoprim, which was

          20       appropriate by the sensitivities and by the local

          21       guidelines.

          22   Q.  If you turn to page 7 of your report, did she also

          23       require some psychiatric input?  I think you make some

          24       mention of that halfway down page 7.

          25   A.  Yes.  Although I wouldn't really call it psychiatric --
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           1       she didn't have a psychiatric condition, as such.  She

           2       had an acute confusional state, a delirium, as

           3       a consequence of being medically unwell.

           4   Q.  If we just focus on the antibiotics that she received

           5       when she was in hospital, generally, if you turn to

           6       page 12, you have already mentioned the trimethoprim

           7       which was prescribed for a suspected urinary tract

           8       infection; is that right?

           9   A.  Yes.

          10   Q.  I think you consider that was an appropriate response?

          11   A.  Yes.

          12   Q.  You tell us that she received possibly 7 out of 13

          13       prescribed doses.  What was the reason for that?

          14   A.  There is some mention that she wasn't taking medication

          15       or fluids orally.

          16   Q.  Then you also indicate that she was given ciprofloxacin;

          17       is that right?

          18   A.  As part of the team reacting to the fact that she wasn't

          19       taking things orally, they wanted to use an intravenous

          20       antibiotic and they went for intravenous ciprofloxacin.

          21   Q.  What about that?  Was that an appropriate response?

          22   A.  By the local guidelines at the time, ciprofloxacin IV

          23       was one of the drugs allowed as second-line prescribing,

          24       so it is not inappropriate.  If you look back at the

          25       sensitivities of the organism, though, they could have
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           1       used other antibiotics, but it is not an inappropriate

           2       use of it here.

           3   Q.  You also mentioned that she was given Augmentin; is that

           4       correct, on 1 April?

           5   A.  So she then got Augmentin in response to having a good

           6       history and signs of a pneumonia.

           7   Q.  Was that an appropriate response to that?

           8   A.  Yes.

           9   Q.  Again, you say that she received 13 out of the 18 doses.

          10       Was that for the same reason, that she wasn't taking the

          11       medication orally, or --

          12   A.  I would need to go back to all the individual codes for

          13       when she didn't have an antibiotic received.  I haven't

          14       documented that.

          15   Q.  We will leave that aside for the moment.  But on

          16       page 13, again you say that she was prescribed a further

          17       course of ciprofloxacin; is that right?

          18   A.  Yes.

          19   Q.  What was the thinking behind this?

          20   A.  At this point, they thought that she was unwell,

          21       possibly had a pneumonia that was hospital-acquired

          22       rather than community-acquired, so the types of bacteria

          23       that cause it are different, and so the antibiotics you

          24       need to use are sometimes different.  At that point,

          25       ciprofloxacin was within their guidelines for what to do
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           1       if you weren't responding to a first-line antibiotic.

           2   Q.  The ceftriaxone that she appeared to have been given on

           3       8 and 9 April, what was the purpose of that?

           4   A.  At this stage, it looked like she was unwell.  It looked

           5       like she was unwell secondary to a bacterial infection,

           6       and the ceftriaxone was an appropriate response to

           7       severe sepsis of unknown origin.

           8   Q.  So, again, that was appropriate?

           9   A.  Yes.

          10   Q.  I think there was some microbiology input into that; is

          11       that correct?

          12   A.  Yes.

          13   Q.  The amoxicillin that was prescribed on 11 April; why was

          14       that?

          15   A.  I have made a few leaps from putting two and two

          16       together from the notes, but for somebody who is

          17       becoming progressively drowsy and more confused,

          18       probably the only reason for adding amoxicillin to

          19       a cephalosporin would be for suspected listeria

          20       meningitis, which is a recognised reason.

          21           Listeria is a bug you would associate with some

          22       types of food poisoning, but it can also be something

          23       that causes a much more chronic form of meningitis and

          24       can make elderly patients confused.

          25   Q.  So it was prescribed, but was it given?
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           1   A.  It was prescribed and then it was crossed off before any

           2       doses were given.

           3   Q.  If your thinking is right, was it appropriate to

           4       prescribe the amoxicillin for listeria meningitis?

           5   A.  I think it was appropriate to consider it, but I think,

           6       at that stage, before she got given any, they got the CT

           7       scan back suggesting there was evidence of a stroke.

           8   Q.  So, in any event, it wasn't administered?

           9   A.  No.

          10   Q.  Then metronidazole.  This isn't for C. diff.  She is

          11       prescribed metronidazole on 11 April.  What was the

          12       thinking here?

          13   A.  So, again, at this stage, there were signs that she

          14       might have had a pneumonia.  It was thought to be the

          15       sort of pneumonia that happens if you aspirate, so food

          16       contents come back up from the stomach and go back onto

          17       the lungs.  When that causes a pneumonia, it is

          18       generally different bacteria to straightforward

          19       community- acquired pneumonia, so you need different

          20       antibiotics, and metronidazole would be an appropriate

          21       antibiotic to add in that context.

          22   MR KINROY:  My Lord, I wonder if we might just clarify --

          23       sorry to interrupt my learned friend -- page 13, I think

          24       we saw "despite trying to withhold antibiotics".  Do we

          25       see that on the page and was that the doctor's view that
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           1       this is what was going on?

           2   LORD MACLEAN:  Sorry, could you identify --

           3   MR KINROY:  My Lord, I am on page 13, I saw it a moment ago.

           4       I can't necessarily retrieve it quickly.

           5   LORD MACLEAN:  Do you mean in the notes?

           6   MR KINROY:  The report, page 13:

           7           "Ceftriaxone ... Despite trying to withhold

           8       antibiotics ..."

           9   A.  So when a patient has a temperature and is unwell,

          10       sometimes you need to rush in and give antibiotics

          11       immediately.  At other times, if the patient is less

          12       unwell and has already had multiple antibiotics already,

          13       it is often really good practice to wait and try to get

          14       off blood cultures and urine cultures and chest X-rays

          15       to try and be more sure what the bug is, because you are

          16       often going to find a bug that is going to be resistant

          17       or difficult to treat.

          18           So if, in that circumstance, you have the luxury of

          19       being able to wait before you prescribe an antibiotic,

          20       that is good practice.  I think here they tried to

          21       withhold antibiotics initially, and then, because the

          22       patient deteriorated, they were pushed into using them

          23       before they had a definite answer.

          24   MR MACAULAY:  That is acceptable in that sort of situation?

          25   A.  Absolutely.  It is always the trade-off of antibiotics,
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           1       between the patient's critically ill and within

           2       a sepsis -- there are two approaches of antibiotics.  If

           3       a patient is very unwell and septic, there have been

           4       various initiatives, such as Surviving Sepsis Campaign,

           5       where you would want to give potent antibiotics

           6       promptly, within one hour of recognising the patient is

           7       ill.

           8           There is a much bigger group of patients where the

           9       patient will have some signs of illness, but won't be

          10       critically ill, and you have the luxury of trying to

          11       wait until you have a proven bug you can then treat with

          12       the antibiotic.

          13   Q.  Then, if we move on to page 14 of this section of your

          14       report, I think, as we have seen as we have gone through

          15       the different antibiotics that she was prescribed, is it

          16       fair to say that the prescription of antibiotics here

          17       was perfectly reasonable, having regard to what was

          18       contained in the formularies at the time?

          19   A.  Yes.

          20   Q.  You also say there that, when antibiotics had been

          21       given, there was usually a clearly documented review of

          22       the patient's clinical condition and a rationale for

          23       using the antibiotic?

          24   A.  Yes.

          25   Q.  Can that be contrasted to some of the other cases you
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           1       looked at?

           2   A.  Absolutely.

           3   Q.  I think, as you touched upon, microbiology advice was

           4       also sought prior to using a cephalosporin?

           5   A.  Yes.

           6   LORD MACLEAN:  Could I ask you, in that connection, if there

           7       was a clearly documented review of the patient's

           8       clinical condition and a rationale for using the

           9       antibiotic, what do you attribute that to?

          10           In other words, putting it another way, is it

          11       because of the particular consultant who is advising?

          12       If so, who was he or she?

          13   A.  I think some people are better at their clinical

          14       documentation than other people.  I think some people

          15       keep a lot of information in their head and other people

          16       are much better about putting it down in the

          17       documentation.  That sometimes reflects how busy people

          18       are as well.

          19   LORD MACLEAN:  Yes.

          20   A.  I think it also varies depending on whether the

          21       consultant writes in the notes themselves or whether one

          22       of the junior doctors is writing in the notes while the

          23       consultant is talking to the patient and making

          24       decisions.

          25           I think if the consultants are writing in the notes
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           1       themselves, it will probably be much clearer.

           2           I think some junior doctors are extremely good at

           3       their documentation, and that generally follows role

           4       modelling from having worked with registrars or

           5       consultants who have practised in that way.  So that

           6       then comes back to their medical school, how they are

           7       taught to prescribe antibiotics, how they are taught to

           8       document and then what they see on the wards themselves.

           9   LORD MACLEAN:  Were you able to identify who was the

          10       consultant in charge?

          11   A.  I would need to go back to the notes for that.

          12   MR MACAULAY:  We can perhaps see if we can just focus on

          13       that while we have the records here.  If we go to the

          14       records at GGC00310011, we are looking at part of

          15       the admission documentation.  The section "Admitting

          16       consultant", is it -- Dr Akhter's name has been scored

          17       out.  Is that "McC"?  Is that what that looks like to

          18       you?  Or can you tell me?

          19   A.  It looks like "McC".

          20   Q.  There was a Dr McCruden, so whether or not that relates

          21       to him or not.

          22           If you turn to page 54 of the records, we are

          23       looking at the positive result for C. diff.  We might as

          24       well look at it anyway.  Can we see that it is

          25       addressed -- the clinician it is addressed to is
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           1       Dr McCruden, towards the top right?

           2   A.  Yes.

           3   LORD MACLEAN:  I don't particularly want to personalise

           4       this, and I didn't mean to do so, but it is in stark

           5       contrast to many of the cases we have already had, that

           6       you can actually say what you have said by the records,

           7       the medical records.  Because they are consistent, too,

           8       aren't they?

           9   A.  Yes.

          10   LORD MACLEAN:  Thank you.

          11   MR MACAULAY:  I think we do see Dr McCruden's name in some

          12       of the notes, particularly at page 25.  We needn't look

          13       at it, but we can note that at page 25 of the records.

          14           If we then look at the microbiology report we have

          15       on the screen, we can see the sample was collected on

          16       10 April, received by the lab on 11 April and printed

          17       off on 14 April.  Can we see that?

          18   A.  Yes.

          19   Q.  This is a positive result.  We can bear in mind that

          20       Mrs Johnson died on 13 April, so that was very shortly

          21       after the sample had been collected.

          22   A.  My understanding is that the result was only known

          23       about, despite the dates there, after she'd died.

          24   Q.  This is the next section of your report I wanted to go

          25       to, page 16 of the report, where you are looking at what
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           1       you call the events around the diagnosis of

           2       C. difficile.  You do note, I think, that Mrs Johnson

           3       had loose stools on 9 April; is that correct?

           4   A.  Yes.

           5   Q.  Can we look at page 56 of the records?  Can we see here

           6       that there was a sample collected from Mrs Johnson on

           7       24 March and received by the lab on 25 March?  This

           8       doesn't appear to have been tested for C. diff.

           9   A.  That's right.

          10   Q.  We see the -- under "Clinical details" it says:

          11           "CCF AF diarrhoea" and then specimen, "Semi-formed

          12       faeces".  But there is no suggestion it was tested for

          13       C. diff.  Were you able to work out from the records why

          14       that was?

          15   A.  I couldn't from the records, but I suspect the lab may

          16       have had -- you know, I would be guessing here, but

          17       I imagine the lab would only test samples that were

          18       actually liquid.  So if it was semi-formed, they may not

          19       have tested them routinely.

          20   Q.  That, then, may have been a decision made by the lab?

          21   A.  Possibly.

          22   Q.  Possibly.  But then, coming then to the discussion you

          23       have on page 16, you have mentioned what is in the

          24       records, and then you also say the fluid charts record

          25       loose stools on four occasions overnight on the 9th to
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           1       the 10th and once on the 10th; is that right?

           2   A.  Yes.

           3   Q.  I think we know that the first stool specimen that

           4       proved to be positive was probably collected on

           5       10 April.

           6   A.  Yes.

           7   Q.  The entry you mention at that last bullet point, you say

           8       that's the -- perhaps we can look at it, in fact, on

           9       page 23 of the clinical notes.  You are focusing on an

          10       entry on 9 April at 2200 hours, that's the last entry on

          11       the page; is that correct?

          12   A.  Yes.

          13   Q.  Can you read this for us?

          14   A.  So this looks like it is the Hospital at Night nurse

          15       practitioner:

          16           "Asked for advice of care.  Advised nursing staff to

          17       continue intravenous fluids and intravenous antibiotics.

          18       Monitor fluid balance - urinary output and diarrhoea."

          19   Q.  So -- sorry, carry on, just finish the note.

          20   A.  I'm not sure of the next bit:

          21           "Keep comfortable.  Do Not Attempt Resuscitation

          22       form completed.  Please confirm tomorrow the

          23       [resuscitation, the status] and active treatment plan.

          24       Senior house officer [that would be the doctor on call]

          25       aware."
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           1   Q.  This indicates that the medical staff were aware that

           2       the patient had diarrhoea, then, certainly as at

           3       9 April.

           4   A.  Yes.

           5   Q.  Looking to the specimen itself, then, it wasn't,

           6       I think, made aware -- the staff weren't made aware of

           7       the positive result until after Mrs Johnson died; is

           8       that your understanding?

           9   A.  Yes.

          10   Q.  If we look at the infection control card on SPF00590001,

          11       can we certainly note there that, on 18 April, the nurse

          12       has written:

          13           "Informed by lab staff.  Patient C. diff positive.

          14       Patient was on antibiotics for chest infection.  Patient

          15       died 13/4/08."

          16           So it is a few days after that that at least the

          17       infection control nurse has noted it?

          18   A.  Yes.

          19   Q.  Is it the case, then, that Mrs Johnson was not in fact

          20       treated specifically for her C. diff infection?

          21   A.  That's right, but she was on metronidazole for an

          22       alternative reason, which would have been an appropriate

          23       treatment for the C. diff.

          24   Q.  If we now look at that section of your report dealing

          25       with the medical management of this particular patient,
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           1       am I right in saying that, generally, you don't say

           2       anything critical of the way in which she was managed by

           3       the medical staff?

           4   A.  I think generally the management was okay.

           5   Q.  As I think you have already told us, in the second

           6       paragraph there you indicate that the patient received

           7       comprehensive assessments at frequent stages, including

           8       addressing her acute medical illness and recognition of

           9       how ill she was using illness severity scoring system,

          10       that's the MEWS system; is that how you saw it?

          11   A.  Yes.

          12   Q.  You also thought she was regularly reviewed by medical

          13       staff and there was frequent senior review at all stages

          14       of her admission?

          15   A.  Absolutely.

          16   Q.  On page 21, you make the point about record keeping,

          17       that the standard of note keeping was generally good.

          18       That is both nursing and medical notes, I think you are

          19       talking about; is that right?

          20   A.  Yeah, I think so.  You can tell that by how easy it is

          21       to go through a set of notes and work out what is going

          22       on.  I think there is -- if you look back on page 20,

          23       I thought they were addressing all aspects of her care

          24       as well, in a holistic way.  You know, they were

          25       thinking about hydration, nutrition, cognitive function,
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           1       continence, and were aware of her prior function

           2       physically and mentally before she'd become ill.

           3   Q.  Under the heading "Other relevant issues", what you say

           4       is:

           5           "The C. difficile was hospital acquired."

           6           Is that your opinion?

           7   A.  Yes.

           8   Q.  What about the role played by antibiotics in the

           9       acquisition of C. diff?

          10   A.  It would be the most important factor.

          11   Q.  So where you say that:

          12           "The likely causes of the C. difficile would include

          13       that she received at least six different antibiotics

          14       which would have affected her own gut protective

          15       bacterial flora and then when susceptible probably she

          16       was then exposed to spores."

          17   A.  Yes.

          18   Q.  The DNAR order that you discuss on pages 22 and 23,

          19       I think you consider that it was appropriate to have

          20       such an order in place?

          21   A.  I do.

          22   Q.  In relation to cause of death and death certification,

          23       if we could put the death certificate back on the

          24       screen, so that is at SPF00200001, we noted earlier that

          25       a list of matters were listed in the death certificate,
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           1       but there is no reference to C. diff.  What were your

           2       own views on this, as you set them out on page 23 of

           3       the report?

           4   A.  I think there was pretty good evidence that pneumonia

           5       was the overwhelming problem, and I'm happy that that

           6       would be I(a).  The C. diff would have contributed in

           7       some way in the overall -- a bit like we've talked about

           8       in other cases, it is another one of multiple factors

           9       happening at the same time.

          10           I think any of the markers that we traditionally

          11       think of as severity markers for C. diff would actually

          12       be much more likely to be coming from the pneumonia, so

          13       the abnormal blood results.  The blood results that they

          14       were, if it was the C. diff driving those blood results,

          15       you would expect there to be a tender, distended

          16       abdomen, and we have clear evidence here that the team

          17       have assessed for that and not found it.  So I think

          18       they are appropriate to put pneumonia as the cause of

          19       it.

          20   Q.  So that is the bronchopneumonia reference at I(a); you

          21       are content with that?

          22   A.  Yes.

          23   Q.  What about the rest of the death certificate?

          24   A.  I think the rest of it is fine.  It is appropriate.

          25       I think C. diff should feature somewhere in there.
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           1   Q.  Where would you place C. diff?

           2   A.  Probably here in part II.

           3   Q.  If you look at page 25 of your report, the way you put

           4       it is that, in the second paragraph:

           5           "With retrospect, C. difficile should have been

           6       included in the death certificate, probably most

           7       appropriately as part II, but it was only apparent to

           8       the ward staff after her death that she had proven

           9       C. difficile infection."

          10           Do you consider the delay in diagnosis might have

          11       impacted upon the way in which the death certificate was

          12       completed?

          13   A.  I'm sure.  I think they have been so thorough with the

          14       rest of their documentation, I think that would have

          15       been included on the death certificate if they had been

          16       aware of it.

          17   LORD MACLEAN:  Mr MacAulay, could I see the certificate

          18       again, blown up?

          19   MR MACAULAY:  Yes, certainly.

          20   LORD MACLEAN:  Thank you.  And the signature at the bottom?

          21       There must be one.  There must be a signature.  It's

          22       been blocked out.  Whatever is running across that

          23       blocks out -- doesn't it?

          24   MR MACAULAY:  There is a printed --

          25   LORD MACLEAN:  It should be attested by a doctor, or signed

                                           154

           1       by a doctor.

           2   MR MACAULAY:  At the bottom of section 10, we see

           3       "Certifying registered medical practitioner", and there

           4       is a name printed in, "Oluwayi".  Can we highlight that?

           5   LORD MACLEAN:  Yes, I can see that.  It sounds like an

           6       unknown peer, doesn't it?  But no date.

           7   MR MACAULAY:  No date there.  We can look at the clinical

           8       note that may have formed the basis for this.

           9   MR PEOPLES:  My Lord, I think, in practice, what happens is

          10       the doctor who certifies fills out a form which is then

          11       taken to the registrar by the relatives and it is from

          12       that that this certificate is made up, and I think the

          13       information is then recorded on the certificate.  So

          14       I think there is a document that is passed over.

          15       I don't know if that is the same in England, but I think

          16       that is the practice in Scotland, anyway.

          17   LORD MACLEAN:  Have we not seen, Mr Peoples -- we have just

          18       been mentioning --

          19   MR PEOPLES:  We do see entries in the notes, certainly,

          20       making a record of when death is certified.  I think,

          21       beyond that, there is a document that is actually given

          22       to a relative of a patient who dies to take to the

          23       registrar which is then handed over.

          24   LORD MACLEAN:  I know that from my own personal experience.

          25       We did see, for example, something signed by Dr Herd
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           1       this afternoon, I think.  That is not this.  This is

           2       obviously the registered death, hence the registrar is

           3       at the bottom, you see.

           4   MR PEOPLES:  I think we certainly saw certificates with

           5       Dr Herd's name on them, but I think it was printed, in

           6       one of the ones I can recall this morning.  I think it

           7       appeared in section 10.

           8   LORD MACLEAN:  I thought what we saw was manuscript,

           9       actually.  It doesn't matter.  It is not important.  If

          10       it is a question of whether it should go in or not and

          11       the medical staff not knowing that she had had C. diff,

          12       fair enough.  The only way of telling that is by looking

          13       at the date that the report is completed.  Because, you

          14       are quite right, there are two stages to this.

          15   MR MACAULAY:  We had looked earlier at Mrs Gaughan's death

          16       certificate, I think.  If we just go back to that at

          17       SPF00150001, it isn't possible to read Dr Herd's name,

          18       but it is printed there.  I think you see that,

          19       Dr Sheridan.  He's obviously identified as the

          20       certifying registered medical practitioner for

          21       Mrs Gaughan.

          22           If you go back, then, to Mrs Johnson's case, and we

          23       can keep the death certificate for Mrs Johnson on the

          24       screen, but we can also look at the clinical note that

          25       might be relevant, and that is on page -- that is at
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           1       GGC00310027 --

           2   MR KINROY:  My Lord, while we are on the subject, my learned

           3       junior has found a statement which appears to describe

           4       the procedure and practice of this as well, which is

           5       WTS01710001 from the registrar, paragraph 9 of that,

           6       I think.

           7   MR MACAULAY:  I'm quite happy to put that on the screen if

           8       it would clarify the point.  So it is WTS01710001 at

           9       paragraph 9.

          10           I think we can read --

          11   MR KINROY:  Actually, I was wrong, it is paragraphs 8 and 9.

          12   MR MACAULAY:  Okay.  Let's go back a paragraph:

          13           "By law, the person registering a death ('the

          14       informant') has 8 days to do so after the death has

          15       occurred.  When the death occurs, the doctor must fill

          16       in a medical certificate of the cause of death ('MCCD')

          17       which then has to be taken by the informant to the local

          18       authority registrar.

          19           "The registrar asks the informant a number of

          20       questions about the deceased, such as the names of the

          21       mother and father and any spouse.  The registrar copies

          22       the details of the cause of death on the MCCD into the

          23       computer system run by the GROS.  The computer system

          24       applies checks to the information entered by the

          25       registrar and produces a paper death certificate."
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           1           So that's the way that it happens.

           2   LORD MACLEAN:  I'm sorry, I started a hare.  I didn't mean

           3       to.

           4   MR MACAULAY:  If we then look to see what the certifying

           5       doctor did for Mrs Johnson, and go to page 27, which we

           6       have on the screen now, so we are looking at the entry

           7       on 14 April, do we take from this that this is an FY1 --

           8       that's a junior doctor?

           9   A.  Yes.

          10   Q.  It is quite difficult handwriting to read -- at least

          11       I find it so.  Can you read that for me?

          12   A.  So I(a):

          13           "Chest infection (bronchopneumonia).

          14           "1(b): congestive cardiac failure (2 years).

          15           "1(c): chronic renal failure (2 years).

          16           "II: hypertension (19 years).

          17           "Chronic obstructive pulmonary disease.

          18           "Cerebral infarction."

          19           So that is a very comprehensively and detailed and

          20       well-filled-in note.

          21   Q.  I think there certainly isn't any indication in the

          22       clinical notes that the medical staff were aware of any

          23       positive result for C. diff?

          24   A.  No, not at that point.

          25   Q.  So if we go back to what you say in your report, then,
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           1       on page 25, I suppose it's strictly looking at it with

           2       retrospect, because that's what you say, if we go back

           3       to that second paragraph on page 25:

           4           "With retrospect, C. difficile should have been

           5       included in the death certificate ..."

           6   A.  Absolutely, and given the detail we have just looked at,

           7       I'm sure the doctor who filled out that certificate

           8       would have included that.  They have put in extra detail

           9       there that many other people wouldn't have done.

          10   Q.  Can we then look at your conclusion for this particular

          11       patient.  Insofar as her antibiotic management is

          12       concerned, you have told us that that management

          13       complied with the guidelines in place at the time?

          14   A.  Yes.

          15   Q.  On page 26, you thought that there may have been a delay

          16       in obtaining a stool test.  That's what you say in the

          17       first main paragraph.  Now, we did look at your analysis

          18       of the C. diff history.  What possible delay are you

          19       looking at there?

          20   A.  I have got it on page 16.

          21   Q.  Page 16, yes?

          22   A.  So the bullet points there are each of the opportunities

          23       for sending samples.

          24   Q.  Is that the second bullet point you are looking at?

          25   A.  Yes.
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           1   Q.  The sample, I think we saw from the report, was probably

           2       collected on 10 April?

           3   A.  There is not a huge time delay.  It was more reflecting

           4       the fact that she'd had -- there were lots of episodes

           5       of diarrhoea within the 24 hours leading up to that

           6       sample being sent.

           7   Q.  I see.  So that is the point.

           8   A.  Ideally, you want the first sample that happens to be

           9       sent, if not the second.

          10   Q.  You say there were a number of opportunities within that

          11       period that might have brought about an earlier sample,

          12       but whether or not it might have changed the speed of

          13       analysis, we can't say?

          14   A.  Unlikely, and it wouldn't have changed the outcome,

          15       because the patient was already on metronidazole during

          16       that period for a different condition, which would have

          17       been the treatment that she would have received if

          18       they'd suspected C. diff as well.

          19   Q.  Your final paragraph, then, on page 26, can you just

          20       take us through that?

          21   A.  I think there are a number of points throughout the

          22       medical record which show that the staff, medically and

          23       nursing wise, have recognised when she's ill, that they

          24       are actively trying to treat infection and that they

          25       have been aware of the wider issues, such as hydration
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           1       and nutrition and trying to manage her confusional

           2       state.  They have involved the family in DNAR decisions,

           3       and I think, looking at the nursing staff, they are

           4       generally pretty comprehensive and reflect how

           5       challenging it would have been to provide that care when

           6       she was confused.

           7           I think this is one of the sets of notes where there

           8       is good documentation and there has been good care.

           9   Q.  Can you compare that, this particular case, to some of

          10       the other cases you required to look at?

          11   A.  I think this is one of the cases where the documentation

          12       was of a much higher standard.

          13   MR MACAULAY:  That then concludes Mrs Johnson's case.

          14           I don't know if your Lordship is up to my going

          15       through another case at this time of day, but it may be,

          16       I think, since Dr Sheridan has probably had quite a long

          17       day, an appropriate point to break?

          18   LORD MACLEAN:  We should ask Dr Sheridan.

          19   A.  I'm up for more, if you're up for more.

          20   LORD MACLEAN:  I'm up for more.  Are you up for more,

          21       Mr MacAulay?

          22   MR MACAULAY:  I'm quite happy to proceed, yes.

          23   LORD MACLEAN:  You don't have to complete it.  It is not

          24       necessary to do that.  So get as far as you can go.

          25   MR MACAULAY:  My learned junior has reminded me we should
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           1       also bear in mind the transcribers when we are looking

           2       at this sort of decision.

           3           The next case I want you to look at, Dr Sheridan, is

           4       George Drummond.  If we look at your report, it's

           5       EXP01830001.  You have noted there that Mr Drummond's

           6       date of birth is 28 August 1926; is that correct?

           7   A.  Yes.

           8   Q.  If we look then to the body of the report itself, and

           9       turn to page 4, what can you tell us about his relevant

          10       past medical history?

          11   A.  So he had a lot of different things wrong with him,

          12       including lung disease, so chronic obstructive pulmonary

          13       disease.  The blood supply to his legs was impaired,

          14       peripheral vascular disease.  He had prostate problems,

          15       which would be common at his age.  He had a hiatus

          16       hernia, which is where acid can reflux from the stomach

          17       and put you at risk of pneumonia.  And there was

          18       a less-clear diagnosis of possible dementia.

          19   Q.  If we look at the admission that we are focusing upon,

          20       then, is he, first of all, admitted to the Royal

          21       Alexandra Hospital on 6 April 2008?

          22   A.  He was.

          23   Q.  What was the reason for that admission?

          24   A.  In the context of a high alcohol intake, he'd been known

          25       to have a fall and hit the back of his head and was
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           1       admitted to hospital.

           2   Q.  What assessment did they make of him at the Royal

           3       Alexandra Hospital?

           4   A.  The junior doctor who assessed him there was pretty

           5       sharp and picked up, by looking at the shape of his

           6       nails, that there were changes there that are commonly

           7       associated with carcinoma or cancer of the lung and,

           8       rather than just focusing on the head injury, the doctor

           9       thought, "Okay, why might this gentleman be falling

          10       over?", and underlying frailty secondary to cancer of

          11       the lung was one of the possibilities picked up.

          12           So there is a head injury, there is alcohol, but

          13       there is also an abnormal chest X-ray and some clinical

          14       signs that pointed to a possible cancer of the lung.

          15   Q.  What about infection?  Was there evidence of infection?

          16   A.  The abnormal chest X-ray is not one I've seen, but from

          17       the descriptions of it, it was one that could be

          18       interpreted as a possible chest infection, but also as

          19       a possible cancer of the lung.  The blood tests showed

          20       a slightly raised white count and a more raised

          21       C-reactive protein, but the C-reactive protein could

          22       have been up for lots of other reasons.

          23   Q.  Was he prescribed with antibiotics at the time that he

          24       was in the RAH?

          25   A.  He was prescribed Augmentin and clarithromycin for
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           1       possible pneumonia.

           2   Q.  Was he, that same day, transferred to the

           3       Vale of Leven Hospital?

           4   A.  Yes.

           5   Q.  I think you touch upon this on page 5 of your report.

           6       Did the assessment that was carried out in the

           7       Vale of Leven markedly differ from what had happened in

           8       the Royal Alexandra Hospital?

           9   A.  No.

          10   Q.  Was an X-ray, a chest X-ray, carried out to investigate

          11       his chest problems?

          12   A.  I may be wrong, but I thought that chest X-ray was

          13       done --

          14   Q.  In the Royal Alexandra Hospital?

          15   A.  In the RAH prior to transfer.

          16   Q.  You say you haven't seen the X-ray itself, but you have

          17       read the report?

          18   A.  Yes.

          19   Q.  You tell us, I think, that the appearances on X-ray were

          20       non-specific and could represent either pneumonia or

          21       a cavitating solid lesion?

          22   A.  So a cavitating solid lesion would either be the

          23       findings you would see with a cancer or with something

          24       like TB of the lung.

          25   Q.  What plan, then, did they put in place in the
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           1       Vale of Leven to manage his care?

           2   A.  So there was a range of things.  So they were treating

           3       a possible chest infection, but they were also managing

           4       the head injury and managing alcohol withdrawal.

           5   Q.  In relation to antibiotic treatment, was there any

           6       change to the antibiotics that you said had been started

           7       in the Royal Alexandra Hospital?

           8   A.  No, not initially.

           9   Q.  In the Vale of Leven, did he have a number of falls when

          10       he was there as a patient?  If we turn to page 8 of your

          11       report, for example, on 12 April, have you noted that he

          12       slipped and hit his head again?

          13   A.  I think, from memory, there were a number of falls

          14       during his admission.

          15   Q.  Can I take you to that section of your report where you

          16       carry out a review of the antibiotic treatment generally

          17       that he was given?  That is on page 21 of your report.

          18       You have mentioned the antibiotics that he was given in

          19       the Royal Alexandra Hospital, which -- you said there --

          20       that's the Augmentin, I think, and the clarithromycin;

          21       is that right?

          22   A.  Yes.

          23   Q.  They were continued when he was admitted to the

          24       Vale of Leven Hospital.  What was the position

          25       thereafter?  How long did he receive this particular
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           1       combination?

           2   A.  He received the Augmentin initially from the 6th to the

           3       9th, and then from 11/4/2008 to 17/4/2008, and then, on

           4       the 17th, it was changed back to oral.  I think there

           5       was a prolonged course of antibiotics there, because, as

           6       part of the workup of investigations, looking to see

           7       whether there was cancer of the lung, he had a test

           8       called a bronchoscopy, which is a telescope camera down

           9       into the lungs and, following the bronchoscopy, he

          10       became more unwell, probably having signs of an

          11       aspiration pneumonia, and probably a mucous plug would

          12       have blocked off one of the main tubes which then

          13       subsequently cleared.

          14           So in the context of all of that, there was an

          15       understandable much longer course of antibiotics than

          16       would be the normal five days.

          17   Q.  Was that combination of antibiotics, particularly

          18       administered in the Vale of Leven Hospital, appropriate?

          19   A.  Yes.

          20   Q.  Was he, at some point, also prescribed ciprofloxacin?

          21   A.  He was, and I think this is one of those sorts of really

          22       difficult ones to judge, because my -- my understanding

          23       of the sequence of events is that a doctor in good faith

          24       sees the patient and interprets a raised C-reactive

          25       protein result as being quite high, at 185.  But in
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           1       fact, the result that they were looking at was the

           2       three-day-old result, and there were two other results

           3       which they weren't aware of at that point.  One was --

           4       shall I go through it more logically?  Sorry, that will

           5       be confusing otherwise.

           6           So he has a number of blood results for C-reactive

           7       protein.  On the 20th -- so on the 18th, it was 185.

           8   Q.  I will put them on the screen, because that might help.

           9       The one for the 20th, if I can just -- first of all, the

          10       one for the 18th, if we look at it chronologically, that

          11       is page 77.  This is the first one, isn't it?  This is

          12       for 18 April.  We see the date, time and collection

          13       towards the bottom right of the form.

          14   A.  Yes.

          15   Q.  The box we are looking at is the box to the left, where

          16       the CRP is 185 with an asterisk against it?

          17   A.  Yes.

          18   Q.  That is to highlight that it is high?

          19   A.  Yes.

          20   Q.  The next one we want to look at is for the 20th, and

          21       that is page 76.  Can we see the 20th is the date of

          22       collection, and the CRP is now down to 136?

          23   A.  Yes.

          24   Q.  But still high?

          25   A.  Yes.
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           1   Q.  Then the one that you mentioned previously, this is for,

           2       I think, 21 April, page 75, can we see now that the CRP

           3       is down to 101?

           4   A.  Yes.

           5   Q.  Is that high?

           6   A.  It is still significantly high, but it is rapidly

           7       falling.  So it is an improving picture.

           8   Q.  Is the appropriate range, as indicated on the form

           9       itself, 0 to 10?

          10   A.  Yes.

          11   Q.  So it is ten times more than the top of the range, then,

          12       if you are 101?

          13   A.  Yes.

          14   Q.  Is that not the way to approach it?

          15   A.  I wouldn't look at it in that manner.  I think I would

          16       look more in terms of trends.

          17   Q.  So the trend is that there is an improvement, down from

          18       185 down to 101?

          19   A.  Yes.

          20   Q.  So what, then, is the point you are making on page 22 as

          21       to how that was being managed by the doctors?

          22   A.  So I think the doctor added in ciprofloxacin on the

          23       basis that the CRP was 185, but actually, that result

          24       was three days old at that stage.

          25   Q.  Let's just break it down in stages.  If the doctor truly
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           1       was faced with a CRP of 185, would ciprofloxacin have

           2       been an appropriate response to that level of CRP?

           3   A.  It wasn't completely clear what condition they were

           4       trying to treat with that choice of antibiotic, so

           5       I think choosing -- if they'd believed that 185 was

           6       correct, choosing a different antibiotic would have been

           7       appropriate.

           8   Q.  But not ciprofloxacin?

           9   A.  I think if they -- no, not at that stage.

          10   Q.  What would you have suggested?

          11   A.  I think if a patient in themselves wasn't particularly

          12       unwell at that point, given the antibiotics they had

          13       received, I think a watch-and-wait approach and send off

          14       cultures of urine and blood and re-examine the patient

          15       would have been my first step.

          16   Q.  So would you not have prescribed any antibiotic at all

          17       at this point?

          18   A.  I think if I had been pushed into doing it, given that

          19       the patient was incontinent, I would have given a single

          20       dose of Gentamicin, if I was going to do anything.

          21   Q.  If we are in a situation where there is an improving

          22       trend, and we have seen that from the blood results,

          23       what do you say about the use of ciprofloxacin in that

          24       situation?

          25   A.  Then it would have been better to have gone for
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           1       a watch-and-wait approach, but careful observation, but

           2       not starting a new antibiotic.

           3   Q.  I think the point you are making, then, here, if we are

           4       reading from page 22 through to page 23, effectively, is

           5       that there was a missed opportunity to reconsider the

           6       need for antibiotics when the CRP result was available.

           7       That's the lower result?

           8   A.  Yes.

           9   Q.  How does this work in practice?  We have looked at,

          10       what, three results covering a period, I think,

          11       effectively of three days, three or four days.  Plainly,

          12       specimens are being taken on a regular basis then and

          13       being sent off to the lab for analysis.  How does it

          14       work in practice?  The report comes back to the ward?

          15       Or do they get a telephone call?

          16   A.  So I'm not aware of what the system they used on the

          17       ward was.  If there was a modern IT system, the reports

          18       would be available on a computer screen on the ward.  So

          19       you would need to check back whether there was that

          20       system on the ward, in which case those results are then

          21       available effectively live.  If there wasn't an IT

          22       system, then you're relying on paper copies being

          23       posted.

          24   Q.  Could you envisage the lab might telephone the ward to

          25       pass on this information?
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           1   A.  That's another possibility.

           2   Q.  If we look at the clinical notes on page 34 of

           3       the records, the entry for the 21st, towards the top,

           4       does that read, "Slowly improving"?

           5   A.  That's how I read it.

           6   Q.  What is the next bit?

           7   A.  "Slowly improving.  However, CRP was", I'm guessing,

           8       "rising when antibiotics stopped - has fallen a bit to

           9       185 yesterday.  Nonetheless, I think we have to assume

          10       ongoing infection - possibly urine.  Plan.  Try to get

          11       urine sample (incontinent).  Prescribed ciprofloxacin

          12       500mg twice daily, intravenously initially, until CRP

          13       falling significantly and then change to oral."

          14   Q.  But, as you pointed out, certainly as at the 21st, the

          15       CRP had fallen to 101.  But if, at the time the doctor

          16       made the note, that hadn't come through, would you have

          17       expected the doctor to have reviewed the position once

          18       the report was available?

          19   A.  Yes.

          20   Q.  Did that happen?

          21   A.  No.

          22   Q.  How regularly would you expect there to be review of

          23       this sort of analysis?  Because we see the reports are

          24       almost on a daily basis.  Would you expect daily review,

          25       or something more?
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           1   A.  I think when you've got a very high CRP and you're not

           2       sure why, then there should be daily review.  I think if

           3       you've got a patient whose CRP is falling well and their

           4       observations are improving, then in this sort of

           5       circumstance perhaps every second day or when their

           6       condition deteriorated.

           7   Q.  For how long, then, was the ciprofloxacin given to the

           8       patient?

           9   A.  Twelve days.

          10   Q.  I think that takes it up to 2 May; is that right?

          11   A.  Yes.

          12   Q.  In relation, then, to the picture as you see it, was

          13       this appropriate, to give the patient that course of

          14       ciprofloxacin?

          15   A.  A usual course would be five to seven days, so that is

          16       a long course in itself, and it is particularly long

          17       because there are six of those days when there was

          18       documented diarrhoea.

          19   Q.  Was it appropriate, then, in your opinion, to give this

          20       course and for this time?

          21   A.  No.

          22   Q.  The documented diarrhoea for six days that you mention

          23       in the second main paragraph on page 23, you think that

          24       should have prompted an antibiotic review; is that

          25       right?
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           1   A.  Yes.

           2   Q.  You have indicated the dates when that -- is that 19,

           3       20, 22, 23, 25 and 30 April?

           4   A.  Yes.

           5   Q.  So these were opportunities when the antibiotic

           6       management could have been looked at?

           7   A.  Yes.

           8   Q.  The relevance of the diarrhoea, then, in that

           9       consideration, can you explain that?

          10   A.  Sorry, can you repeat the question?

          11   Q.  You are postulating that, because he had loose stools,

          12       that should have prompted antibiotic review?

          13   A.  Yes.

          14   Q.  It may be obvious.  Perhaps you can explain why that

          15       should be?

          16   A.  In the context of an outbreak, there should have

          17       presumably been good awareness that antibiotics can

          18       cause or lead to a Clostridium difficile, and so, if

          19       a patient has diarrhoea, people should have been

          20       thinking about C. diff.  One of the first things you do

          21       when you assess C. diff, as well as assessing how severe

          22       it is and whether it needs treating, is to see if the

          23       original antibiotics can be discontinued.

          24   Q.  What you say in that paragraph is that, even when the

          25       C. diff positive result was available, the ciprofloxacin
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           1       was not discontinued for, what, another two days?

           2   A.  That's right.  And even when they knew the C. diff

           3       positive result was through and they'd considered

           4       ciprofloxacin as possibly leading to it, a further four

           5       doses of ciprofloxacin were still received.

           6   LORD MACLEAN:  Can I ask you what you meant by saying "in

           7       the context of an outbreak"?  You just said that.

           8   A.  Perhaps it's something I ought to clarify back.  At the

           9       time of this diarrhoea episode, there were other cases

          10       of diarrhoea happening.

          11   LORD MACLEAN:  And that is what you mean?

          12   A.  Yes.

          13   MR MACAULAY:  You are not --

          14   A.  So this isn't -- if this was the index, the first case,

          15       and it is back in 2008 and there hadn't been much

          16       Clostridium difficile around, you'd be forgiven, to

          17       a certain extent, for not picking up on that, but if

          18       there had been numerous cases already, you should have

          19       an awareness.

          20   Q.  You have been looking at a number of cases, in fact.

          21       I think we have been looking at them broadly

          22       chronologically from December and working our way, we

          23       are now in April.  But that is your hypothesis, that

          24       there are other cases and, therefore, there is a higher

          25       index of suspicion?
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           1   A.  Yes.

           2   Q.  That might be a useful point to stop, because I am about

           3       to move on -- well, I will finish this chapter.

           4           I think then you summarise the several opportunities

           5       that existed to discontinue ciprofloxacin earlier than

           6       what actually happened?

           7   A.  Yes.

           8   Q.  We see that from page 23 through to page 24, and I think

           9       we have covered these points in our discussion.

          10   A.  Yes.

          11   MR MACAULAY:  My Lord, that might then be an appropriate

          12       point to stop.

          13   LORD MACLEAN:  Dame Elish, that is the first time a mobile

          14       phone has gone off in this Inquiry.  We have had 56

          15       days.

          16   DAME ELISH:  I apologise.  In fact, I had been keeping the

          17       phone, my Lord, on complete silence, even at weekends,

          18       and in 20 years as a lawyer it is the first time a phone

          19       has gone off, my Lord, certainly in an Inquiry.

          20   LORD MACLEAN:  In other words, it won't happen again.

          21   DAME ELISH:  It certainly won't.

          22   LORD MACLEAN:  10 o'clock tomorrow, please.

          23   (4.25 pm)

          24                 (The hearing was adjourned until

          25              Tuesday, 8 November 2011 at 10.00 am)
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