           1                                     Thursday, 10 November 2011

           2   (10.00 am)

           3             DR MARY GABRIELLE HARRINGTON (continued)

           4              Examination by MR MACAULAY (continued)

           5   MR MACAULAY:  Good morning, my Lord.

           6           Good morning, Dr Harrington.  Now, the first case

           7       I want to look at with you this morning is that of

           8       Ellen Pirog, if we could put your report on the screen,

           9       EXP02190001.

          10           You have set out on the front page of your report

          11       that Mrs Pirog was born on 26 December 1916; is that

          12       right?

          13   A.  Yes.

          14   Q.  You have also noted her date of death as being

          15       3 October 2007?

          16   A.  Yes.

          17   Q.  If we look at the death certificate, at INQ00960001, can

          18       we see that Mrs Pirog was 90 at her date of death on

          19       3 October 2007?

          20   A.  Yes.

          21   Q.  She died in the Vale of Leven Hospital, and looking to

          22       the section "Cause of death", can we see that what has

          23       been entered at I(a) is bronchopneumonia; at (b) is

          24       immobility; and then at (c) bilateral fractured tibia

          25       and fibula?
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           1   A.  Yes.

           2   Q.  Let's look at your report, Dr Harrington.  If we turn to

           3       page 3, you set out for us Mrs Pirog's medical history

           4       at section 3.1.1, and then, towards the bottom, you say

           5       that the belief that Mrs Pirog was allergic to

           6       penicillin was repeated from one admission to the next,

           7       but you thought that, in all probability, she was not,

           8       as she was given co-amoxiclav in the past without

           9       adverse effect; is that correct?

          10   A.  That's my reading, from going back through the notes.

          11   Q.  If we turn to page 4 of the records, summarising the

          12       position, is it the case that, initially, Mrs Pirog,

          13       after she had had an accident -- and we will look at

          14       that in a moment -- was admitted to the Royal Alexandra

          15       Hospital?

          16   A.  Yes, because of the need for orthopaedic assessment.

          17   Q.  Yes.  Having spent a period of time there, she was then

          18       transferred to the Vale of Leven Hospital; is that

          19       right?

          20   A.  Yes, quite a period of time at the Royal Alexandra, yes.

          21   Q.  She spent the rest of the time, up until her death, in

          22       the Vale of Leven Hospital?

          23   A.  Yes.

          24   Q.  If we look, then, at page 4 of your report, do you tell

          25       us that, on 8 June 2007, Mrs Pirog was found on the
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           1       floor in her kitchen and an ambulance was called; is

           2       that right?

           3   A.  Yes.

           4   Q.  At that time, she was admitted to the Royal Alexandra

           5       Hospital.  Having regard to your reading of the records,

           6       what, then, were the difficulties that Mrs Pirog had at

           7       that time, the orthopaedic difficulties?

           8   A.  Well, from the reading of the Royal Alexandra A&E

           9       records, there is a focus on the right leg, but from my

          10       reading of the later records, there was clearly an issue

          11       with the left leg, but that was not documented at that

          12       time.

          13           So she had, although it is not clear from the A&E

          14       notes, bilateral lower leg fractures.

          15   Q.  That is fractures of the tibia and fibula on both legs?

          16   A.  Yes.

          17   Q.  If you turn to page 5 of your report, at

          18       paragraph 3.3.6, do you also note that the chest X-ray

          19       that was reported on by the consultant radiologist also

          20       showed up rib fractures?

          21   A.  Yes, and it is important that -- the way that I have

          22       phrased that, to indicate that that was not realised

          23       immediately, but was picked up by the consultant

          24       radiologist, who was reporting it, which is their --

          25       that is their role; to give a professional, highly
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           1       specialised view on all radiology.

           2   Q.  In relation to the bilateral leg fractures, then, were

           3       these treated by the orthopaedic people in the

           4       Royal Alexandra Hospital?

           5   A.  It is clear to me what treatment for the right leg was

           6       given, but it is not clear to me, from the notes, what

           7       treatment for -- what investigations or treatment for

           8       the left leg was given.  The information about that

           9       comes from the Vale of Leven notes.

          10   Q.  It is clear, I think, and we can see this for ourselves,

          11       that certainly by the time she was in the Vale of Leven,

          12       she has two plaster casts, one on each leg.

          13   A.  That is the first time it became evident to me from

          14       reading the notes.

          15   Q.  But, in any event, as you tell us towards the bottom of

          16       page 5, was Mrs Pirog prescribed with some

          17       broad-spectrum cephalosporin antibiotics in connection

          18       with the treatment that she received in the

          19       Royal Alexandra Hospital?

          20   A.  She was, and that was in relation to the right leg,

          21       fractures of the right leg.

          22   Q.  Now, then, on page 7 of your report, at 3.3.23, do you

          23       observe there that, so far as the cast on the left leg

          24       is concerned, there is some mention of that in the

          25       nursing notes on 15 June, and that is still in the
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           1       Royal Alexandra Hospital; is that right?

           2   A.  That is the only reference that I was able to pick out

           3       of the Royal Alexandra notes, yes.

           4   Q.  Moving on, did you also note from the records that the

           5       first mention of diarrhoea in the Royal Alexandra

           6       Hospital was probably on 15 June?

           7   A.  Yes.  It could have been the 16th.  I'm not entirely

           8       clear.  But it was around about that time, and it was in

           9       relation to the cast on the left leg that the comment

          10       was made.

          11   Q.  There was some diarrhoea on the cast; is that right?

          12   A.  It was about contamination of the cast, yes.

          13   Q.  Was a specimen taken, sent for testing, and did that

          14       prove positive for C. diff?

          15   A.  That's the print-out that I had, yes, for that date.

          16   Q.  If we look, then, at the microbiology report, and we

          17       will find that at GGC22960002, can we see that the

          18       sample was collected on 17 June, received by the lab on

          19       17 June.  You can ignore the printing date, because it

          20       was obtained by the Inquiry much more recently.  But do

          21       we see that towards the top, this is said to be

          22       a C. difficile toxin A&B positive result?

          23   A.  That is what I was referring to, yes.

          24   Q.  Did Mrs Pirog receive the standard treatment of

          25       metronidazole for her C. diff in the Royal Alexandra
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           1       Hospital?

           2   A.  In terms of antibiotic treatment, yes, she received

           3       metronidazole for the Clostridium difficile, and the

           4       other antibiotic was discontinued.  The other aspects of

           5       treatment for Clostridium difficile diarrhoea are not

           6       clearly documented.

           7   Q.  If you turn to page 8 of your report, and I am looking

           8       at paragraph 3.3.32, did it appear that Mrs Pirog's

           9       diarrhoea did continue for a period of time after the

          10       diagnosis had been made?  Because you comment there that

          11       the diarrhoea continued -- and we are looking at

          12       24 June -- and that resulted, indeed, in the urinary

          13       catheter being removed, as it was contaminated with

          14       diarrhoea.  So you have taken that from the records?

          15   A.  There are a number of entries then, and at other times,

          16       to suggest that she had persistent diarrhoea and that it

          17       was proving a problem in nursing her in the casts,

          18       because of her skin conditions.

          19   Q.  If you turn to page 9 of your report, you tell us at

          20       3.3.35 that there was also a diagnosis made of

          21       congestive heart failure, and that was based upon chest

          22       X-ray appearances; is that correct?

          23   A.  Yes, that's what I gleaned from the notes, yes.

          24   Q.  Then at 3.3.37, then, have you noted that Mrs Pirog was

          25       transferred, on 9 July, to the Vale of Leven Hospital?
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           1   A.  That's the date that is in the notes, yes.

           2   Q.  If we look at the records relating to her admission to

           3       the Vale of Leven, if we could look at GGC21690031, it

           4       is not particularly clear, but can we see it is headed

           5       "Care of the Elderly" and can we see a date at the top,

           6       9 July 2007, with Dr Akhter being named as the

           7       consultant?  Do you see that?

           8   A.  I do.

           9   Q.  I think -- can you read the first couple of lines, the

          10       first line, for us?

          11   A.  "Admitted RAH on 8/6/07 with fracture ..."

          12           The dominant character in that circle is "R" for

          13       right:

          14           "... distal tib and fib."

          15           That is how I think that reads:

          16           "Anaemic", then an arrow --

          17   Q.  I needn't trouble you with the rest of that.

          18   A.  "... times two units transfused."

          19   Q.  If we move on to another part of the entry and go to

          20       page 32, we have, I think, part of the documentation

          21       dealing with social history, and so on, and then

          22       page 33 --

          23   A.  That is all blank.

          24   Q.  Again, there are some sections there, for example --

          25   A.  Again, it is -- there are blank sections and very scanty
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           1       entries.

           2   Q.  Indeed.  If we come on to page 34, is there a suggestion

           3       there that in fact there was also a fracture of the left

           4       tib and fib, because we can read at 1:

           5           "Fracture L plus R tib and fib."

           6           Is that how one would interpret that?

           7   A.  Yes.  It would appear that the first entry was fractured

           8       left tib and fib, and then, because it is not on the

           9       same line, at a later point somebody has come back and

          10       put "and right".

          11   Q.  In any event, the problem has been recognised at some

          12       point in the Vale of Leven that there were two, that

          13       both legs had been fractured?

          14   A.  Yes.  It seems likely that somebody has looked at the

          15       notes, then looked at the patient, perhaps been a little

          16       unclear as to distinguishing right and left, something

          17       that we often have to check and, having made those sort

          18       of checks, has written "right" in addition to "left".

          19   Q.  If we look at the clinical notes, at GGC21690011 --

          20   MR KINROY:  My Lord, may I send a little word of caution?

          21       It is not clear to me why this is relevant to the terms

          22       of reference, and my learned friend can no doubt

          23       reassure us why it is.  We are spending quite a lot of

          24       time on this left/right fracture controversy, which no

          25       doubt has its significance in other spheres, but in
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           1       terms of the Inquiry, it is not clear what this has to

           2       do with the spread of bacteriological infection.

           3   LORD MACLEAN:  It is part of the whole picture, though,

           4       isn't it?

           5   MR MACAULAY:  Yes.  I am leading this, my Lord, simply as

           6       part of the background.  I don't see it as

           7       controversial.  In fact, I think this is evidence which

           8       is of clarification to what actually happened.  It is

           9       not in any way critical of the Vale of Leven; quite the

          10       contrary.

          11   LORD MACLEAN:  In a sense, Mr Kinroy is right: nothing much

          12       turns on this --

          13   MR MACAULAY:  No, but it is background.

          14   LORD MACLEAN:  -- but it was something that occurred in her

          15       treatment.

          16   MR MACAULAY:  Indeed.

          17   MR KINROY:  My Lord, it is just the time being spent on it

          18       is of some concern, that is all.  Lots of things are

          19       background, but is it terribly relevant to --

          20   A.  May I --

          21   MR KINROY:  -- consider?

          22   LORD MACLEAN:  It is part of the whole treatment.

          23   A.  May I join in this?

          24   LORD MACLEAN:  No.  Sorry, that sounds rude, but no.

          25   MR MACAULAY:  The only point, just to clarify again, can we
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           1       see that, certainly at 12 July, there was a clear focus

           2       on the fact that there was also a problem with the left

           3       leg.  We can take that from the first entry that we see

           4       on the page.

           5   A.  There was a problem with the left leg and, indeed, that

           6       was already known at RAH, because there was a problem

           7       with diarrhoea on the cast on the left leg.

           8   Q.  Can we then move on to page --

           9   DAME ELISH:  Sorry, my Lord, may I ask Mr MacAulay, before

          10       he moves off, about Dr Harrington's reference to the

          11       addition of the note in the first sentence of

          12       the clinical note of the left and the speculation that

          13       Dr Harrington said about when that may have been placed

          14       there?  Would it be equally the case that it could

          15       simply have been placed there once the sentence was

          16       complete, rather than sometime thereafter?  It is not

          17       really a matter which we can speculate on unless we ...

          18   MR MACAULAY:  I'm sorry?  I think we are going back to the

          19       original clinical record; is that right?

          20   DAME ELISH:  Yes, that's correct, where there was the

          21       addition of the additional fracture, and Dr Harrington

          22       suggested it may have been placed there at a later

          23       stage.

          24   A.  I understand the question.

          25   LORD MACLEAN:  Well, it plainly was, because, by the time
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           1       she got to the Vale of Leven Hospital, she had not one

           2       but two casts, one on each leg.

           3   DAME ELISH:  Yes.

           4   LORD MACLEAN:  So what is your point?

           5   DAME ELISH:  I thought the suggestion of Dr Harrington was

           6       that it had been placed there at a much later point,

           7       when it could have been placed there at the conclusion

           8       of the sentence.

           9   LORD MACLEAN:  With great respect, that is no concern of

          10       ours, because I think that was done in the

          11       Royal Alexandra Infirmary.

          12   DAME ELISH:  I think Dr Harrington is suggesting it was done

          13       at the Vale of Leven, but I may be incorrect.

          14   A.  If we could go back to that page, it was at the

          15       Royal Alexandra -- I'm very sorry, it was at the

          16       Vale of Leven, and I understand the point that the MDDUS

          17       representative is making.  I don't know when the "plus

          18       R" was added.  It could have been, as you say, at the

          19       end of the sentence or it could have been after

          20       reflection on what had been written and checking the

          21       patient to see if what was written was correct.  I don't

          22       know.

          23   DAME ELISH:  I'm obliged.

          24   LORD MACLEAN:  To settle it, could we have it on the screen?

          25   MR MACAULAY:  Yes.  It is GGC21690034.
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           1   LORD MACLEAN:  Yes, quite right, that is Vale of Leven.

           2   MR MACAULAY:  If we are looking at the entry, what we can

           3       say is that in this problem list, at this time, there is

           4       reference to both the fractures of the left and right

           5       tibia and fibula; is that correct?

           6   A.  That is.

           7   LORD MACLEAN:  This entry is made by whom?

           8   A.  It looks as though it is signed by Dr Garthwaite.

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

          10       Dr Harrington, I think you note -- this is at page 12 --

          11       at 3.3.53, that in about the third week of August there

          12       is a left buttock pressure ulcer noted; is that correct?

          13       You have noted that from the records?

          14   A.  Yes, that's the date, yes.

          15   Q.  On page 13, just looking to what you have taken from the

          16       records, at 3.3.54, have you taken from the records

          17       that, at the beginning of September 2007, after two

          18       months in hospital, there was a nutritional assessment

          19       commenced, showing Mrs Pirog to be at high risk of

          20       malnutrition, with a weight of 46.6kg; is that right?

          21   A.  Yes, that was in September, as you say, two months after

          22       the initial admission.

          23   Q.  I think in the next paragraph you make mention of some

          24       skin problems, but also that she'd developed a right

          25       heel pressure damage; is that right?  Towards the end of
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           1       the paragraph?

           2   A.  There were a number of skin lesions, including the right

           3       heel, yes.

           4   Q.  If we then turn to paragraph 3.3.58, you here take from

           5       the records that, as Mrs Pirog deteriorated

           6       in September, her daughter became increasingly concerned

           7       that the untreated urinary tract infection was at the

           8       basis of this, and you say that, at her instigation,

           9       a specimen of urine was sent and, indeed, there was

          10       evidence of a UTI, but treatment of this did not reverse

          11       the decline.

          12           Can I just ask you this: can you tell me what the

          13       treatment for that was?

          14   A.  Let me look down to the summary of antibiotics, which is

          15       at 3.4.  I have got the --

          16   Q.  Sorry, what page of your report?

          17   A.  I'm on section 3.4.1 on page 15.  That is what I was

          18       looking at.  I thought that might be a quick way of

          19       finding out the information that you have requested,

          20       but, in fact, that refers to September only.

          21   Q.  What you have noted in your summary is that, for the

          22       Vale of Leven -- the first entries I think relate to the

          23       Royal Alexandra Hospital, but, on page 15, the final

          24       entry of co-amoxiclav, you say that it may have been

          25       commenced on 9 August, question mark, to 14 August, but
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           1       chart not fully photocopied.

           2           If we look at the Kardex, at GGC21690062, we see the

           3       reference to the co-amoxiclav with the prescription date

           4       of, I think, 9 August?

           5   A.  That is not actually administered.  It was written, but

           6       there is no evidence that that drug was given at that

           7       time.

           8   Q.  No.

           9   A.  Is there a further drug chart for September or have

          10       I made an error in writing the dates?

          11   Q.  I certainly had a look to the records and I wasn't able

          12       to find any, but perhaps I can be assisted in that.

          13           But you consider that there was some evidence in the

          14       records that co-amoxiclav was prescribed and given?

          15   A.  I will need to look at the September one to correct

          16       that.

          17   Q.  I certainly had a look last night, having read your

          18       report, and I couldn't find any such reference.

          19   A.  Did you find the September Kardex?  Could you help me

          20       with the page reference for September?

          21   Q.  What I will help you with is this: can we look at the

          22       nursing records at GGC21690086.  If we look at the entry

          23       for 9 August, if I just take you to that, Dr Harrington,

          24       please, it is on the screen, you can see that it is

          25       noted that there is a ward round and "commenced on
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           1       co-amoxiclav for a UTI".  So the suggestion there is

           2       that she was commenced on the co-amoxiclav in August,

           3       but there is nothing in the drug Kardex that we have

           4       looked at.  That is how it reads.

           5   A.  The way that I read that is that, on the ward round, the

           6       intention was to start co-amoxiclav for a urinary tract

           7       infection.  This was followed by somebody writing that

           8       prescription up, but it was then crossed off before

           9       anything was actually administered to the patient.

          10   Q.  So does it appear, on the face of it, that the intention

          11       was there, but if we accept what is on the Kardex, she

          12       wasn't actually given any antibiotics at that time, on

          13       the face of it?

          14   A.  On the face of it -- I would need to be sure that there

          15       was no other drug chart which had been recopied,

          16       refreshed.

          17   Q.  Indeed.  Putting that aside, on the face of it at the

          18       moment, that appears to be the position?

          19   A.  It appears to be the position, and --

          20   Q.  Now, then, if we go back to your paragraph 3.3.58, you

          21       are now looking at a conversation that I think you say

          22       took place between Mrs Pirog's daughter and the nursing

          23       staff in September, and I think you took from that

          24       conversation that there was evidence of a UTI, and there

          25       may have been treatment for that.
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           1   A.  Yes.  Unfortunately, I haven't got a page reference, and

           2       it would -- I would have to go and look through to see

           3       what the basis of that comment was.

           4   Q.  I will get the page for you, then.  Well, I will come

           5       back to that.  It is page 97, I think, in the records.

           6       There is an entry there for 27 September, where we can

           7       read:

           8           "Awaiting residential care.  Pushing fluids.

           9       Daughter feels that Ellen has a urinary infection but

          10       a sample was tested and is ..."

          11           I take it that means negative, "No abnormalities

          12       detected".  Is that the reference you make in your

          13       report?

          14   A.  That is correct, but we would need to look also at the

          15       drug chart and the medical record for those dates to be

          16       sure about this.

          17   Q.  I'm just trying to focus on when the conversation took

          18       place.  On 29 September, there is a reference to:

          19           "Urine appears very discoloured and foul smelling on

          20       pad; unable to get specimen for urinalysis."

          21           Do you see that?

          22   A.  I do.

          23   Q.  In any event, so far as we can see from the records so

          24       far, Mrs Pirog does not appear to have been given

          25       antibiotics in relation to a suspected urinary tract
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           1       infection?

           2   A.  In the month of September, no.

           3   Q.  Can we go back to your report, then, and if we look at

           4       page 14, I am looking at paragraph 3.3.59, you are now

           5       into 2 October, and this is getting close, I think, to

           6       when Mrs Pirog died, and I think you seem to be critical

           7       of the totality of the medical notes from 17 June up

           8       until this point in time; is that right?

           9   A.  Yes.  If you look at pages 0012 to 0014, they are very

          10       brief for a period of June to October, a period of four

          11       months, 4 sides of A4, in a lady with multiple medical

          12       problems.

          13   Q.  If we turn to page 14 itself, GGC21690014, the entries

          14       here run from 11 September through to 3 October, and

          15       there are five entries, fairly brief, I think; is that

          16       the sort of point you are making?

          17   A.  Yes.  They are somewhat repetitive.  The one on

          18       25 September does not deal with Mrs Pirog's clinical

          19       situation, but more an administrative situation,

          20       "discharge delayed", and that's the last entry before

          21       her death, "Passed away this morning".

          22   Q.  Did there appear to be -- I think we see a similar entry

          23       at 11 September.  Did there appear to be at least

          24       a consideration that Mrs Pirog might be discharged, even

          25       so close to, in fact, the date that she died?
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           1   A.  Those notes clearly imply that she is to be discharged

           2       to a care home.  I don't know what the initials "ARG"

           3       refer to.  Perhaps somebody could help me on that?

           4   Q.  There are no takers so far, but we can leave that aside

           5       and see if we can come back to it.

           6           Can I then leave that for the moment and just

           7       focus --

           8   DAME ELISH:  Sorry, my Lord, I wonder if Mr MacAulay could

           9       perhaps establish whether or not this is potentially

          10       a scenario of someone who was waiting to find a home but

          11       there was no home to place the individual in and,

          12       therefore, wasn't actively ill during that period.  It

          13       says "no progress" regarding, presumably, a home at that

          14       stage.  The situation is referred to as "bed blocking",

          15       I suspect, colloquially, but could this have been

          16       potentially the situation regarding this patient?

          17   MR MACAULAY:  If I could put that to you, do you consider

          18       this period we are looking at on this page, from your

          19       consideration of the records, whether or not Mrs Pirog

          20       was unwell?

          21   A.  I do think that there is, from other parts of

          22       the record, evidence that Mrs Pirog was unwell.  The

          23       nursing notes clearly say that her daughter felt that

          24       she had deteriorated, an MSU was sent, the

          25       bacteriological report suggests that there was a urinary
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           1       tract infection again, so it is not at all clear to me

           2       how it can be justified that was no medical entry about

           3       those pieces of information, no clinical re-evaluation.

           4       Just because somebody is unable to return home and is

           5       waiting for alternative accommodation doesn't mean that

           6       they don't have medical as well as nursing and other

           7       needs, but that is not -- those needs are not listed or

           8       addressed in this last couple of inches of paper.

           9   Q.  If we go back to page 13 of your report,

          10       paragraph 3.3.58, the paragraph we looked at earlier on,

          11       the last sentence of that, what you say is this:

          12           "The paucity of blood tests in September 2007

          13       prevents comment on other possible conditions, but

          14       anaemia, renal failure and osteomalacia may all have

          15       played a role."

          16           Are you saying that there weren't sufficient blood

          17       tests to give you any insight into what her condition

          18       may have been?

          19   A.  I think we rehearsed yesterday, in the context of

          20       another patient, how, in interpreting a laboratory

          21       result on a urine specimen, it is necessary, when

          22       deciding whether there is a urinary tract infection or

          23       simply asymptomatic bacteriuria, to marry the clinical

          24       information with the laboratory information.

          25           So that would lead me to say that, in this case, in
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           1       Mrs Pirog's case, she should have been clinically

           2       reassessed, as well as urine being sent to the

           3       laboratory; bloods should have been sent for estimation

           4       of a C-reactive protein, which is an index of acute

           5       inflammation, usually taken in this situation to be

           6       infection; a white cell count, looking for, again,

           7       neutrophilia, evidence of infection; and because of

           8       concerns about her renal function and the way that the

           9       kidneys often deteriorate in the presence of an active

          10       infection in the lower renal tract, repeat Us&Es should

          11       have been done, urea and electrolytes.

          12   Q.  If we then go back to page 14 of your report, before we

          13       leave this section, at 3.3.60, you note that Mrs Pirog

          14       died at 0615 on 3 October 2007, family members were not

          15       present, and you say:

          16           "It is not clear if this was a sudden deterioration,

          17       or if they had expressed any wishes about being called

          18       in such circumstances."

          19           There, you are really having regard to what is in

          20       the note, that there is no indication as to what the

          21       position was at that time?

          22   A.  It is not clear to me from the records that I was given,

          23       no.

          24   Q.  I want just to look for a moment or two at the position

          25       with regard to Mrs Pirog's diarrhoea.  For that, we need
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           1       to look at the nursing records.  If we turn to page 84

           2       of the records, is there an entry there for 14 July,

           3       three lines from the top, that Mrs Pirog was incontinent

           4       of soft formed stools?  Do you see that?

           5   A.  That is the third line down in that entry, yes.

           6   Q.  That was shortly after her transfer from the

           7       Royal Alexandra Hospital?

           8   A.  It is at the end of the first week.

           9   Q.  Can we then see, as we read on, going down towards the

          10       bottom of the page, there is an entry for 19 July, there

          11       is no entry for the 20th, but, on the 21st, can we read

          12       that it has been noted that she had loose soft stools

          13       times two?

          14   A.  Yes.  Unfortunately, this doesn't give any clearer

          15       descriptor than that.  We haven't got whether this is

          16       a Bristol 5, 6 or 7 type of stool.

          17   Q.  Indeed.  Then, if we move on to page 85, can we see that

          18       the following day, on the 22nd, it has been noted

          19       "Incontinent.  More soft stools".  Do you see that at

          20       the top?

          21   A.  Indeed.  Again, there is no classification given.

          22   Q.  But then there is a gap of two days, to the 24th, and

          23       there is another gap until the 26th, and I think there

          24       are some further gaps, but if we go to 7 August, on

          25       page 86, can we see at the top of the page -- first of
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           1       all, can we note, if we go back to page 85, at the

           2       bottom of the page there is an entry for 4 August, and

           3       then, moving on to page 86, we see the following entry

           4       is the 7th, so there don't appear to be notes for 5 and

           5       6 August, but, on 7 August, can we see that Mrs Pirog is

           6       complaining of a sore stomach?

           7   A.  Yes, and the next line says, "Bowels open + +".  We

           8       don't know what happened in relation to her bowels on

           9       the days when there were no entries.  You would have to

          10       have a nurse expert to comment on the fact that there

          11       aren't any entries on those days.  But, clearly, on the

          12       7th, whatever a sore stomach means, it isn't really an

          13       anatomically -- that can't be a reference to "stomach",

          14       as in the anatomical organ stomach, it must mean belly

          15       or abdomen or some colloquial use of the word "stomach".

          16   Q.  Then we see from 7 to 9 August there is a gap of two

          17       days, and then the next entry after the 9th is on

          18       14 August, and can we see there is then a reference here

          19       to, "Feels unwell".  They say she "feels like she's

          20       getting the flu".  That appears to be what has been

          21       recorded; is that right?

          22   A.  Yes.  Perhaps it is also relevant that on the line

          23       above -- the entry above, the plaster is renewed.  It

          24       doesn't say exactly why that was renewed, but we know

          25       that it had been contaminated previously.
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           1   Q.  If, perhaps, we can move on --

           2   MR KINROY:  My Lord, are we invited to infer from the fact

           3       the plaster was renewed that the patient, at that time,

           4       suffered from loose stools?  I think we should be clear

           5       about that.

           6   A.  No, I said I don't know why the plaster was renewed, but

           7       it is in the context of previous contamination of

           8       the plaster.

           9   MR MACAULAY:  Perhaps I can just move on, then.  If we go to

          10       page 91 of the records, I am looking for an entry for

          11       1 October.  This is getting close to the time that

          12       Mrs Pirog died.  Is there an entry there which we can

          13       read in the second line -- the first entry for

          14       1 October, "Incontinent of soft faeces.  Sounding

          15       chesty.  Very frail".  Do you see that?

          16   A.  Yes, and that one is interesting because it does

          17       actually say "Incontinent of soft faeces".  Sometimes

          18       the entries refer to the faeces, but do not state

          19       whether there was incontinence or not; other times,

          20       there is reference to "incontinence", but without

          21       referring to the formation of the stool.  That is a more

          22       helpful entry than most, because it actually says that

          23       she was incontinent and the faeces were soft.  It would

          24       be more helpful if it had the Bristol classification,

          25       but it does give two views on the situation.
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           1   Q.  We have looked, then, at a number of entries where there

           2       are gaps in the records, but also there is reference to,

           3       at least, soft stools or soft faeces; is that correct?

           4   A.  Yes, that is the summary, yes.

           5   Q.  Can I leave that aside, then, and I will return to that

           6       shortly, but if we then turn to page 17 of your report,

           7       this is the section of your report when you are

           8       reviewing generally the antibiotic treatment.  Of

           9       course, as we have observed, Mrs Pirog received

          10       antibiotics in the Royal Alexandra Hospital, in

          11       particular in connection with her treatment for her

          12       fractured right leg; is that right?

          13   A.  Yes.

          14   Q.  What is unclear is what antibiotic treatment she may

          15       have received in the Vale of Leven Hospital, and we have

          16       looked at problems associated with that.

          17   A.  Yes.  I'm sorry, I have given a summary, but it is

          18       clearly not as well referenced as would be helpful to us

          19       today.

          20   Q.  Insofar as a diagnosis of C. diff was concerned, that

          21       wasn't done in the Vale of Leven, and the diagnosis of

          22       C. diff, insofar as a lab result is concerned, was done

          23       in the Royal Alexandra Hospital?

          24   A.  It was -- the re-evaluation of her incontinence and

          25       diarrhoea at the Vale of Leven doesn't allow us to say
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           1       much more than she appears to have had persistent

           2       problems with her bowels throughout this whole period,

           3       the whole continuous period, in the two hospitals.

           4   Q.  I will come to your conclusions shortly on that, so we

           5       will perhaps just leave that there for the moment.

           6           If we look quickly at your comments on the medical

           7       management, and we focus in particular on the

           8       Vale of Leven Hospital, the point you make at 5.3, where

           9       you say:

          10           "No follow-up of any medical problems was documented

          11       from transfer to death."

          12           Is that a focus on your examination of the records

          13       in the Vale of Leven?

          14   A.  Yes, from transfer to the Vale of Leven to death at the

          15       Vale of Leven.

          16   Q.  Can you elaborate upon what you mean by that?

          17   A.  Well, we have been through the last month of her life

          18       and the nursing and family views that there was

          19       a deterioration in her health and that it was probably

          20       a further urinary tract infection.  That would be an

          21       example of a medical problem that did not receive any

          22       further attention.

          23           There was evidence earlier of anaemia.  That does

          24       not seem to have been further considered.  The origin of

          25       it, the effect on her ability to counter infections,
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           1       heal her wounds, her risk of developing pressure

           2       ulceration, her general well-being, those could all be

           3       related to the presence of anaemia, but that was not

           4       addressed during her stay at the Vale of Leven.

           5           The wounds themselves received very little medical

           6       attention.  There was nursing attention, but there was

           7       very little medical attention.

           8           There was concern written by the orthopaedic

           9       representatives of poor healing of the fractures.  That

          10       may represent osteomalacia, vitamin D deficiency,

          11       calcium deficiency.  That was not enquired into.  There

          12       should be, where a fracture does not heal, thought given

          13       to why the normal timescale of healing has not occurred.

          14           Again, because we know that Mrs Pirog had renal

          15       problems, there is a particular reason for thinking

          16       about why her bones might not heal, because there is

          17       a link between poor renal function, vitamin D metabolism

          18       and bone turnover, bone healing.

          19           She must, by definition, have had osteoporosis,

          20       because of these fractures.  Attention to her bone

          21       health, from that point of view, should also have been

          22       given.  There isn't anything in these notes to suggest

          23       that anybody thought about the management of her

          24       osteoporosis.

          25           She appears to have been malnourished.  Reasons for
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           1       that were not sought.  That is the sort of thing that

           2       I am referring to in that very short sentence.

           3   Q.  If we turn to page 19 of your report, you again,

           4       I think, make a comment that you have made in a number

           5       of your reports about the incomplete nature of the fluid

           6       balance charts.  That is at 5.8 of the document.  Is

           7       that right?

           8   A.  Yes, that is a running theme.

           9   Q.  Looking at 5.12 on this page, are you pulling together,

          10       then, some of the thoughts you have already expressed

          11       about the frequency of medical review, because what you

          12       say is that:

          13           "After transfer to ward 15, the frequency and

          14       thoroughness of medical review was well below the

          15       expected standard of daily review in an assessment bed

          16       and twice-weekly review in a rehabilitation bed.

          17       Mrs Pirog's multiple medical conditions did not receive

          18       an appropriate level of review when she was seen.

          19       Appropriate laboratory and other investigations were

          20       therefore not arranged."

          21           Does that summarise some of the evidence you have

          22       already given in relation to the clinical notes in

          23       particular?

          24   A.  That does.  The paragraph before refers to the

          25       renal/vitamin D/bone links.
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           1   Q.  I think you also make some comments about the notes

           2       themselves, in particular at 5.14, where, on occasions,

           3       labels may not -- had no more than a surname, and that

           4       could cause a difficulty; is that right?

           5   A.  Yes.  Clearly, with a slightly unusual surname, that is

           6       less of a problem, but there should be a discipline of

           7       every page having proper identifiers, at least two

           8       patient identifiers, which was not evident.

           9   Q.  Then, if we move on to page 20, at 5.16, can I just read

          10       what you say there:

          11           "It is inexplicable that a lady with both lower

          12       limbs fractured, unable to transfer out of bed without

          13       being hoisted, let alone walk, with extremely high-risk

          14       scores on pressure damage and falls, malnourished, with

          15       a Barthel score of 2, which was not improving,

          16       established advanced dementia, and significant renal

          17       disease could be deemed fit for care in a residential as

          18       opposed to a nursing setting.  For Mrs Pirog to be sent

          19       a letter to say she did not need hospital care is

          20       extraordinary."

          21           I think there you are referring to a letter, are

          22       you, that was sent, on the face of it, by Dr Akhter to

          23       Mrs Pirog herself?  Is that what you are referencing

          24       there?

          25   A.  Yes.  It appears to be a standard form of letter, and it

                                            28

           1       seems always to be signed by the consultant, and one was

           2       sent to Mrs Pirog, and presumably to her family, because

           3       Mrs Pirog could hardly be expected to read, understand

           4       and act on the consequences -- the content of that

           5       letter.

           6   Q.  I think your point is that, really, she wasn't fit to

           7       be, having regard to the summary of her problems that

           8       you set out, cared for in a residential setting?

           9   A.  Unless somebody can demonstrate to me that the

          10       distinction between residential and nursing care is

          11       different in Scotland, then that is my view.

          12   Q.  Just so we can reference the letter that you mention, it

          13       is at GGC28340001.  We have that on the screen now.

          14       Before we look at the body of the letter, can we just

          15       observe that it is undated.  We see that?

          16   A.  It is.

          17   Q.  It begins, "Dear Mrs Pirog", and I think the suggestion

          18       there, if we just look at it now, is that they are

          19       looking for the next appropriate stage, and they are

          20       conferring with the social work department.

          21           What we can't say, of course, from the document

          22       itself is whether or not it was sent.  You merely

          23       observe it is there in the records, and this is what it

          24       says.  Is that a fair comment?  We can perhaps get

          25       evidence elsewhere, but as far as you are concerned, you
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           1       are not able to say that?

           2   A.  I can't say it was sent.  It was clearly the intention

           3       to send it.

           4   Q.  Indeed.  If we move on, as you have pointed out, it

           5       bears to be from Dr Akhter, because we see his name

           6       towards the bottom of the document?

           7   A.  Yes.

           8   Q.  It may have been signed, but the signature has been

           9       blanked out.  That is for different reasons.

          10           In any event, your point is, I think, that, in her

          11       time in the Vale of Leven Hospital, Mrs Pirog had quite

          12       a number of significant problems, not least her leg

          13       fractures, that really required hospital care and

          14       nursing care; is my understanding correct?

          15   A.  She certainly required daily nursing care because she

          16       had a number of wounds.  She was doubly incontinent.

          17       She was immobile and required specialist mattresses,

          18       specialist support systems and regular turning and

          19       review.  All of these things would suggest that she

          20       required her care to be planned by a qualified nurse,

          21       although, of course, many aspects of her care could be

          22       delivered by healthcare assistants or care assistants.

          23           I think, if we were to look at the domains which are

          24       used to determine the difference between residential and

          25       nursing care requirement, she would score an A or a B in

                                            30

           1       nearly all of those nine domains, and if you score As

           2       and Bs, then the decision tree takes you to nursing

           3       care; Bs and Cs take you to residential care.

           4           I have no doubt, even without going through the

           5       scoring system, that this lady had considerable daily

           6       nursing needs and that she was not stable and,

           7       therefore, those were going to continue.

           8   Q.  The final point, if I can just pick this up with you, in

           9       this section where you are looking at your review of

          10       the medical management, at 5.19, as we have seen, you

          11       say:

          12           "The final 48 hours of life were entirely without

          13       medical review, but there was no documentation that

          14       Mrs Pirog was acknowledged to be dying and ... relief

          15       put in place as part of an integrated pathway for the

          16       final hours of life."

          17           We don't know, but it could be recognised that she

          18       was in a terminal phase, but you don't see that in the

          19       records?

          20   A.  There is nothing in the notes to say that this was

          21       recognised.  There is nothing in the medical notes to

          22       say that her symptoms had been reviewed and an active

          23       regime of drugs for symptom relief had been put in

          24       place.  There is nothing in the medical records to say

          25       that an active decision to stop treatment for anything
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           1       except symptoms in the last 72 hours of life had been

           2       made.  There is nothing to say that an active decision

           3       to cease investigations, such as blood tests,

           4       observations such as blood pressure and pulse recording,

           5       none of those things are recorded.  They were not being

           6       done for a much longer period, but there is no review to

           7       say -- there is no review documented to say, "We

           8       recognise that this lady is in the last hours of life

           9       and the principles of palliative care will now guide

          10       treatment.  Therefore ..." and then a list of things

          11       that would be done differently, additions and omissions,

          12       in order to make sure that her last hours were as

          13       comfortable and as dignified as could be achieved.

          14   Q.  Moving on, then, to the DNAR order that was put in

          15       place, I think you consider that that was appropriate;

          16       indeed, if only because of the rib fractures that she

          17       had sustained; is that correct?

          18   A.  That is my view.  I don't think that this lady could

          19       have benefited from cardiopulmonary resuscitation,

          20       because I don't think it would have been technically

          21       possible.  The attempts to achieve cardiac compression

          22       by pressing on the rib cage I think would have only

          23       resulted in further rib fractures and further distress,

          24       plus you wouldn't have got a cardiac output by those

          25       means.
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           1   Q.  Looking, then, at death certification, and you touch

           2       upon this on page 21 of your report -- it may be that we

           3       should put the death certificate up onto the screen --

           4   MR WOOD:  My Lord, I wonder if, simply for the sake of

           5       the record, it could be -- because I don't think this

           6       witness has actually said it, although it is in her

           7       report, but the DNAR, as I understand it, was put in

           8       place on the day of Mrs Pirog's transfer to the

           9       Vale of Leven.  I think it is simply to put it in

          10       context.  I'm looking at page 9 of the report.

          11   LORD MACLEAN:  We haven't seen it, actually.

          12   MR MACAULAY:  I can put it on the screen.

          13   LORD MACLEAN:  I think we should have a look at it.

          14   MR MACAULAY:  GGC21690003.

          15           As has been pointed out, the date of the DNAR order

          16       is 9 July 2007, which we can remind ourselves was the

          17       date of transfer.  Is that correct?

          18   A.  Yes, that's correct.

          19   Q.  It is signed by Dr Garthwaite.

          20   A.  Yes, but not reviewed or countersigned by a consultant

          21       at any later date.

          22   Q.  There is a section that would allow for review, and we

          23       can see that that is blank?

          24   A.  It is.  It may be that this was intended to be in place

          25       indefinitely, but that is not recorded, either on the
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           1       original date of signature or at any other stage on that

           2       form.

           3   Q.  While we have the document on the screen, the reasons

           4       given for "CPR is unlikely to be successful", can you

           5       help us with these abbreviations, please, if you could?

           6   A.  Ischaemic heart disease, "IHD".  I don't think that

           7       means "or congestive heart failure", I think that means

           8       ischaemic heart disease and congestive heart failure.

           9       I'm not sure what the next bit is, on the second line.

          10       What it doesn't say is, "Rib fractures, severe

          11       osteoporosis, dementia, multiple medical problems".

          12   Q.  Well, if we look at the death certificate, we can

          13       perhaps see whether there is any correlation between the

          14       DNAR order and the death certificate.  We can put the

          15       death certificate --

          16   DAME ELISH:  Sorry, my Lord, just before Mr MacAulay moves

          17       off that, perhaps Mr MacAulay could just clarify with

          18       Dr Harrington, when she said it doesn't appear to have

          19       been signed by a consultant, I understand that

          20       Dr Garthwaite, who signed this, is a GP, a general

          21       practitioner assistant, and does the form envisage

          22       both -- alternatively a consultant/lead GP signature?

          23   LORD MACLEAN:  What is the answer to that?

          24   A.  The form does say "Consultant or lead GP signature".

          25       The review section is blank, so there is no consultant
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           1       signature in that section.

           2   DAME ELISH:  I think it also has an alternative for a GP in

           3       that level.  Would that require the review by

           4       a consultant, if it is a GP who has completed that?

           5   A.  It is neither signed by a GP nor a consultant in the

           6       review section.

           7   LORD MACLEAN:  But it could be either?

           8   A.  It could be either, but it is neither.

           9   MR MACAULAY:  The question is, I suppose -- the question

          10       might be whether or not Dr Garthwaite can be defined as

          11       a lead GP, and that is something we may want to explore.

          12   A.  I can't answer that question.

          13   Q.  If we move on to the death certificate, INQ00960001,

          14       here we have the death certificate that you consider on

          15       page 21 of your report.  As we observed earlier, the

          16       cause of death is given as bronchopneumonia, immobility

          17       and bilateral fractured tibia and fibula.

          18           Do you see any correlation between the reasons for

          19       CPR not being successful and the cause of death?

          20   A.  No, but there doesn't have to be one.

          21   Q.  No, indeed.

          22   A.  What I would be concerned about is that there was no

          23       clinical assessment of Mrs Pirog in a relevant time

          24       period, which would have allowed a diagnosis of

          25       bronchopneumonia to be entered anywhere.  It isn't in
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           1       the nursing notes, there is no record of fever, cough,

           2       high respiratory rate, production of sputum, there is no

           3       medical examination to say that she is -- that she has

           4       changes in the examination of the chest to suggest that

           5       she'd got basal consolidation.  There isn't anything

           6       that says that this lady had bronchopneumonia in the

           7       notes.

           8   Q.  I think there was some suggestion -- it may have been in

           9       the nursing notes -- that she may have had a wheezy

          10       chest.  Would that assist?

          11   A.  That could be heart failure, that could be asthma.  It

          12       is not enough, in my view.

          13   Q.  I'm sorry?

          14   A.  It is not enough, in my view, to reach a diagnosis of

          15       bronchopneumonia.  It could equally be pulmonary

          16       embolism in the context of lower limb fractures and

          17       immobility.  There are lots of possibilities.  There is

          18       no evidence for any of them.

          19   Q.  I think the reference I had in mind, because we looked

          20       at it quite recently, is on page 91 of the records, just

          21       to put this into the mix.  It is 1 October.  It is an

          22       entry we looked at earlier, where it talks about her

          23       being incontinent of soft faeces, and then, "Sounding

          24       chesty.  Very frail".  Could that form a basis for

          25       a diagnosis of bronchopneumonia?
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           1   A.  It is more than thin.

           2   Q.  But that is what we have, in any event.  You are

           3       quizzical on that part of the --

           4   A.  It does not constitute enough evidence for me to be

           5       confident that that was the correct cause of death at

           6       I(a).  The only thing I can conclude from that entry is

           7       that somebody should have come and seen Mrs Pirog and

           8       decided what the diagnosis was, whether she was for

           9       active treatment of that condition and, if she was, to

          10       institute that active treatment; if she was not for

          11       active treatment, then to institute palliative measures.

          12       It didn't happen.

          13   MR KINROY:  Would my learned friend care to clarify, is the

          14       evidence of the witness that the records do not reveal

          15       sufficient evidence to justify the cause of death on the

          16       certificate --

          17   LORD MACLEAN:  Yes.

          18   MR KINROY:  -- or does she go beyond that to say there could

          19       never have been this cause of death entered, whatever

          20       evidence was, in fact, available to the doctor who

          21       certified the death?

          22   LORD MACLEAN:  If I understand, if I am following this

          23       correctly, one of the problems here -- no doubt

          24       Dr Harrington will correct me -- is that there don't

          25       appear to have been sufficient medical assessments of
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           1       her condition as she declined for one to be able to

           2       reach conclusions as to what the cause of death was.

           3           Now, is that wrong?  Am I putting it too high?

           4   A.  That is my position.  I don't have enough information to

           5       draw any conclusions about the cause of death.

           6   LORD MACLEAN:  From the records?

           7   A.  From the records.

           8   MR KINROY:  I'm obliged.

           9   MR MACAULAY:  That is dealing with the bronchopneumonia.

          10       Immobility is the second head.  Now, we can remind

          11       ourselves that she had both legs fractured.  Would that

          12       be a reasonable entry?

          13   A.  That is clearly correct.  She was immobile.  What the

          14       contribution to her death that immobility represented, I

          15       cannot say, because I don't know what the findings were

          16       in the days before her death.  She'd been immobile for

          17       many months.

          18   Q.  I think that the bilateral fractured tibia and fibula

          19       relates to the same condition of immobility?

          20   A.  Oh, yes, there is clearly a link between those two, yes.

          21   Q.  So far as you are concerned, then, how would you

          22       construct the death certificate, on the basis of

          23       the information you were able to take from the medical

          24       records?

          25   A.  Do I have to do that?
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           1   Q.  You have done it in your report.  If you are able to

           2       support your view in your report; if not, you can let us

           3       know.

           4   A.  If I was clinically responsible for this lady, I would

           5       be very reluctant to write a death certificate.

           6       I appreciate that it has to be done to the best of my

           7       knowledge and skill.

           8   Q.  If I look at your report, and this is all I can go on,

           9       on page 21, at paragraph 7.51, first of all you say that

          10       C. diff did not contribute to Mrs Pirog's death, and

          11       then you list a number of matters that you would

          12       construct on a death certificate?

          13   A.  Yes, I am trying to be helpful here and say something

          14       that I think might be substituted.  On the evidence that

          15       there was, which was not recent, not current, and the

          16       description in the nursing notes given by her daughter

          17       to the nurses, I think Mrs Pirog had evidence of urinary

          18       sepsis, and it is, therefore, likely that she had acute

          19       renal failure.  This is -- one of the manifestations of

          20       acute renal failure can be a high respiratory rate,

          21       which may account for the chestiness that is described.

          22   Q.  Does that then account for I(a) and I(b) of your

          23       reconstruction of the death certificate?

          24   A.  Yes.

          25   Q.  What about I(c)?
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           1   A.  Well, we know that she had had structural abnormalities

           2       of the renal tract for a very long time, and that was

           3       the basis on which she was troubled with recurrent

           4       urinary sepsis.

           5   Q.  Is that what that means --

           6   A.  Bilateral hydronephrosis means both kidneys are dilated

           7       and not emptying properly into the bladder, and that

           8       lack of emptying -- prompt emptying into the bladder

           9       results in recurrent infection.

          10   Q.  Then at section II, you have considered Alzheimer's-type

          11       dementia and recent bilateral fractured lower legs; is

          12       that right?

          13   A.  Yes, I think those two -- both made a contribution but

          14       were not the immediate cause of death.

          15   Q.  The final leg of this report is --

          16   MR KINROY:  My Lord, I wonder if we could clarify something:

          17       the witness has said that, if she was clinically

          18       responsible for this lady, "I would be very reluctant to

          19       write a death certificate", and clearly, in the witness

          20       box, shrank from reconstructing what it should have been

          21       but said something different in her report.  Can we take

          22       it there is a degree of speculation in the

          23       reconstruction in the report at paragraph 7.51 and, if

          24       so, how speculative is that?

          25   LORD MACLEAN:  Can you answer that?

                                            40

           1   A.  There is a degree of speculation.  If I was clinically

           2       responsible for this lady, I would be blushing here at

           3       this minute.  I would like to think, to use an Irish

           4       expression, that if I was going there, I wouldn't be

           5       starting from here.  I would hope that it would never

           6       come to this if this lady had been under my care.

           7   MR MACAULAY:  Indeed.  We understand all of that, but

           8       I think to deal with my learned friend's question, you

           9       say there is a degree of speculation in your

          10       reconstruction of the death certificate.

          11   A.  Yes, I am trying to be helpful in producing something,

          12       but it is, in the absence of current, recent updated

          13       information, both clinical and laboratory information,

          14       speculative.  Yes.

          15   MR MACAULAY:  The final leg of this report is your

          16       conclusion, but, my Lord, it may be that we could

          17       probably take a break at this point now and I will

          18       return to this.

          19   (11.20 am)

          20                         (A short break)

          21   (11.40 am)

          22   MR MACAULAY:  Dr Harrington, just before we move on to your

          23       conclusion, I want to look at two reports from the

          24       microbiology department in relation to urine sampling.

          25       If we could have on the screen, please, GGC21690045, and

                                            41

           1       also, next to that, GGC21690043.

           2           If we are looking, then, to the one on the left, can

           3       we see that this relates to a urine specimen collected

           4       on 7 August, received by the lab on 7 August and, if you

           5       can help us, does this indicate a result that is

           6       abnormal?

           7   A.  Yes, it doesn't give a quantitative, only a qualitative,

           8       report on the white cells in the urine, but there are

           9       clearly a significant number from that phrase.

          10       A coliform sensitive to co-amoxiclav and three other

          11       antibiotics --

          12   Q.  But not to the trimethoprim?

          13   A.  -- but not trimethoprim or amoxicillin is reported

          14       there.

          15   Q.  If we look at the other one --

          16   MR KINROY:  Before we leave that, my Lord, could we just

          17       clarify, might this be a case of bacteriuria?

          18   LORD MACLEAN:  I think we will get to that.

          19   MR MACAULAY:  Asymptomatic, I think.  We will come to that.

          20           The next one, at page 43, this is about a month

          21       later, 5 September, and received by the lab on the same

          22       date.  Here, then, again, can you help me with this,

          23       does that bear to be an abnormal result?

          24   A.  This is a very similar result, also abnormal.  The

          25       difference is in the sensitivity of the bacterium to
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           1       trimethoprim.

           2   Q.  We know that with elderly patients we can have this

           3       feature of asymptomatic bacteriuria.  How would the

           4       clinician decide how to respond, if at all, to these

           5       results?

           6   A.  Firstly, taking into account a patient's history, in the

           7       presence of structural abnormalities of the renal tract,

           8       such as bilateral hydronephrosis, which Mrs Pirog had,

           9       the significance is immediately notched up a bit.  There

          10       is a sump of bacteria in the renal tract in such

          11       patients, and so that would immediately make one sit up

          12       and take more notice of this.

          13           It makes the necessity for a clinical assessment all

          14       the more important.

          15           On this specimen report that is on the screen, from

          16       5 September, the clinical details that are recorded are

          17       backache, which is a very non-specific problem -- it

          18       could be related.  We would have to go to the medical

          19       entries for the two days around the time that these two

          20       specimens were taken to see if the clinical assessment

          21       suggested that there was, indeed, an important urinary

          22       tract infection: was the patient pyrexial, was there any

          23       loin tenderness, was there any suprapubic tenderness,

          24       was the patient vomiting?  Those kinds of clinical

          25       features would have to be put into the thought process
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           1       before a decision on treatment could be arrived at.

           2   Q.  Indeed.

           3   A.  Good fluid output, throughput, would be important

           4       whatever the situation.

           5   MR KINROY:  My Lord, does that mean this might be

           6       asymptomatic bacteriuria?

           7   LORD MACLEAN:  We will get to that.

           8   MR KINROY:  Sorry, my Lord, I'm too impatient.

           9   MR MACAULAY:  If we look, then, at the clinical notes around

          10       the time of the specimen that we have on the screen of

          11       5 September, if we turn to page 13 of the records, we

          12       have an entry for 30 August.  Does that say "for suture

          13       removal" on 3 September?

          14   A.  I think it does, and "fracture clinic" on 6 September,

          15       and then the next entry is that fracture clinic

          16       appointment.

          17   Q.  Insofar as the next entry after that, on 6 September, is

          18       concerned, this is dealing, I think, with the cast being

          19       removed and there being a large haematoma present behind

          20       the knee; is that right?

          21   A.  Yes.  It deals solely with the issues around the cast,

          22       the fracture and the skin condition.

          23   Q.  Similarly, the entry for 7 September, is that also

          24       dealing with -- does it appear to deal with the cast?

          25       "Call from S/N Heath, ward 15 - informs Mrs Pirog's cast
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           1       too tight."

           2           Is that right?

           3   A.  Yes.  This page seems to be almost exclusively written

           4       by the orthopaedic team, who were not responsible for

           5       the totality of Mrs Pirog's care, but only for the

           6       orthopaedic aspects.  So they would not be expected to

           7       address the issue of her urinary findings.

           8   Q.  If we turn to page 14, the next page, does that entry

           9       that we are looking at on page 13 continue, again,

          10       focusing upon issues relating to the cast?  Is that

          11       right?

          12   A.  That's right.  So for that period of time, there appear

          13       to have been no entries by the team that were clinically

          14       responsible for Mrs Pirog -- that's from 30 August to --

          15       it looks as though it is 11 September.

          16   Q.  I think, if we just put it in context, if we go back to

          17       page 13, we have an entry on 30 August 2007 and, as we

          18       move to page 14, do we see that the next entry that may

          19       have been done by the clinical team is not until

          20       11 September, where the entry begins with "No progress"?

          21   A.  Yes, that entry does not consider the possibility of

          22       a urinary tract infection.  It doesn't add clinical

          23       information to the laboratory information.

          24   Q.  If we are looking, then, to whether or not there was

          25       a clinical analysis, examination, of Mrs Pirog, then at
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           1       least insofar as the records go to tell us, there is

           2       nothing here to assist us on that; is that correct?

           3   A.  There is no evidence that there was a reassessment of

           4       Mrs Pirog clinically.

           5   Q.  If we then go and look at the other specimen that we

           6       looked at, at page 45, I think it was in August, so this

           7       is for 7 August, if we turn to page 11 of the records,

           8       do we see that, on 31 July, there is an entry --

           9       I think -- it certainly reads something like, "Agreed to

          10       24-hour care.  Cast changed next week".  Is that right?

          11   A.  I agree with that reading.

          12   Q.  Then, 7 August "For fracture clinic".  Do we see that?

          13   A.  I can't read the last word on that line, but, yes, "For

          14       fracture clinic", and then something.

          15   Q.  Then, on 9 August, "Fracture clinic today"; is that

          16       right?

          17   A.  That's right, yes.

          18   Q.  Then, if we turn on to page 12, I think we see an entry

          19       that we can now recognise as the writing of the person

          20       in the fracture clinic, and then, do we see the next

          21       clinical entry by Dr Akhter, on 16 August?

          22   A.  That's right.  Again, there is no reference to the

          23       laboratory result or a clinical assessment of features

          24       which might help to interpret that laboratory result in

          25       that entry on 16 August.
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           1   Q.  Is there also a difficulty if, in fact, the specimens

           2       that were taken were taken at a time when Mrs Pirog had

           3       a catheter inserted?  Does that affect the approach?

           4   A.  It certainly does.  A CSU as opposed to an MSU, catheter

           5       specimen of urine, would be expected to have white cells

           6       in that at all times, and the presence of organisms is

           7       commonplace.  The need to interpret the result,

           8       therefore, in the light of clinical findings, is all the

           9       more important.

          10   Q.  We perhaps should note that the two specimens we have

          11       looked at were both catheter specimens.  Perhaps you

          12       could confirm that.  Look at page 43 again on the

          13       screen; do you see that towards the bottom?

          14   A.  You are right, it is, on the bottom, a catheter

          15       specimen.

          16   Q.  Similarly, page 45, that is also a catheter specimen, is

          17       it?

          18   A.  Yes.

          19   MR KINROY:  My Lord, I wonder if I might ask my question

          20       now?

          21   LORD MACLEAN:  We are still going to get it, aren't we?

          22   MR KINROY:  Sorry, my Lord, I thought we had come to an end.

          23   LORD MACLEAN:  No, I don't think so.  I will give you the

          24       green light in a minute.

          25   MR KINROY:  I'm most grateful, my Lord.
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           1   MR MACAULAY:  Coming back to the point that my learned

           2       friend Mr Kinroy was raising in relation to asymptomatic

           3       bacteriuria, could this be a case where it would be

           4       justified to conclude that this was such a case and,

           5       therefore, no action by way of prescribing antibiotics

           6       may be appropriate?

           7   MR KINROY:  My Lord, my question was rather different.  It

           8       was just this: might this be a case of asymptomatic

           9       bacteriuria?  Which is not seeking a positive finding

          10       that it was.

          11   LORD MACLEAN:  I don't think you are at odds, anyway.  But

          12       could you sharpen your question up to please Mr Kinroy?

          13   MR MACAULAY:  Might this be a case of asymptomatic

          14       bacteriuria, in both instances?

          15   A.  I don't think so, because these are catheter specimens.

          16       Asymptomatic bacteriuria refers to patients without

          17       catheter -- without urinary catheters, I think.  I would

          18       have to check that with a microbiology colleague, but

          19       I think that the term is strictly confined to those

          20       patients who do not have catheters in the bladder.

          21   MR KINROY:  My Lord, I wasn't sufficiently specific, then.

          22       Might these be cases of bacteriuria?

          23   LORD MACLEAN:  The witness has said, "I don't think so,

          24       because these are catheter specimens".

          25   MR KINROY:  My Lord, I think it is all a question of
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           1       terminology, but the question is, really, whether these

           2       were bacteria in the urine, but not in the patient, at

           3       least as this layman characterises the controversy.

           4   LORD MACLEAN:  Can you elaborate?

           5   A.  The interpretation of a catheter specimen of urine

           6       requires clinical evaluation along the same lines as

           7       would be conducted in interpreting a specimen from

           8       a patient without a catheter in, so the sequence that we

           9       have been through, looking through the notes, we could

          10       go through again in the context of, was this a systemic

          11       infection associated with a catheter, but the answers

          12       would still be the same: there isn't any evidence that

          13       Mrs Pirog was assessed in order to be able to draw

          14       a conclusion that this was either of no clinical

          15       importance or of clinical significance and would then

          16       require treatment.

          17   LORD MACLEAN:  So it is impossible to say one way or the

          18       other --

          19   A.  I cannot say from what is written --

          20   LORD MACLEAN:  -- in the absence of a clinical assessment,

          21       in relation to both lab tests?

          22   A.  Yes, from these records, I cannot help to distinguish

          23       whether Mrs Pirog had a catheter-associated significant

          24       infection.

          25   LORD MACLEAN:  But something must have prompted them to have
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           1       been taking specimens and testing them?

           2   A.  I think we have been to the nursing notes and seen that

           3       there have been comments about the gross appearance, the

           4       appearance to the naked eye, of the urine, and there

           5       have also been comments in the nursing notes about

           6       Mrs Pirog's family's concerns.  So those seem to be the

           7       prompts that have occurred.

           8   LORD MACLEAN:  That is what prompted the tests?

           9   A.  That seems to have prompted the test, but that has not

          10       been followed by a documented clinical re-evaluation on

          11       either of those dates.

          12   DAME ELISH:  Sorry, my Lord, I may be mistaken -- and

          13       Mr MacAulay can perhaps clarify this -- when we earlier

          14       this morning saw the nursing notes, I thought there was

          15       an entry on 30 August which related to a prescription

          16       for co-amoxiclav regarding a suspected UTI.  I may be

          17       incorrect on that, but I just wonder if we could have

          18       that clarified.

          19   MR MACAULAY:  I can go back to that.  I think it is actually

          20       9 August, but it is page 86 of the nursing records.  Can

          21       we just look at that?  We have that on the screen.  It

          22       is the entry we looked at this morning, I think, for

          23       9 August.  There was a ward round, "Commenced on

          24       co-amoxiclav for a UTI".  I think what we did was look

          25       at the Kardex for August and, on the face of it, it
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           1       wasn't given.  We have gone through that, down that

           2       route.

           3   A.  We have, and I have taken the opportunity in the break

           4       to go through these copies to see if I could improve on

           5       what I had said about September.

           6   Q.  Let's just leave September.  But for August, there is no

           7       evidence that the co-amoxiclav was given.  I will come

           8       to September in a moment.

           9   A.  I can find no record of that in August or September.

          10   Q.  If we then look at the nursing notes for around the

          11       period we have been looking at, and if we go to page 89

          12       of the records, can we note that on 5 September, at

          13       0945, the nurses have noted:

          14           "Complaining of backache.  Paracetamol given.  Ward

          15       urine positive blood protein and nitrates.  CSU ..."

          16           I think that means a catheter specimen of urine:

          17           "... obtained and sent to lab."

          18           So that is the background of the obtaining of

          19       the specimen; is that how you read it?

          20   A.  That's right, and that is what was transcribed onto the

          21       laboratory request form and transcribed onto the

          22       laboratory report form that we saw.

          23   Q.  So we have seen the laboratory report form, and I think

          24       you took the opportunity, you said, at the break, to see

          25       whether or not there was a Kardex for September that
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           1       would relate to this particular situation.  Did

           2       I understand that correctly a moment ago?

           3   A.  I did.  I can find none in here.  I think it must have

           4       existed, because there were other drugs than

           5       co-amoxiclav on the earlier versions.  I have pointed

           6       out in another context that the type of drug Kardex used

           7       has an insert which is put into the main prescription

           8       for each month.  So rather like one of those calendars

           9       where you tear something off each month, but in reverse:

          10       something is put on top as the previous month's record

          11       is completed.

          12           I think what may have happened here is that one of

          13       those, for September, has somehow been lost to the

          14       photocopying process.

          15   Q.  I think what you are saying is you concede that -- we

          16       have looked at the Kardex for August, and that is here,

          17       and that is blank, but you suspect that the continuation

          18       into September may be missing from the records?

          19   MR PEOPLES:  My Lord, I'm not sure the Kardex for August is

          20       blank.  I think the point that was made --

          21   MR MACAULAY:  No, blank for co-amoxiclav.

          22   MR PEOPLES:  I think there was a prescription written, but

          23       there is no evidence of administration.  So someone has

          24       taken the step of writing up an entry for that

          25       particular medication, but there is no evidence that it
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           1       was administered.

           2   MR MACAULAY:  That is what I meant.

           3           If we look at page 62 of the records, just to

           4       clarify that --

           5   LORD MACLEAN:  I think we are in danger of going around the

           6       tree again.

           7   MR KINROY:  My Lord, I don't want to take us further around

           8       the tree, but my concern here, though, is this: in other

           9       cases, the experts have criticised the doctors for

          10       treating bacteriuria and not the patient, having

          11       misconstrued the clinical signs.

          12           Here we have a case where the answer must be

          13       plainly, yes, these lab results may be indicative of

          14       bacteriuria, and we have a prescription of co-amoxiclav

          15       which was apparently never given.

          16           So, my Lord, it is an important issue that,

          17       conceivably, the reason co-amoxiclav was not given is,

          18       albeit not recorded in the notes, the doctor concluded

          19       that this was bacteriuria.

          20   LORD MACLEAN:  Throughout this, I have to make the

          21       assumption, probably false, that you all have statements

          22       from the doctors -- or you might not have, of course,

          23       because they are not your client, Mr Kinroy, as I well

          24       know, but the others must, and I have to make that

          25       assumption.  So instead of asking questions, you should
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           1       know.  You may not know.

           2   MR KINROY:  My Lord, there are two aspects to this: the

           3       immense number of clinical judgments which are canvassed

           4       in the 65 reports, make it very difficult, I think, for

           5       anyone, on this side of it, to explore all of them

           6       individually with each doctor, but certainly I don't

           7       have a statement from any doctor.

           8           But I do respectfully submit it is not only

           9       a legitimate question, might these results be indicating

          10       bacteriuria, but an important one.

          11   LORD MACLEAN:  You see, the problem is you say "might", and

          12       I was going to put this to Dr Harrington, "might be".

          13           What would put it beyond doubt, in terms of

          14       the person assessing the patient, would be an entry in

          15       the light of these results.  There isn't a single one.

          16   MR KINROY:  That's correct, my Lord.  It is now neutral to

          17       know whether this is bacteriuria or an infection in the

          18       patient.

          19   LORD MACLEAN:  It may be that that is so.  But the point is,

          20       from the clinical, medical, notes, assessments, you

          21       can't tell.

          22   MR KINROY:  My Lord, if we turn that on its head, all I am

          23       looking for is Dr Harrington to accept she cannot say,

          24       from these lab results and these records, that this was

          25       an infection in the patient rather than bacteriuria.  We
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           1       just do not know.

           2   LORD MACLEAN:  I think you have said that, haven't you,

           3       pretty largely?

           4           What I would have expected, and Dr Harrington would

           5       have expected, is that you would have had running

           6       through this period, end of July/August/September --

           7       because Mrs Pirog dies at the beginning of October --

           8       medical assessments which would include consideration of

           9       this very problem --

          10   MR KINROY:  Well, my Lord --

          11   LORD MACLEAN:  -- which had been focused, if I may say, by

          12       her daughter.

          13   MR KINROY:  We are yet to hear from the doctors, my Lord,

          14       and the evidence might be that, although they did not

          15       make entries in the records, they were in fact making

          16       the assessments.  We have yet to discover that.

          17   LORD MACLEAN:  Maybe that is so.  I am not going to say

          18       anything about that.  But I find it pretty remarkable.

          19       Do you?

          20   A.  I find it a matter of great concern that these results

          21       were not acted on; that the nursing comments were not

          22       acted on by the medical staff.  I don't know whether the

          23       medical staff knew, but the results were not acted on by

          24       the medical staff.  I find it a matter of great concern

          25       that results were coming back from the laboratory and
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           1       they were simply not being acted on.  Whether they were

           2       looked at is not possible to tell, because there is no

           3       system, as I think I point out somewhere else, for

           4       signing off these results to say, "I have seen this and

           5       I have taken responsibility for what is clinically

           6       appropriate as a result of this".

           7           There may be a system in the -- if there were

           8       electronic records, for that to be -- that signing off

           9       to have been done, but I don't know that.  I can only

          10       say from what is in the notes there is no way that I can

          11       tell that these results have been considered by the

          12       doctors when they should have been.

          13   LORD MACLEAN:  I understand that.

          14   A.  I think there is an important point about the difficulty

          15       in finding out whether co-amoxiclav was given on either

          16       occasion, and the difficulty that I have is that I think

          17       that the prescription charts are missing from this

          18       record.

          19   MR MACAULAY:  But not the one we have on the screen, if we

          20       can just go back to the one on the screen.  This is for

          21       the prescription of co-amoxiclav that would appear to

          22       have been -- it appears to have been dated

          23       9 August 2007, and the proposal was that it would be

          24       administered for five days, I think three times a day.

          25       Is that how one reads this?
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           1   A.  That is how I read it.  But it is also important to look

           2       at the row above, where the drug ramipril, which is not

           3       contentious in this argument, that is evidence that, on

           4       3 September, this chart was replaced by another, because

           5       that drug is not crossed off.

           6           If we look at pages 0060 and 0061, the same applies:

           7       drugs which are not individually crossed off are no

           8       longer given on that record.  The whole sheet is crossed

           9       off.  This suggests that there is a new Kardex, which we

          10       do not have evidence of.

          11   Q.  So are you postulating that there is a Kardex missing

          12       for part of August as well as for September?  Is that

          13       what you are postulating, possibly?

          14   A.  I am postulating that there is a Kardex from 3 or

          15       possibly 4 September which we have not seen and which

          16       may help to answer the question of how the doctors

          17       responded in terms of prescribing to either of these CSU

          18       results.

          19   LORD MACLEAN:  I may be wrong in my understanding -- if

          20       I am, no doubt, in the fullness of time, I will be

          21       corrected -- but would you not expect that to be

          22       recorded in the medical notes?

          23   A.  Would I expect there to be a clinical assessment and

          24       a note about the positive CSU result?  Yes, I would.

          25   LORD MACLEAN:  Possibly with a reference to the prescription
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           1       of a particular antibiotic?

           2   A.  Yes.  I would not expect there to be a note routinely

           3       made that the Kardex was completely rewritten.

           4   LORD MACLEAN:  No, no, I wasn't asking about that.

           5   A.  But I would expect that a decision to prescribe

           6       a particular antibiotic would be recorded at the end of

           7       the entry which considers whether or not --

           8   LORD MACLEAN:  That is what I was asking --

           9   A.  -- this is a relevant infection.

          10   LORD MACLEAN:  -- and I have the answer.  Thank you.

          11   MR MACAULAY:  Having digressed, can I then come back to the

          12       conclusion that you provide us with in your report for

          13       Mrs Pirog?  I think you have covered most of these

          14       points.  The one point I want to pick up with you is the

          15       point you make at 8.11, this is on page 22.  I will just

          16       read this, and then ask you some questions.  What you

          17       say is:

          18           "Mrs Pirog did not die of Clostridium difficile

          19       diarrhoea, but the substandard management of persisting

          20       diarrhoea and faecal incontinence after transfer to the

          21       Vale of Leven is an index of the general quality of her

          22       medical and nursing care - less than she was entitled to

          23       expect.  It is my opinion that she had relapsing CDD at

          24       the Vale of Leven Hospital.  I can think of no

          25       acceptable reason why further faecal specimens were not
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           1       examined, why control of infection measures were not put

           2       in place and why treatment was not initiated."

           3           Just in relation to your opinion that you consider

           4       that Mrs Pirog had a relapse, can I just understand your

           5       thinking there?  We have gone through the nursing

           6       records.

           7   A.  When a person who has once had an episode of

           8       Clostridium difficile diarrhoea has a further episode,

           9       the first thing in my mind would be, "This is

          10       Clostridium difficile diarrhoea again", and I would want

          11       proof that that was not so before leaving that thought

          12       to one side and considering all the other possibilities.

          13       That was not done.

          14   Q.  But do you conclude, indeed, is it your opinion, that,

          15       having regard to all the material you have looked at, we

          16       are looking here at a relapse of C. diff?

          17   A.  That is my opinion, that throughout her time at the

          18       Vale of Leven, Mrs Pirog had Clostridium difficile

          19       diarrhoea in varying levels of severity.

          20   Q.  I have, for the moment, left that particular case, and

          21       I am now moving on to look at the case of

          22       Mary McDougall.

          23           If we put the report on the screen, Dr Harrington,

          24       it is at EXP01600001, have you noted here that

          25       Mrs McDougall was born on 7 May 1938?  Is that correct?
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           1   A.  Yes.

           2   Q.  You have also noted her date of death as being

           3       27 April 2009.  If we look at the death certificate at

           4       INQ00730001, can we see that Mrs McDougall was 70 when

           5       she died on 27 April 2009, and there is an address given

           6       in Dumbarton, and do we note that the cause of death was

           7       bronchial carcinoma?

           8   A.  Yes, and that is about a year after the events that

           9       I have considered.

          10   Q.  If we turn, then, to your report at page 4, you point

          11       out, I think, at the outset, that when you were

          12       preparing this report, there were medical records that

          13       were, you thought, missing from the records you had been

          14       sent; is that correct?

          15   A.  I could only conclude that the notes were incomplete.

          16   Q.  That is what you tell us at paragraph 3.1, because the

          17       medical notes from the Vale of Leven were not in the

          18       documents that you were sent; that's what you tell us,

          19       at that time?

          20   A.  Yes.  At that time.  I have prepared a rewrite of this

          21       paragraph.

          22   Q.  That is because very recently you received these

          23       records?

          24   A.  I have seen some of those records.

          25   Q.  I will come to that.  But this patient, Mrs McDougall,
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           1       was admitted to the Vale of Leven on 10 April 2008; is

           2       that right?

           3   A.  Yes, from those records.

           4   Q.  Were you able to ascertain from the documents that you

           5       had what the purpose of her admission was at that time?

           6   A.  By pulling together bits and pieces from different

           7       sources that were available to me at that time, I came

           8       to the conclusion that Mrs McDougall had been admitted

           9       because she was unwell following a recent course of

          10       chemotherapy and had been started on an antibiotic by

          11       her GP, but remained unwell a day after that GP

          12       assessment.

          13   Q.  The position is that Mrs McDougall, in fact, spent about

          14       a week in the Vale of Leven Hospital?

          15   A.  She did.

          16   Q.  In the course of that week, she had diarrhoea; is that

          17       right?  If you turn to page 6 of your report.

          18   A.  She appears to have had diarrhoea on the day after the

          19       nurses say they gave her Senna and lactulose as

          20       laxatives.

          21   Q.  She was found to be constipated, or she said she

          22       hadn't --

          23   A.  She reported that she was constipated, and the nursing

          24       notes indicate that the response to that was to give

          25       Senna and lactulose.  This prescription does not appear
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           1       on her signed medical prescription, but that would

           2       appear to be what happened.

           3   Q.  You tell us, then, on page 6 of your report, at

           4       paragraph 3.18, that Mrs McDougall developed diarrhoea

           5       on 14 April; is that what you have taken from the

           6       records?

           7   A.  It is.

           8   Q.  If we look at the microbiology report in relation to

           9       a specimen that was taken -- that is at GGC00410005 --

          10       can we see the suggestion in the report here, that the

          11       specimen that is being reported was collected on

          12       10 April, received on 11 April and the printing was on

          13       14 April, and we can note, before we go back to that,

          14       that it is a positive result?

          15   A.  It is.  10 April was the evening on which she was

          16       admitted.

          17   Q.  But, at that time, was there any evidence of diarrhoea

          18       from the records that you saw?

          19   A.  No.  The first reference to Mrs McDougall being

          20       symptomatic is on the 14th.

          21   Q.  However that may be, is it the case that it was as at

          22       the 14th that the staff appeared to be aware that

          23       Mrs McDougall had tested positive for C. diff?

          24   A.  That's when everybody seems to have become aware of it,

          25       yes.
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           1   Q.  Was she then treated for the C. diff infection?

           2   A.  She was treated with metronidazole, in terms of

           3       antibiotics.  The other aspects of treatment for

           4       Clostridium difficile diarrhoea were, in a sense, in

           5       place for her other conditions, so fluid balance --

           6       assiduous attention to fluid balance, general nursing

           7       care, isolation -- I'm sorry, I'll have to check the

           8       dates for isolation.  But the other components were

           9       mostly in place as a result of treatment of other

          10       conditions.

          11   Q.  The treatment of the C. diff with the metronidazole was

          12       an appropriate response to the C. diff?

          13   A.  I think so.  It is certainly the first line and it

          14       certainly was effective.  There is an argument that,

          15       because of her neutropenia, special circumstances

          16       applied, but it was standard treatment and was

          17       effective.

          18   Q.  I think that is what you say on page 8 of your report.

          19       Then, if we look at page 9 of your report, where you are

          20       dealing with the medical management, and I think what

          21       you say at 5.4 is that, in your opinion, the management

          22       of the C. diff was prompt, conventional and successful;

          23       is that correct?

          24   A.  That's how it appeared from the original set of notes.

          25   Q.  If we then move on to page 10 of your report -- perhaps
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           1       I can just observe that, indeed, Mrs McDougall was

           2       discharged home on 17 April 2008?

           3   A.  Yes, the week in hospital that we have referred to.

           4   Q.  Then, if we turn to your conclusion on page 10, do you

           5       tell us that Mrs McDougall was treated in a satisfactory

           6       manner, both for her neutropenia and also for the

           7       C. diff; is that right?

           8   A.  Yes, I do hedge that slightly because of

           9       the incompleteness of the notes that I was basing this

          10       on.  But it seems so.

          11   Q.  Indeed.  You say that the origin of the C. diff cannot

          12       be assessed from the notes disclosed.  Just so I can

          13       understand that, so far as antibiotic treatment would be

          14       concerned, were you able to focus on antibiotics that

          15       might have predisposed Mrs McDougall to C. diff?

          16   A.  Well, we know that, on admission, she was taking

          17       amoxicillin prescribed by her GP.  After admission, she

          18       was given the protocol antibiotics for febrile

          19       neutropenia, Gentamicin and piperacillin/tazobactam.

          20   Q.  Would those antibiotics then be of a kind that might

          21       predispose someone to C. diff?

          22   A.  They are broad-spectrum antibiotics.  Gentamicin is not

          23       a broad-spectrum antibiotic, but when you take the

          24       combined action of those, it is certainly a possibility,

          25       but those are life-saving antibiotics in
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           1       a life-threatening situation, and were entirely

           2       appropriate and done to protocol, done correctly.

           3       I have no criticism of that.

           4   Q.  Thank you for that.  There is a point I want to return

           5       to in relation to Mrs McDougall's case when we look at

           6       your overview, but I will leave that aside until then.

           7       I am finished with the case for the moment.

           8           I want now to move on to your penultimate case, and

           9       that is Margaret Stevenson.  Your report here for

          10       Mrs Stevenson is at EXP01300001.  Do we see on the front

          11       page of your report that Mrs Stevenson was born on

          12       15 September 1924?  Is that correct?

          13   A.  That's correct.

          14   Q.  If we turn to page 4 of your report, you dwell on

          15       Mrs Stevenson's medical history, and I think you begin

          16       by telling us, looking to the first admission to the

          17       Vale of Leven in April 2008, that Mrs Stevenson, who was

          18       83 at that time, had not been seen by her GP since 2005?

          19   A.  Yes, the GP remarked on that with an exclamation mark,

          20       intended, I think, to convey that she was an unusual

          21       patient on his list: she was elderly, but in good health

          22       and not somebody who consulted a great deal.

          23   Q.  Was it the case that she was, if you turn to page 6 of

          24       your report, admitted to the Vale of Leven on

          25       25 April 2008?
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           1   A.  She was, at the request of -- she had been seen by her

           2       GP before that, and then an emergency admission had been

           3       arranged.

           4   Q.  You tell us on page 5, if we go back a page, at 3.2.1,

           5       that Mrs Stevenson had been seen by her GP and she had

           6       been started on prednisalone and amoxicillin for a lower

           7       respiratory tract infection the day before she was

           8       referred to hospital?

           9   A.  Yes.

          10   Q.  In relation, then, to her assessment on admission, that

          11       you look at on page 6, do you set out there that she was

          12       found to be significantly ill, with signs of a right

          13       basal pneumonia?

          14   A.  Yes.  A number of assessments of severity were scored to

          15       give a numerical score, and her modified early warning

          16       score was 4, which is significantly above the trigger

          17       point for immediate review, but her scoring system for

          18       pneumonia, referred to as the CURB-65, was only 1.  So

          19       she was globally unwell, but the severity of

          20       the pneumonia did not score particularly high.

          21   Q.  As you tell us on page 6, at 3.3.3, Dr Carmichael was

          22       involved in her planning, and it was agreed that

          23       amoxicillin would be continued, and that was in line

          24       with the British Thoracic Society guidelines on the

          25       management of community-acquired pneumonia; is that
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           1       correct?

           2   A.  The guidelines that were in operation at that time.

           3   Q.  Was it thought, if you look at the next paragraph, that

           4       Mrs Stevenson would probably be expected to go home on

           5       28 April, that's four days later?

           6   A.  Yes, they anticipated that she would do well.

           7   Q.  If you turn to page 7, was there some deterioration in

           8       her condition that you note at paragraph 3.3.7?

           9   A.  That is two days after admission.  She deteriorated so

          10       that the duty doctor was called and found a number of

          11       clinical and measured features, which would suggest that

          12       she was indeed unwell, more unwell, and her treatment

          13       was escalated, in terms of there being senior review,

          14       and she was transferred to the high dependency unit.

          15   Q.  Look at 3.3.8.  Amoxicillin was changed to the

          16       ceftriaxone intravenously and the clarithromycin that

          17       she'd been prescribed earlier was continued; is that

          18       correct?

          19   A.  That's correct.  I'm sorry, there is an error in the

          20       next line.  It should say the British Thoracic Society,

          21       the BTS, not the British Telecom guidelines.

          22   Q.  We will look at the antibiotic management in a moment.

          23           Did she also develop diarrhoea and was there

          24       a sample taken which proved to be negative?  We can

          25       perhaps put that on the screen.  This is GGC13090218.
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           1       Can we see that a specimen was taken from her on

           2       29 April, received by the lab on the same day, and this

           3       proved to be a negative result?

           4   A.  That's right.  That was two days after the escalation in

           5       treatment and the change in antibiotic regime.

           6   Q.  But then I think she did remain in hospital, and was

           7       a further sample taken from her subsequently in May?  If

           8       we put page 214 on the screen --

           9   A.  That's right.  It would appear that the diarrhoea

          10       persisted.

          11   Q.  Because we have a sample here that was collected on

          12       15 May, received by the lab on the 16th, I think that

          13       is, and, again, this is a positive result we are looking

          14       at here; is that right?

          15   A.  That's right.

          16   Q.  You deal with that, if you turn to page 10 of your

          17       report, at paragraph 3.3.24?

          18   A.  Yes.  That is considerably later.  In the interim, there

          19       were a number of entries about her having diarrhoea.

          20   Q.  Yes.  She was treated, and did she recover and was she

          21       discharged home, as you tell us on page 13 of your

          22       report, on 30 June 2008?

          23   A.  That was her first discharge from hospital, yes.

          24   Q.  At paragraph 3.3.37, you say:

          25           "On 30th June 2008, Mrs Stevenson went home ..."
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           1           You note that she was described as being at her

           2       previous level of independence.  Is that what you have

           3       taken from the records?

           4   A.  I have taken that from the records.

           5   Q.  Was she then readmitted to the Vale of Leven on

           6       4 July 2008?

           7   A.  Yes, within three days.

           8   Q.  Had her diarrhoea recurred?

           9   A.  Her diarrhoea had recurred.  It had been a problem at

          10       home along with vomiting and abdominal pain.  It may be

          11       that the diarrhoea never fully settled, but certainly,

          12       at home, she had diarrhoea, vomiting and abdominal pain,

          13       according to the readmission notes.

          14   Q.  If we turn to page 210 of the records, GGC13090210, can

          15       we see that the day after her admission, on 5 July,

          16       a specimen was taken, received by the lab the same day,

          17       and this was a positive result for C. diff?

          18   A.  Yes, a further positive result.

          19   Q.  Again, we needn't look at it, but I think, on 17 July,

          20       a further specimen was taken that was negative, and was

          21       she able to go home again on 27 July 2008?

          22   A.  She went home with some additional support on that

          23       occasion.

          24   Q.  Was Mrs Stevenson readmitted to the Vale of Leven

          25       in September, that's on 5 September 2008?  I think you
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           1       touch upon that at page 16 at paragraph 3.3.50.

           2   A.  This is her third admission, yes.

           3   Q.  I think, again, the admission related to diarrhoea and

           4       also abdominal pain; is that correct?

           5   A.  Yes.  The information at that time was that she was

           6       having diarrhoea up to 20 times a day, and abdominal

           7       pain.

           8   Q.  There were specimens taken, if we look at page 201 of

           9       the records.  Here we have a specimen taken on

          10       15 September, received by the lab the same day, and this

          11       proved to be a negative result for C. diff toxin?

          12   A.  That is the result, yes.

          13   Q.  Indeed, was that the position during this admission:

          14       there were a number of samples taken, but the results

          15       were, on each occasion, negative?

          16   A.  I think that's correct, yes.

          17   Q.  Then was she finally discharged from the

          18       Vale of Leven -- if we go to page 18 of your report;

          19       this is the very top of page 18 of your report -- on

          20       1 October 2008?

          21   A.  Yes, having been treated with a regime which suggested

          22       that she was being -- that the diagnosis was relapsing

          23       Clostridium difficile diarrhoea, even though the

          24       laboratory evidence didn't confirm that, but on clinical

          25       grounds, that was thought to be the root of her problem.
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           1   Q.  Did you consider that the clinicians were considering

           2       that the negative results may have been false negatives?

           3   A.  They don't specifically say that, but their actions

           4       suggest that they believe those to be false negatives;

           5       that the basis of her symptoms, the basis of the

           6       laboratory tests that were abnormal, was the persistence

           7       of her Clostridium difficile diarrhoea.

           8   Q.  Does it appear that, when she was discharged,

           9       Mrs Stevenson was described as having mobility as per

          10       admission?  So she had made a good recovery?

          11   A.  Indeed, she seems to have made, on each occasion, a very

          12       remarkable recovery.

          13   Q.  Can I then look at that section of your report on

          14       page 18 where you present a review of her antibiotic

          15       treatment, and you tell us, I think, at 3.4 .2 that the

          16       antibiotic treatment involving a third-generation

          17       cephalosporin and the clarithromycin was common practice

          18       at the time; is that right?

          19   A.  Yes, I think that, in 2007/2008, that was common

          20       practice.

          21   Q.  You make a point that you thought the duration of

          22       the cephalosporin was possibly unduly prolonged?

          23   A.  It seems to me that the first time that

          24       Clostridium difficile diarrhoea was suspected and

          25       laboratory evidence sought which confirmed that --
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           1       sorry, there comes a point where the facts from one case

           2       tend to blur into the next case, so I just need to check

           3       that I am correct about the positivity of her stool at

           4       that stage.

           5   Q.  Your chart summarising the antibiotics received is on

           6       page 20 of your report.  I don't know whether that will

           7       help you or not.

           8   A.  I think there is a chart about positive stools

           9       somewhere.  No.

          10   Q.  The first positive result, I think, as I put to you, and

          11       I will just remind you of that, was on 15 May 2008.

          12   A.  Sorry, my point here, for the continuation of

          13       the ceftriaxone, was that the sensitivities of

          14       the Haemophilus influenzae, which was identified as the

          15       causative organism, became known several days before the

          16       antibiotic regime was reviewed.

          17           Had that review taken place, the prolonged course of

          18       the third-generation cephalosporin could have been

          19       avoided and, in that way, the development of

          20       Clostridium difficile diarrhoea made less likely.

          21   Q.  Was that in the course of the first admission?

          22   A.  That was around about -- 30 April, the sensitivities of

          23       the Haemophilus influenzae became known, but the

          24       ceftriaxone was continued until 6 May, so an additional

          25       six days.
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           1   Q.  So that is the point, then, you are making in 3.4.3?

           2   A.  Yes.

           3   Q.  On page 19 at 3.4.4, you are looking at the

           4       clarithromycin, is this a different point?

           5   A.  This is a different point.  Clarithromycin is associated

           6       with another form of antibiotic-associated diarrhoea.

           7       Clarithromycin and its sister drug, erythromycin, are

           8       prokinetic, meaning they hurry the gut along --

           9       clarithromycin less so than erythromycin.  But if

          10       somebody develops diarrhoea, it is a point worth

          11       considering: is it necessary to give clarithromycin any

          12       longer?

          13   Q.  The decision might be, yes, it is, or --

          14   A.  It might be yes, absolutely, but it might be no.

          15   Q.  Is the point you are making that there was no

          16       consideration given to whether it should or not be

          17       continued?

          18   A.  There was no consideration given to -- the answer might

          19       have been yes, because, even though there was

          20       a Haemophilus whose sensitivities were known, the

          21       clinicians may have thought that there were other

          22       factors at play, other than could be identified in the

          23       laboratory, which justified giving clarithromycin, but

          24       that debate is not entered in the notes.  It just isn't

          25       a topic that is raised.
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           1   Q.  At 3.4.7, then, when you are looking at the co-amoxiclav

           2       to which the culprit Haemophilus was sensitive was given

           3       for 48 hours after the 14 days of ceftriaxone and then

           4       discontinued without explanation in the medical notes.

           5       Are you suggesting there that it should not have been

           6       discontinued?

           7   A.  No, I don't know why it was given in the first place.

           8       A decision had been made that sufficient antibiotic for

           9       the presenting condition, the pneumonia, had been given.

          10       It seems as though this was a response to knowing the --

          11       reading the laboratory result, which was later crossed

          12       off, but there are no -- there is no explanation why the

          13       drug was given or why the drug was discontinued, so

          14       I can only speculate.

          15   Q.  The reference to the moxifloxacin, which you mention

          16       next, was moxifloxacin given to this patient?

          17   A.  I don't think so, but moxifloxacin was on the

          18       sensitivity of the Haemophilus.

          19   Q.  But you indicate it was contra-indicated for this

          20       patient, so it wasn't, in fact, given to the patient?

          21   A.  No, it was appropriately not given.

          22   Q.  What you say at the end here, then, is that the

          23       resolution of the pneumonia, despite Mrs Stevenson's

          24       debilitated state, suggests that the antibiotics given

          25       were ultimately useful.  Do I take from that that,
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           1       although you may have some questions to raise, the

           2       antibiotic treatment did work for this patient?

           3   A.  The antibiotics given did work, in the sense that they

           4       assisted in the resolution of the pneumonia.

           5       Mrs Stevenson paid a high price for the use of those

           6       antibiotics.  Other antibiotics could have been used at

           7       an earlier date and the price that she paid, one can

           8       only speculate about it, but one would hope would have

           9       been a much lower price.

          10   Q.  Do you mean there the development of the C. diff

          11       diarrhoea, that she had for quite a considerable period

          12       of time?

          13   A.  Yes.

          14   DAME ELISH:  I wonder if Mr MacAulay could just clarify,

          15       albeit that C. diff may be a price paid for those

          16       particular antibiotics, whether or not it would be fair

          17       to say that, with all antibiotics, there is an element

          18       of risk -- it may not be C. diff, but some other side

          19       effect which can be grave in some instances as well?

          20   MR MACAULAY:  You heard the question.  Are you in a position

          21       to answer that?

          22   A.  I think this is well-rehearsed ground: yes, all

          23       broad-spectrum antibiotics can be associated with

          24       Clostridium difficile diarrhoea.  That is why there are

          25       policies, protocols, precautions in place to try to
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           1       minimise the risk to patients, and those include the

           2       restrictions on the use and the duration of certain

           3       antibiotics.

           4           At the time that Mrs Stevenson was being treated,

           5       the link between the third-generation cephalosporins and

           6       Clostridium difficile was universally known.  The link

           7       between some of the other antibiotics was less clear and

           8       less widely known.

           9           So at the time, the choice that was made was

          10       between -- could have been between something that was

          11       clearly associated with Clostridium difficile diarrhoea

          12       and something that was less clearly associated.

          13   DAME ELISH:  I'm sorry, my Lord --

          14   LORD MACLEAN:  I know.  I am coming to that.

          15           That is fine so far as C. diff is concerned, but the

          16       question actually is more general: the question you were

          17       asked, actually, was a risk that might arise, not of

          18       C. diff being contracted, but of something else by the

          19       use of other antibiotics?

          20   A.  The question was about antibiotics associated with

          21       diarrhoea.  I think I have already answered about

          22       clarithromycin in response to an earlier question --

          23   LORD MACLEAN:  Yes.

          24   A.  -- and, yes, co-amoxiclav may have been associated with

          25       another form of diarrhoea.  It could have happened.  But
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           1       this did happen with the third-generation cephalosporin,

           2       and it was C. diff.

           3   MR KINROY:  My Lord, may I develop that a little bit?  The

           4       question is this: if the alternative formulation of

           5       antibiotics Dr Harrington posits had been given, is

           6       there a risk that that would have failed to treat the

           7       pneumonia?

           8   A.  I think it is the other way, that, based on the

           9       sensitivities of the Haemophilus that were reported by

          10       the laboratory on the 30th, a change to an antibiotic

          11       where there was a known sensitivity would have improved

          12       Mrs Stevenson's chances of a prompt response to

          13       treatment of her pneumonia.

          14           Ignoring the published sensitivity was unwise.

          15   MR MACAULAY:  Just so I can understand, Dr Harrington, which

          16       of the antibiotics, either singly or with another, do

          17       you see as being the culprit antibiotic, insofar as

          18       making Mrs Stevenson susceptible to C. diff is

          19       concerned?

          20   A.  You make an important point about combinations, but the

          21       third-generation cephalosporin seems to me to be the

          22       coup de grace.

          23   Q.  Can you give me the name of that --

          24   A.  Ceftriaxone.

          25   Q.  In relation, then, to Mrs Stevenson's management for
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           1       C. diff diarrhoea, if you turn to page 21 of your

           2       report, in the first two paragraphs there, are you

           3       looking at the first admission, or not?  Which of

           4       the admissions are you focusing upon to suggest there

           5       may have been a delay?

           6   A.  Yes, that is the first admission, when Mrs Stevenson was

           7       in HDU, and, therefore, was not in a single room

           8       isolated, nor were control of diarrhoea measures, such

           9       as the use of a rectal catheter, in place.

          10   Q.  I think we noted, when we went through the history, that

          11       there was a negative result in relation to a specimen

          12       taken on 29 April, after Mrs Stevenson developed

          13       diarrhoea, and that was, what, four days after

          14       admission, and the positive result eventually was

          15       obtained on 15 May, some time afterwards.  Is that the

          16       period that you are looking at here?

          17   A.  That is the period that I am looking at.  There is

          18       a long period that elapses between those two specimens.

          19       When Mrs Stevenson was symptomatic, the cause of her

          20       diarrhoea was not known at that time.

          21           Measures to improve the understanding of why she had

          22       diarrhoea should have been taken, and other measures to

          23       help control that diarrhoea and to prevent that being

          24       a risk to other patients could and should have been

          25       undertaken.
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           1   Q.  But when we are looking at the third admission, although

           2       the results were negative, did you say earlier that,

           3       nevertheless, she was managed, at least with

           4       antibiotics, as if, in fact, she had the C. diff

           5       infection?

           6   A.  Yes, that was the consensus, that her diarrhoea was due

           7       to relapsing C. diff diarrhoea, yes.

           8   Q.  The point at 3.5.3, then, what is the point there, where

           9       you say there were persistent misunderstandings about

          10       the value of post-treatment retesting?

          11   A.  This would be in the third admission.  There were

          12       repeated specimens sent, despite the advice from the

          13       microbiology lab that that was not necessary.

          14   Q.  In relation to the treatment with antibiotics, I think

          15       that you say at 3.5.5 that the initial drug treatment

          16       with metronidazole was conventional in dose, route and

          17       course length; is that correct?

          18   A.  Yes, it was a good start, when it started.

          19   Q.  In relation to subsequent treatment, particularly when

          20       she was treated with the vancomycin, again, what about

          21       that?  Was that appropriate in the circumstances?

          22   A.  That's appropriate according to the protocols in place

          23       at the time, although my understanding is that

          24       microbiology and control of infection were not actually

          25       involved in discussing this problem.
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           1   Q.  But in any event, the clinicians involved did address it

           2       appropriately, and, indeed, she recovered?

           3   A.  Again, I think there was delay, and I point out that the

           4       first-year doctor knew that vancomycin was the next step

           5       but didn't have the -- didn't feel she had the authority

           6       to do that.

           7   Q.  If we move on to the section that you have dealing with

           8       the medical management, you make some points in 4.1 that

           9       Mrs Stevenson was seen by a number of consultant

          10       physicians, and you mention Dr Akhter, Dr Al-Shamma,

          11       Dr Carmichael and Dr Johnston.  Your opinion is,

          12       I think, that the written record is generally of a good

          13       standard; is that fair?

          14   A.  Yes, that is my view.

          15   Q.  Although I think you make a point about:

          16           "... that the complexities of multiple medical teams

          17       providing cover resulted in a failure to appreciate how

          18       early the diarrhoea developed."

          19           Is this during the course of the first admission

          20       that you are focusing on?

          21   A.  Yes, it is evident in the nursing notes before it is

          22       evident in the medical notes.

          23   Q.  The point at 4.2, where you say:

          24           "The development of C. diff should not obscure the

          25       fact that Mrs Stevenson presented with a serious
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           1       pneumonia which presented difficult management decisions

           2       and from which she recovered."

           3           So it was -- she was a seriously ill patient?

           4   A.  She was a seriously ill lady and she, fortunately,

           5       recovered.

           6   Q.  You think that Mrs Stevenson is likely to have acquired

           7       the C. diff on HDU?

           8   A.  Yes, because the diarrhoea started while she was on HDU,

           9       while she was receiving a culprit antibiotic, and we

          10       know from other cases that HDU is not a series of single

          11       rooms, but is a multiple-occupancy area, and that there

          12       was no use of rectal catheters to try to reduce the

          13       spread of whatever organism, whatever agent, might be

          14       causing diarrhoea.

          15   Q.  On page 23, at 4.6, you make a point about the level of

          16       medical input after Mrs Stevenson had been moved to

          17       ward 14.  What admission are you focusing on here?

          18   A.  That would be the last admission.

          19   Q.  The third admission.  Are you postulating, what, that

          20       there should have been more regular medical review

          21       during this period?

          22   A.  Yes.  This lady was still unwell, unstable, suffering

          23       from diarrhoea, on tapered vancomycin therapy.

          24   Q.  You make a point about fluid balance charts being

          25       unreliable.  I think that has been a common theme in
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           1       your reports.

           2   A.  It is a common theme for all the wards that

           3       Mrs Stevenson was on during these three admissions, with

           4       the exception of the beginning of her admission to HDU,

           5       where things were better, but it is a general point

           6       across the cases that I looked at.

           7   Q.  4.10, we haven't touched upon this before:

           8           "Nutritional issues were given inadequate

           9       consideration on all wards and by all professions."

          10           Can you elaborate on what you mean by that?

          11   A.  Patients with Clostridium difficile diarrhoea have high

          12       nutritional needs because their bowel is leaking fluid,

          13       electrolytes, higher protein loss in the diarrhoea than

          14       in normal bowel activity.  In general, they lose their

          15       appetites, and so, to meet the increased nutritional

          16       needs at a time of decreased appetite is a challenge

          17       which requires medical, nursing, dietetics, family,

          18       everybody to be involved.

          19           Mrs Stevenson rose to that challenge herself, and

          20       was acknowledged to do so by the dietician who saw her.

          21       The dietician wrote that Mrs Stevenson said she was

          22       doing her best, and there is every reason to think that

          23       Mrs Stevenson was doing her best with her nutritional

          24       intake, but it just wasn't -- it wasn't in the forefront

          25       of anybody's mind.  The entries in the medical notes
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           1       don't have a specific heading, "Nutrition: what are we

           2       doing about it?  What progress are we making?  Is this

           3       still an active problem?"

           4   Q.  So that is the point, but, as you have pointed out,

           5       there was a dietician involvement with Mrs Stevenson?

           6   A.  There was a dietician involvement the third time, yes.

           7   Q.  If we then turn finally to your conclusion, which you

           8       set out on pages 25 and 26, my own impression is that

           9       the major points that you highlight in your conclusion

          10       we have probably already covered in our general

          11       discussion; is that a fair summary?

          12   A.  Yes, I think we have covered all those points.

          13   MR MACAULAY:  Thank you very much, indeed.  That concludes

          14       that particular report.  That might be an appropriate

          15       point to adjourn for lunch.

          16   (1.03 pm)

          17                     (The short adjournment)

          18   (1.50 pm)

          19   MR MACAULAY:  I think we are missing one or two bodies,

          20       my Lord.

          21   MR DIN:  I'll go to see where they are.

          22   MR PEOPLES:  My Lord, can I apologise?  I wasn't conscious

          23       that --

          24   LORD MACLEAN:  Well, I didn't say what time we were

          25       resuming.
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           1   MR PEOPLES:  I should have realised.

           2   LORD MACLEAN:  It was interpreted as being 1.50 pm.  As long

           3       as we are all here.

           4   MR MACAULAY:  Good afternoon, Dr Harrington.  The final case

           5       I want to discuss with you is that of David Somerville.

           6       Your report is EXP01800001.  Do you set out on the first

           7       page that Mr Somerville's date of birth was

           8       21 July 1925, and he died on 25 January 2009?

           9   A.  Yes.

          10   Q.  If we look at the death certificate, at SPF00330001, can

          11       we note that he was 83 when he died, on 25 January 2009,

          12       that he died in the Vale of Leven Hospital and that

          13       Clostridium difficile enteritis does appear on his death

          14       certificate?

          15   A.  It does, at number II.

          16   Q.  I think Mr Somerville was someone who spent

          17       a considerable time in hospital and in the

          18       Vale of Leven Hospital in particular; is that correct?

          19   A.  From July 2007 until his death, he spent most of his

          20       time in one hospital or another.

          21   Q.  He had a number of admissions, I think --

          22   A.  He did.

          23   Q.  -- beginning in about -- certainly August, if we look

          24       to August, August 2007; is that right?

          25   A.  Sorry, admissions to the Vale?
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           1   Q.  If I can focus on his first admission, he was admitted,

           2       first of all, to the Royal Alexandra Hospital, and you

           3       look at that on page 5 of your report.  I think you have

           4       actually noted it from July to August, but whether it

           5       is July or early August, he spent a period in hospital

           6       at that time, and that was at the Royal Alexandra

           7       Hospital?

           8   A.  He did.

           9   Q.  Then he was discharged, I think, on 29 August 2007, but

          10       subsequently, he was admitted to the

          11       Vale of Leven Hospital on 15 October 2007; is that

          12       correct?

          13   A.  That's my understanding from the notes, yes.

          14   Q.  In the course of this admission, if we turn to page 12

          15       of your report, did he develop diarrhoea?  I think you

          16       talk about that in the third paragraph.

          17   A.  He presented with a fall, but he did not appear to have

          18       diarrhoea at the time of admission, only on the third

          19       day, which was two days into treatment with

          20       co-amoxiclav.

          21   Q.  Have you noted whether or not he tested, in the course

          22       of this admission, positive for C. diff?

          23   A.  He did, and that was the reason why his antibiotic

          24       therapy for a urinary tract infection was changed.

          25   Q.  I think you have noted that from the actual records, the
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           1       clinical records, rather than from microbiology, because

           2       I certainly don't think there was a report.  Perhaps

           3       I can just look at that.

           4           If you turn to GGC00520086, do we note at the top

           5       for 22 October that it is noted that he was C. diff

           6       positive?

           7   A.  Yes, the second line is "CDT positive", so to start on

           8       a ten-day course of oral metronidazole.

           9   Q.  Yes.

          10   A.  But the need to continue the ciprofloxacin for his

          11       pseudomonas urinary tract infection was also noted

          12       there.

          13   Q.  If we look at page 13 of your report, I think he was

          14       discharged -- you haven't noted the date, but I think

          15       the date was 31 October 2007.  Is that correct?

          16   A.  This is one where he's -- I have got October/November as

          17       the first --

          18   Q.  I think my own understanding is that he was in hospital

          19       from 15 October 2007 to 31 October 2007, and he had

          20       C. diff.

          21   A.  He did, during that admission, but the date on which he

          22       was discharged, I'm afraid I haven't made a note of in

          23       this section.

          24   Q.  But then, as you point out on page 13, was he readmitted

          25       to the Vale of Leven Hospital?  You have
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           1       said December 2007.  I think the date was 11 December.

           2   A.  11 December.  He had had an outpatient appointment on

           3       28 November in the interim, but he was readmitted on the

           4       third time that year, but the second time to the

           5       Vale of Leven, on 11 December.  Again, this was a fall.

           6   Q.  If we turn to page 14 of your report, what was the

           7       problem now at this time?

           8   A.  Well, he had been admitted because of a fall.  He was

           9       falling with some frequency.  But the admission clerking

          10       suggests that he had a number of problems, some of which

          11       had been identified and treated during his earlier

          12       admissions, but these included diarrhoea and a cardiac

          13       rhythm disorder.

          14           The complete list included a carcinoma of caecum

          15       plus abscesses, collections, infections related to his

          16       kidney, a number of skin lesions, which suggested that

          17       there was deep-seated infection.  Those had all been

          18       noted previously.

          19   Q.  Just to round off this admission, if you turn to page 15

          20       of your report, he was discharged on 31 December 2007.

          21       You say the medical notes finish on 28 December, but

          22       I think you can take it that he was discharged a few

          23       days after that?

          24   A.  Yes, and then he was --

          25   Q.  There is no suggestion here that he was diagnosed with
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           1       C. diff in the course of this admission?

           2   A.  I haven't found any evidence that he had C. diff on

           3       stool testing or that he was being treated for that

           4       condition on clinical grounds alone.

           5   Q.  Then, if we move on to the next admission, and I think

           6       this is the third admission into the Vale of Leven

           7       Hospital, as you point out on page 15, and the specific

           8       date I think is 5 February 2008, that was the date of

           9       his admission; is that correct?

          10   A.  Yes.

          11   Q.  I think in the course of this admission he did test

          12       positive for C. diff, because, if we look towards the

          13       bottom of page 15, do you say:

          14           "On the second day in hospital, Mr Somerville gave

          15       his principal problem as faecal incontinence and

          16       a further faecal sample was sent to the lab.  This was

          17       reported as positive and metronidazole started on

          18       10 February."

          19           Is that right?

          20   A.  Yes.  It may be that, the previous admission, the

          21       picture was confused by the prescription of vancomycin

          22       for other reasons.

          23   Q.  So far as this admission was concerned, I think he was

          24       in hospital up to 17 April and, indeed, I think you tell

          25       us on page 15 that he was discharged -- I think you
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           1       say April 2009, but I think it should probably

           2       be April 2008.

           3   A.  I'm sorry, you are correct, for about 24 hours, and then

           4       came back to hospital very promptly, very quickly.

           5   Q.  On page 16 of your report, do you suggest there was

           6       a further positive result?  Yes.  If you turn to

           7       page 17, you indicate in the third paragraph that,

           8       again, he tested positive for C. diff; is that correct?

           9   A.  That's right.  There is a chart at a later point which

          10       summarises each test and the result from each test.

          11   Q.  I think one of the difficulties we have in this case is

          12       that much of the information in relation to testing

          13       positive comes from the notes, rather than any -- there

          14       are plainly microbiological reports missing, but I think

          15       you have taken from the notes that there was another

          16       positive result, and that was on or about 16 March?

          17   A.  What I have got there is that there was a phone call to

          18       the ward.

          19   Q.  I'm sorry?

          20   A.  What I have noted there was that there was a phone call

          21       to the ward.  That was written in the narrative.  That

          22       being ward 15, I think.

          23   Q.  That was to inform them that a specimen had tested

          24       positive?

          25   A.  Yes.
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           1   Q.  But, again, he was discharged subsequently, I think, as

           2       I mentioned earlier, on 17 April, and then, as I think

           3       you mentioned a moment ago, a few days later, on

           4       21 April, is he readmitted to the

           5       Vale of Leven Hospital?

           6   A.  He seemed to bounce back very quickly, so the

           7       arrangements for his supervision, follow-up management,

           8       at home, that had been made in the earlier admission,

           9       didn't come to fruition, because he came straight back

          10       in again.

          11   Q.  This was his final admission, because he remains in the

          12       Vale of Leven from 21 April 2008 until he dies on

          13       25 January 2009?

          14   A.  Yes.

          15   Q.  As you tell us towards the bottom of page 17, do you say

          16       in the second sentence that Mr Somerville returned home

          17       very briefly, but he redeveloped diarrhoea at home and

          18       it was following upon that that he was readmitted to the

          19       hospital?

          20   A.  Yes, that seemed to be the only reason that he returned,

          21       that he couldn't cope with the diarrhoea.

          22   Q.  In the course of this final admission, were there

          23       a number of specimens taken, some that tested negative

          24       for C. diff, but also some positive results?

          25   A.  Yes, there were a number of specimens taken, but there
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           1       was also a discussion between the lab and the clinicians

           2       about when it was necessary to take specimens and when

           3       it was not necessary to take specimens, so, in July,

           4       there is a record of a plan to check the toxin status

           5       every 12 days recorded.

           6   Q.  Let's focus on the positive result.  If we look at

           7       GGC00520263, can we see that there was a specimen

           8       collected on 4 May 2008, received by the lab on 7 May,

           9       and can we see this is a positive result?

          10   A.  It says "Clostridium difficile isolated".  It doesn't

          11       say what form of toxin.

          12   Q.  No, it doesn't.

          13   A.  Whether it was a toxin-producing specimen, what form of

          14       toxin, but it does say "Clostridium difficile isolated",

          15       and it seems that the clinicians interpreted that to

          16       mean that his diarrhoea was still attributable to

          17       Clostridium.

          18   MR KINROY:  My Lord, can we just be clear, does that mean

          19       this was not a positive result?

          20   LORD MACLEAN:  Does it?

          21   A.  It is positive for Clostridium difficile, but it doesn't

          22       say what kind of toxin was being produced.  So it is

          23       positive, yes, but it doesn't define the toxin.

          24   MR MACAULAY:  If we turn to page 259 of the records, we have

          25       another report from microbiology for a specimen
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           1       collected on 18 June, received by the lab on 18 June,

           2       and, again, we see that this is a positive result for

           3       C. diff.

           4   A.  Yes, this is a different form of reporting, in which the

           5       toxin is identified.

           6   Q.  Although we don't, I think, have the reports in the

           7       records, I think that there was a specimen collected on

           8       26 April, which also tested positive and, similarly,

           9       there was a specimen collected on 30 October, which also

          10       tested positive.

          11           Now, you may or may not have picked that up from the

          12       records, but I think you can take it from me that that

          13       was the position in relation to positive results?

          14   A.  I have got 18 March, 11 April -- 18 March, phone call to

          15       the ward, still positive; 11 April, all negative.  Are

          16       those the ones that you are referring to?

          17   Q.  No, I have moved on from April.

          18   A.  Sorry.

          19   Q.  We are now into the final admission, from 21 April

          20       through to January 2009.  I just want this for the

          21       record, that there were two positive results, one

          22       taken -- a sample on 26 August 2008 and one taken on

          23       30 October 2008.  So if we proceed on that basis, there

          24       were a number of positive results, including those two.

          25   A.  Yes, I have certainly got the one from October.
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           1   MR PEOPLES:  My Lord, I'm not sure -- I think the first date

           2       was 26 April and then 30 October, and I think the next

           3       date is 26 August and 30 October.  I'm not sure which

           4       dates are being referred to for these two results when

           5       there is no report.  I think just above that -- it is

           6       just about to disappear -- it was put that there was

           7       a specimen on 26 April that tested positive, but your

           8       later question referred to one on 26 August.

           9   MR MACAULAY:  Can I just clarify the position, that we have

          10       from the lab data that there was a positive result in

          11       relation to a sample taken on 26 August 2008, and we

          12       also have from that data a positive result from a result

          13       taken, a specimen taken, on 30 October 2008.  Let's just

          14       work on that basis.

          15           I then, having looked at that, want to look at and

          16       review the antibiotic treatment that was given to

          17       Mr Somerville in the course of his admissions to

          18       hospital and, if we turn to page 26 of your report, can

          19       we look at that?

          20   A.  Yes.

          21   Q.  You say:

          22           "The choice and duration of antibiotic treatment at

          23       the Vale of Leven during the first of the four

          24       admissions was not wholly appropriate."

          25   MR KINROY:  My Lord, it was "not wholly inappropriate".
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           1   MR MACAULAY:  I beg your pardon, quite right, "not wholly

           2       inappropriate".  So you are not taking any issues over

           3       that treatment?

           4   A.  I'm not making a big issue of it really, no.

           5   Q.  That deals with the first admission.

           6   A.  Sorry, I am making an issue about the fact that the only

           7       treatment that Mr Somerville was offered was antibiotic

           8       treatment for these deep-seated areas of infection.

           9           The choice of antibiotics is not the point at issue;

          10       it is that, in treating infections, there is a lot more

          11       to management of the patient than simply doling out an

          12       antibiotic.  There are a lot of other considerations,

          13       whether it be about removing gallstones, removing kidney

          14       stones, stopping smoking, drinking more fluids -- there

          15       are many, many other considerations in the successful

          16       treatment of an infection than simply prescribing an

          17       appropriately identified antibiotic according to the

          18       laboratory sensitivities.  There is a lot more to it

          19       than just the antibiotics.

          20   Q.  If we are then looking on to the second of the four

          21       admissions, and you look at that, I think, on page 27 of

          22       the report, there you say in the fourth paragraph that

          23       the choice of antibiotics at the Vale of Leven during

          24       the second of the four admissions was mostly

          25       inappropriate.  Can you just elaborate upon that?
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           1   A.  Well, what I have written there is that ciprofloxacin

           2       had previously been associated with Clostridium

           3       diarrhoea in Mr Somerville during a previous admission.

           4       So that is sticking your finger back in the fire.

           5       I think there could have been a discussion with

           6       microbiology and possibly an alternative strategy

           7       developed.

           8   Q.  Can you remind me, why was the ciprofloxacin being

           9       administered at that time?

          10   A.  There was a persistent pseudomonas -- pseudomonas was

          11       isolated from the urine on more than one occasion.

          12   Q.  Yes.  So that was the reason why it was prescribed?

          13   A.  Yes.

          14   Q.  Without the background that Mr Somerville had, would it

          15       have been an appropriate antibiotic for that condition?

          16   A.  Pseudomonas urinary tract infections in general should

          17       be treated according to the microbiology report, rather

          18       than on guesswork.  They are always a significant --

          19       pseudomonas urinary tract infections are most commonly

          20       associated with instrumentation or structural

          21       abnormalities of the renal tract and deserve

          22       considerable thought to them, rather than just

          23       prescribing first-line antibiotics.

          24           Does that answer the question?

          25   Q.  I am just trying to understand, you're saying that it
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           1       was inappropriate to give him ciprofloxacin in the

           2       course of this second admission?

           3   A.  Without finding out from the microbiologists whether

           4       there was an alternative which would treat the

           5       pseudomonas at lower risk of reprecipitating

           6       Clostridium difficile diarrhoea, I think that was

           7       inappropriate.

           8   Q.  My point was, well, if Mr Somerville didn't have the

           9       background of diarrhoea, then would ciprofloxacin have

          10       been an appropriate first choice?

          11   A.  It would have been an appropriate first choice, provided

          12       that the microbiology result had identified sensitivity,

          13       which I believe it did on this particular date.

          14   MR KINROY:  My Lord, can we clarify one point, if I may?

          15       The answer was:

          16           "Answer:  Without finding out from the

          17       microbiologists whether there was an alternative which

          18       would treat the pseudomonas at lower risk of

          19       reprecipitating Clostridium difficile diarrhoea, I think

          20       that was inappropriate."

          21           Can the witness then say that there was an

          22       alternative which would have treated the pseudomonas at

          23       a lower risk of reprecipitating the diarrhoea?

          24   A.  I cannot say that because there is no information about

          25       that microbiology consultation having taken place.  It
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           1       is my belief that there would be other antibiotics

           2       against which this pseudomonas could be tested in the

           3       laboratory, but which would not normally be offered as

           4       the first-line sensitivity to clinicians.

           5           But if, for example, I picked up the phone and said,

           6       "I cannot give this antibiotic which this organism is

           7       reportedly sensitive to because of a particular clinical

           8       reason", say, a hypersensitivity in the patient, "is

           9       there anything else that you can run this organism

          10       against?", I would usually get an answer from the

          11       microbiologist that there is something else -- an

          12       unusual antibiotic that would not be on the formulary or

          13       would not be routinely reported and, under special

          14       circumstances, in agreement with the consultant

          15       microbiologist, I might be allowed access to that

          16       antibiotic.  But there is no record of that type of

          17       conversation having taken place.

          18   Q.  Then, moving on to the last two paragraphs in this

          19       section of your report, you begin by looking at the

          20       choice of antibiotic therapy from Mr Somerville during

          21       the third of his four admissions, and that that was

          22       about dealing with his C. diff diarrhoea and that that

          23       was made with input from microbiology?

          24   A.  Yes, there was clearly regular input from microbiology

          25       about pulse therapy.
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           1   Q.  Similarly, with regard to his final admission, which

           2       was, as you indicate, also about dealing with his

           3       Clostridium difficile diarrhoea.  Again, there was

           4       microbiological input into that?

           5   A.  There was.

           6   Q.  That would be an appropriate approach in relation to

           7       both these admissions?

           8   A.  That multidisciplinary work was entirely appropriate and

           9       necessary, yes.

          10   Q.  If we then move on to the next section of your report,

          11       where you are dealing with medical management, towards

          12       the bottom of that first page, on page 29, you are,

          13       I think, critical of a letter written in April 2008,

          14       which may have suggested that Mr Somerville was not in

          15       need of specialist hospital care; is that correct?

          16   A.  Yes.  This is the same letter as we discussed this

          17       morning in relation to another patient.  It is an

          18       apparently standard letter that is sent to patients as

          19       a preliminary to discharging them.

          20           I don't believe that that was clinically appropriate

          21       for Mr Somerville, because I don't think that the

          22       clinical problems which he had originally presented

          23       with, or the subsequent clinical problems that had

          24       developed, had been adequately addressed, and that he

          25       still needed the kind of care that would only be

                                            98

           1       available in a hospital context.

           2   Q.  Then on page 30, you have a section headed "Delay in

           3       diagnosis of C. diff diarrhoea", and the first point you

           4       focus upon is in relation to isolation.  I think you say

           5       there was a delay in isolating for the protection of

           6       others and it was difficult to know when he was in

           7       isolation or not.

           8           Did you have a problem with that under reference

           9       to the records?

          10   A.  I could not clearly work out, from the control of

          11       infection nurses' records, from the nursing records or

          12       from the medical records how well isolated Mr Somerville

          13       was, and I could not identify a rationale for some of

          14       the ward moves that Mr Somerville was subjected to.

          15   Q.  Towards the bottom of page 30, do you make there a point

          16       that you have made in relation to other cases: namely,

          17       assessing the severity of Mr Somerville's C. diff?

          18   A.  Yes.  We have talked in the discussion of earlier cases

          19       of the components that would be used to assess the

          20       severity of the illness.  Whether they are incorporated

          21       into a score or not, the components would be achieved by

          22       a clinical examination, other laboratory tests, other

          23       than simply the microbiology tests, and observing the

          24       response to treatment.

          25           There was rarely evidence of all those things being
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           1       done and, to my recollection, nowhere where they were

           2       put together as a list of important features which had

           3       been checked as either positive or negative.  So, no,

           4       there was no systematic assessment of the severity of

           5       this illness.

           6   Q.  I think we have seen, looking at his history in the

           7       Vale of Leven in particular, that Mr Somerville had

           8       C. diff diarrhoea for a considerable length of time,

           9       starting with his first admission in the Vale of Leven

          10       through until fairly close to his date of death; is that

          11       correct?

          12   A.  Yes, there were laboratory and clinical grounds to think

          13       that he was consistently suffering from

          14       Clostridium difficile diarrhoea.

          15   Q.  In relation to that, if you turn to page 31 of your

          16       report, do you comment upon that, in particular towards

          17       the end of that first main paragraph, where you say:

          18           "After a year of involvement, it is surprising that

          19       no personal assessment of the situation was made by the

          20       consultant microbiologists."

          21   A.  I never found an entry in the notes that had been made

          22       by a consultant microbiologist.  There were references

          23       to discussions that had been had with the consultant

          24       microbiologist, but at no time had a consultant

          25       microbiologist actually written themselves in the notes
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           1       what their view was, what their advice was; it was all

           2       second-hand.  So I have got no reason to think that they

           3       came to the ward to see for themselves what was going

           4       on.

           5   Q.  But, as you go on to say, I think you say that you are

           6       clear that the cause of the C. diff was the antibiotic

           7       therapy?  Is that correct?

           8   A.  Yes.

           9   Q.  When you make reference to "over-reliance", what do you

          10       mean by that?

          11   A.  I referred earlier to the management of infection being

          12       far more important than simply the prescribing of

          13       antibiotics, and I gave you a list of things that you

          14       might do in other circumstances, like advise a patient

          15       to give up smoking if they have recurrent chest

          16       infections.

          17   Q.  But in this particular case?

          18   A.  In this particular case, Mr Somerville had masses

          19       identified on CT scanning that came and went; he had

          20       abscesses that seemed to be dismissed as almost not

          21       present, but then demonstrated their presence

          22       dramatically by pointing -- that means bursting -- and

          23       no-one was prepared to review the basis on which he had

          24       been originally denied surgery for another condition, it

          25       was just accepted that this man cannot have any surgical
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           1       treatment which involves an anaesthetic, so we can't do

           2       anything else about any other condition that might

           3       involve surgery either.

           4           I'm critical of the lack of advocacy by the

           5       geriatricians for their patient with other specialties.

           6       The issue was that he was deteriorating and dying of

           7       this combination of things -- unresolved abscesses and

           8       Clostridium diarrhoea.

           9           So looking at that looming outcome and saying, "But

          10       we might do harm if we were to do something else", we

          11       have to do a balance between the risk of the proposed

          12       treatment and the risks of not treating, and 18 months

          13       earlier, one view was that the risks of a proposed

          14       treatment were too great; later on, when Mr Somerville

          15       was very much worse, the risk of a surgical approach or

          16       another approach to the management of his abscesses,

          17       perhaps interventional radiology, another approach, was

          18       not balanced against his clear descent towards death.

          19   Q.  In particular, you are saying that within the context of

          20       his recurrent C. diff?

          21   A.  And the impact that that had.  He lost half his body

          22       weight, approximately.  He went from 78 kilos to

          23       45 kilos -- those are figures from memory.

          24   Q.  If you turn on to page 32, I think you indicate that

          25       Mr Somerville had lost about a third of his body weight
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           1       in a year?

           2   A.  Sorry, I have exaggerated that.  But he's got a highly

           3       significant weight loss.  His haemoglobin count, his

           4       plasma proteins, all of these were deteriorating.  His

           5       functional abilities deteriorated.  He was clearly

           6       descending to death during the whole of that time, and

           7       it was a miserable death: diarrhoea, abscesses, wasting

           8       away.

           9   Q.  You say here, at the top of page 32, that parenteral

          10       feeding was required but not provided.  Particularly in

          11       the context of his C. diff, do you consider that that

          12       would have been something that should have been

          13       provided?

          14   A.  I am sure that nasogastric tube feeding should have been

          15       considered, discussed with Mr Somerville.  If he had

          16       remotely agreed even to try it, it should have been

          17       trialled.  Yes, I am sure that that was an important

          18       omission in the management of him as a whole, but

          19       clearly in the management of his -- the complications of

          20       his Clostridium difficile as well.

          21   MR KINROY:  My Lord, I wonder if I can very briefly ask for

          22       a clarification, and it is this: it appears to me that

          23       Mr Somerville's case was a difficult one, requiring

          24       a complex discretion to be exercised by the doctor in

          25       charge of his care, and that, if we are really to accept
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           1       that his care was as deficient as is suggested, should

           2       we not be examining in detail with the doctor concerned

           3       what were or were not his reasons for what he did or did

           4       not do.

           5           The board has an interest in vindicating the

           6       reputation of its employees.

           7   LORD MACLEAN:  This doctor must be represented by those

           8       sitting on either side of you, whoever it is.

           9   MR KINROY:  My Lord, I'm sure they will be pleased to jump

          10       on the bandwagon at an invitation to do so.

          11   LORD MACLEAN:  I await that.

          12   MR MACAULAY:  It will be the case, my Lord, that the doctor

          13       who was managing this patient -- on the face of it, it

          14       looks like Dr Johnston, but I may be wrong -- will be

          15       called to give evidence and may be able to give

          16       explanations.  This witness can only go, as has been

          17       made clear from the very outset, on the basis of what is

          18       or is not in the medical records.

          19   A.  I would very much hope that, if I was in that position,

          20       I would be allowed to speak.

          21   LORD MACLEAN:  You see, it has been put, Dr Harrington, that

          22       one might look at the reasons that the doctor concerned

          23       had for doing what he did or failed to do, or omitted to

          24       do or didn't do, but you have to look at the records to

          25       see what explanation there is and whether there is
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           1       a balancing judgment being made here about what is the

           2       appropriate course of treatment.

           3   A.  What I --

           4   LORD MACLEAN:  Is that right?

           5   A.  That is right.  What I would expect to see is some entry

           6       in the notes which summarises that difficult situation,

           7       what attempts have been made to come to that measured

           8       judgment, what advice has been taken.  I didn't find

           9       that.

          10           As you say, I can only work on what was present in

          11       the notes, but, again, if I was in this position,

          12       I would want to be able to explain/defend myself.

          13   LORD MACLEAN:  Let's hope that will happen, in due course.

          14       I am merely saying that we don't, as yet, know what the

          15       thinking was, and you can only go on what is recorded in

          16       the notes.

          17   A.  That's right.  That is why I said there was no evidence

          18       that ...

          19   DAME ELISH:  My Lord, I wonder, on that particular point,

          20       whether or not Mr MacAulay can simply clarify that, on

          21       that basis, would Dr Harrington accept that, if other

          22       experts have given evidence that incomplete records are

          23       not an unusual feature of hospital records, that any

          24       assessment, clinical assessment, based on records alone

          25       has, to some extent, to be one-dimensional, it cannot be
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           1       the complete issue?

           2   LORD MACLEAN:  Well, it depends whether you think there are

           3       missing records, having examined them.

           4   DAME ELISH:  I'm sorry, my Lord, it is not missing records,

           5       but as an incomplete --

           6   LORD MACLEAN:  All right.  Incomplete records.

           7           As I understand it, records should be complete,

           8       should they not?

           9   A.  They should be complete in all the relevant areas.  If

          10       I say good morning to a patient as I walk onto the ward

          11       and she is walking back from the bathroom, I wouldn't

          12       expect to write that in the notes, but if I see

          13       a laboratory result which says, "Clostridium difficile

          14       positive", and that is news to me, I should write that

          15       in the notes and what I have done about it.

          16           So what I'm saying here is that there were some very

          17       difficult clinical problems to address but there is no

          18       evidence of how those problems were addressed to support

          19       the conclusions that I can draw from what was done.

          20   LORD MACLEAN:  Thank you.

          21   MR MACAULAY:  If I can move on, then, from that chapter and

          22       move on to the next section of your report, where you

          23       are looking at the DNAR order.  As you tell us in the

          24       first sentence, subject to the correction of

          25       the typographical error, Dr Herd signed that order on
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           1       28 May 2008, and we can perhaps look at that document.

           2       It is at GGC00520005.  Can we see that, as you have

           3       correctly pointed out, it's signed by Dr Herd on 28 May,

           4       and the basis of the DNAR order at this time was

           5       "inoperable caecal carcinoma".  Is that correct?  That's

           6       what we see?

           7   A.  That's what we see.  I think that is infelicitous in its

           8       use of those words.  The caecal carcinoma, in and of

           9       itself, was not inoperable, but the patient may not have

          10       been fit for surgery.  That is my view.

          11           So I think it would be more accurate to say that

          12       Dr Herd believed that Mr Somerville had a caecal

          13       carcinoma and was unfit for surgery.

          14   Q.  Subject to that qualification, then, would that be an

          15       appropriate course of action to take?

          16   A.  That in itself is not a reason for an order not to

          17       attempt cardiopulmonary resuscitation.  It is a much

          18       broader problem, to do with the wishes of the patient,

          19       the other conditions which may be present that led to

          20       the conclusion that the patient was not fit for

          21       anaesthesia.

          22   LORD MACLEAN:  Could I ask you, where or what is the caecum?

          23   A.  In the abdomen, food goes into the stomach, passes out

          24       of the stomach into the duodenum and the small bowel,

          25       many metres of relatively narrow, loopy guts, and then,
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           1       at a point in the right iliac fossa -- that's put your

           2       hands in your right trouser pocket and press; that

           3       brings you to the right iliac fossa.  At about that

           4       point, the small bowel joins with the large bowel, and

           5       the appendix is near there.  At that junction, the first

           6       part of the large bowel is the caecum.

           7   LORD MACLEAN:  Right.  Thank you very much.

           8   MR MACAULAY:  Moving on, then, to cause of death and death

           9       certification, I will put the death certificate back on

          10       the screen, and we have this on your report at page 33.

          11       As we noted previously, by the way, it is SPF00330001,

          12       just to remind ourselves, the cause of death, aspiration

          13       pneumonia; immobility, the caecal carcinoma; and the

          14       Clostridium difficile enteritis at section II.

          15           Now, you make some observations on the death

          16       certification on page 33.  What was your view here?

          17   A.  My view is that such attempts as had been made to

          18       stage -- that is to assess the severity and the spread

          19       and the total amount of tumour associated with this

          20       caecal carcinoma -- suggested that this was a small

          21       tumour with no distant spread, there was no evidence on

          22       the CT scan that this had spread to the lymph nodes,

          23       which would be the first place it would spread outside

          24       its point of origin.

          25   Q.  A moment ago you said "distal spread" -- D-I-S-T-A-L?
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           1   A.  Distant, as in at a distance, far away.

           2   Q.  Yes, carry on.

           3   A.  There was no evidence that this tumour had spread to the

           4       liver, which is another common place for this tumour to

           5       spread.

           6           Under other circumstances, a tumour that is confined

           7       to the caecum is regarded as completely curable, if

           8       caught early, by simply resecting, removing, the tumour

           9       and a length of bowel each side.

          10           So, on the face of it, Mr Somerville's carcinoma,

          11       caecal carcinoma, was not life-threatening.  There is no

          12       evidence that this tumour had spread and was the cause

          13       of his overall picture.  It is probable that it was

          14       bleeding and would contribute to the presence of

          15       anaemia, but in Mr Somerville, because there were many

          16       other reasons why he might be anaemic, that is difficult

          17       to tease out.

          18           But I would not see this as something that should

          19       appear on a death certificate, because it was an early,

          20       small tumour, from CT findings.

          21   Q.  What about the condition at I(a), aspiration pneumonia?

          22   A.  Can I just check to see whether I have written an

          23       alternative?

          24   Q.  Well, you have.  If you turn to page 34 of your report,

          25       you have your own formulation for the death certificate
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           1       that I was going to take you to.  You certainly don't

           2       mention the aspiration pneumonia in that reformulation.

           3   A.  Aspiration pneumonia suggests that Mr Somerville was

           4       unable to protect his airway and, therefore, contents of

           5       the mouth and the upper pharynx would dribble into his

           6       lungs and set up infection -- set up an irritation and

           7       allow infection to establish there.

           8           I don't think there was anything from the clinical

           9       examination which really supported the idea of

          10       aspiration pneumonia.  So that particular kind of

          11       pneumonia I don't think is evidenced in the notes.

          12   Q.  I think, so far as immobility would be concerned, which

          13       I think is at I(b), that doesn't appear in your

          14       reformulation either, on page 34 of your report?

          15   A.  No.  I think that was consequence rather than cause.  He

          16       was immobile and had limited mobility because of

          17       the other reasons for his debilitated state: his loss of

          18       muscle mass associated with his extreme malnutrition.

          19       I wouldn't see immobility as a cause, but more as

          20       a consequence.

          21   Q.  What you do agree, as we look at your reformulation, is

          22       that Clostridium difficile did play a part in --

          23   A.  Yes, and I would like to link the Clostridium difficile

          24       diarrhoea with the chronic perinephric abscesses.

          25   Q.  The other part of your reformulation, the I(a) cardiac
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           1       failure and I(b) cardiac conduction disorder, what's the

           2       basis for that?

           3   A.  Right at the beginning of the assessment of

           4       Mr Somerville for surgery, there were concerns expressed

           5       about some ECG findings, that he had a cardiac

           6       conduction disorder.

           7           There are several ECGs in his notes, not all of

           8       which are easy, in the copy form, to interpret, but

           9       I believe that they show a worsening cardiac conduction

          10       disorder, by which I mean that, from being something

          11       that was of no immediate clinical significance, he

          12       progressed to have a failure of the conduction of

          13       the electrical impulse that starts the contraction of

          14       the ventricles.  At one stage, I think he had

          15       Wenkebach's conduction disorder, which is associated

          16       with cardiac standstill.

          17   Q.  If we look at the clinical notes covering the period up

          18       to death, if you turn to the records at GGC00520057, can

          19       we see that there are entries for 5 January, "Loose

          20       stools", and it says, "Send specimen", and then for

          21       12 January, "CRP65.  No diarrhoea".  Then, on

          22       19 January, "Please review", and it says -- is that

          23       "Caecal"?

          24   A.  "Caecal carcinoma".

          25   Q.  What is the next line?
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           1   A.  "Obstructed kidney", I think.

           2   Q.  "Any evidence of colitis"?

           3   A.  He was known to have had longstanding ulcerative colitis

           4       for which he'd been taking Salazine.

           5   Q.  Then we see that, on the 25th, a few days later, it's

           6       the junior doctor's note:

           7           "Asked to see patient due to deterioration overnight

           8       following vomiting.  Brother in attendance.  Patient

           9       gasping."

          10           Then there are some results given and, if we turn to

          11       page 58 --

          12   A.  Sorry, before we leave that page, at that point, on the

          13       14th, Dr Johnston --

          14   Q.  Sorry, the 19th.

          15   A.  Sorry, the 19th.  Dr Johnston is reviewing the situation

          16       at that point and is asking for -- is planning a repeat

          17       CT scan, to try to sort out the various components, but

          18       that is very late in the day, unfortunately.

          19   Q.  Then, if I was to take you to page 58 of the last note,

          20       you will see that the doctor has written -- it looks

          21       like, "Imp", impression, "asphyxia"?

          22   A.  The first line is "Cheyne-Stokes breathing", that is

          23       an irregularity of the respiratory rhythm.  "Right sided

          24       crackles.  Poor air entry.  Impression aspiration

          25       pneumonia.  Planned keep comfortable.  Diamorphine
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           1       prescribed (not given)."

           2   Q.  Could that be the basis, then, of why we have seen on

           3       the death certificate the reference to aspiration

           4       pneumonia?

           5   A.  It could.  The vomiting and death were very close

           6       together, which is a little against there being the

           7       development of aspiration pneumonia, but those findings

           8       are equally compatible with congestive heart -- with

           9       cardiac failure.

          10   Q.  That may be the basis for I(a) that we see in the cause

          11       of death, in the death certificate?  The reference to

          12       aspiration pneumonia?

          13   A.  Yes.  It is one of the possibilities.

          14   Q.  That may be a basis for that, just to be clear?

          15   A.  Yes.

          16   MR KINROY:  My Lord, can we just clear up why the witness

          17       said something different initially?  Did she not see

          18       this entry in the records?

          19   A.  I was asked --

          20   LORD MACLEAN:  Yes, did you see that entry in the records in

          21       reaching your view which you expressed a moment ago

          22       about aspiration pneumonia?

          23   A.  I did see that entry in the record.  I was asked: is it

          24       a possibility?  Yes, it is a possibility, but it is not

          25       what I believe the sequence --
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           1   LORD MACLEAN:  Your preference is for cardiac failure?

           2   A.  It is, because of the longer-term view of the cardiac

           3       problems.

           4   LORD MACLEAN:  And the closeness of the vomiting to death;

           5       is that right?

           6   A.  Yes.  Agonal vomiting is not uncommon.

           7   MR KINROY:  My Lord, this appears to be a matter of opinion,

           8       and I don't imagine the witness is suggesting the

           9       opinion of the certifying doctor was unreasonably held,

          10       in the light of the evidence we have just heard.

          11   LORD MACLEAN:  What do you say to that?

          12   A.  I don't think it was correct, but I think one should

          13       hear from the certifying doctor about the thought

          14       processes that led him to come to that conclusion.

          15   MR MACAULAY:  Then can we look at your conclusions in this

          16       case, Dr Harrington, on page 35?  I am just looking

          17       quickly at the points that you are making on that

          18       particular page, and correct me if I am wrong, but have

          19       we covered the points that you set out there in the

          20       course of your evidence?

          21   A.  We haven't, in this case or any of the others, discussed

          22       the issue of pressure ulceration prevention, the

          23       protection of pressure points.

          24   Q.  Indeed.  Although I think, in relation to the managing

          25       of that, is it the nursing staff who really bear the
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           1       brunt of managing pressure problems?

           2   A.  I would like to make the point that geriatricians should

           3       be involved in the management of patients who are

           4       assessed, using something like the Waterlow score, as at

           5       high risk of pressure area damage because at least five,

           6       probably as many as ten, points on that score relate to

           7       medical conditions which are in the area of

           8       responsibility of the doctors to try to improve.

           9           The nurses can do a lot of things in terms of

          10       providing appropriate support arrangements --

          11       mattresses, cushions, special chairs, fluid balance,

          12       skin care, continence, and so on -- but there are

          13       a considerable number of risk factors which are really

          14       for the doctors to sort out -- anaemia, steroids, other

          15       cytotoxics, heart failure -- all those things are

          16       medical, and so there should be an interdisciplinary

          17       plan, not, "It's the nurses' job, it's the nurses'

          18       fault".  It is not as simple as that.  It is working

          19       together that will produce successful outcomes in terms

          20       of pressure ulceration prevention and healing.

          21   Q.  Do you see, then, in Mr Somerville's case, that you

          22       would have anticipated there would have been medical

          23       input into this aspect of his care?

          24   A.  For example, nutrition, which I do allude to elsewhere,

          25       is for the doctors to be involved in.  Anaemia, which
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           1       was one of the risk factors that Mr Somerville had, was

           2       very much for the doctors to be involved in.  Heart

           3       failure, which is part of the scoring system, was very

           4       much what we have been talking about, his cardiac

           5       status.

           6           So I do feel that there was a lack of medical input

           7       into the management of his pressure areas, and that is

           8       a general point that I would make in other cases, but we

           9       are talking specifically about Mr Somerville at the

          10       moment.

          11   Q.  Thank you.  Finally, Dr Harrington, I want to look at

          12       your overview report and just raise a number of points

          13       with you from that.  That can be put on the screen.  It

          14       is at EXP02050001.  You have listed the patients that

          15       you reviewed.  Perhaps, again, you can give us your

          16       overall overview that you were able to take from your

          17       review of the cases that you set out at the very outset

          18       of your report?

          19   A.  I have divided my overview into a number of different

          20       areas.  Clearly, Clostridium difficile-related issues

          21       are the focus, but in producing an overview, I felt

          22       there were many other issues that I could offer help on.

          23   Q.  We can, ourselves, read your overview and draw our own

          24       conclusions, but if you can just focus on the main

          25       points that you feel should be emphasised.
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           1   A.  I feel that Clostridium difficile diarrhoea was not

           2       taken seriously enough by the medical staff.  It was

           3       regularly omitted from the ward round notes, even though

           4       it was an important part of the patients' clinical

           5       picture on the date that those notes were written.

           6           The involvement in the non-antibiotic prescribing

           7       parts of the treatment of Clostridium difficile

           8       diarrhoea was minimal.  We have talked about feeding, we

           9       have talked about fluid balance.  It was all very low

          10       key, when there should have been a lot more attention

          11       given to and a lot more issues documented.

          12   Q.  Looking at the role played by antibiotic prescribing,

          13       you make some comments in relation to that.  What

          14       overall conclusion did you come to there?

          15   A.  Well, I have listed the frequency with which patients

          16       received antibiotics and multiple courses of

          17       antibiotics.  It is important to say that there were

          18       life-threatening infections which required antibiotic

          19       treatment, and there were, without doubt, benefits

          20       obtained by patients, but the price paid by some of

          21       those patients was a very high one, and I think could

          22       have been lessened by greater attention to published

          23       guidelines and greater evidence that the state of

          24       knowledge at the time was put into practice.

          25   Q.  If we turn to page 4 of your overview, I think a common
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           1       theme you have drawn attention to is that there does not

           2       appear to have been attempts made of assessing severity;

           3       is that correct?

           4   A.  That is correct.  That would come under the heading that

           5       I have just mentioned about there was a state of

           6       knowledge at the time, and putting that into practice

           7       was not in evidence.

           8   DAME ELISH:  My Lord, before Mr MacAulay moves on from this

           9       point, would Dr Harrington accept that the use of the

          10       more complex, broad-spectrum antibiotics was

          11       particularly used with the elderly because of the nature

          12       in which many serious, life-threatening conditions

          13       presented themselves in a latent way and, therefore,

          14       were more difficult to diagnose in a younger population

          15       and, therefore, the risks had to be balanced, both

          16       regarding C. difficile, but also the problems which may

          17       arise from the use of narrower, more targeted

          18       antibiotics which may miss very serious,

          19       life-threatening conditions.

          20   LORD MACLEAN:  Have you got that question?

          21   A.  I think there are two parts to the question, if I have

          22       understood it: the first is that elderly patients may

          23       present in complex and slightly obtuse ways, and,

          24       therefore, it is necessary to prescribe broad-spectrum

          25       antibiotics to cover a range of possibilities.
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           1           Is that the first part of the question, that there

           2       is benefit in doing that?  I have had a nod from the

           3       questioner.

           4   LORD MACLEAN:  Yes, right.

           5   A.  Then the second part of the question is that -- could

           6       you go through the second part of the question again?

           7   DAME ELISH:  I think you described them as more simple

           8       antibiotics, but narrow-spectrum, which are targeted at

           9       specific conditions, but, like a missile, if they miss,

          10       essentially, therefore, can fail to treat what could be

          11       a number of comorbidities which are equally

          12       life-threatening, such as a UTI or a pneumonia, which

          13       may be contemporaneous.

          14   A.  Okay.  If I could cover the second part of that first?

          15   LORD MACLEAN:  Yes.

          16   A.  I think I have said on more than one occasion in the

          17       last two days that the prescribing of antibiotics is

          18       only part of the story; the management of infection in

          19       elderly patients, as in younger patients, but probably

          20       in a heightened way in elderly patients, is more than

          21       prescribing an antibiotic.  It is addressing a lot of

          22       other factors, such as the presence of dehydration, the

          23       presence of other structural abnormalities, whether

          24       those are in the lungs or in the kidneys or in the

          25       bones, and so the answer to, will we miss -- will we, by
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           1       using very narrow-spectrum antibiotics, fail our

           2       patients, is, no, I don't think we will, if we pay

           3       attention to those other aspects while using the more

           4       narrow-spectrum or the more commonplace antibiotics --

           5       and those are not necessarily the same thing -- provided

           6       we have sent to the laboratory the appropriate specimens

           7       before starting therapy and that we take note of

           8       the laboratory findings promptly to alter therapy.

           9           So you may not get the antibiotic right the first

          10       time, but if you are doing all the other things and then

          11       you listen to what the laboratory tells you and act on

          12       that, you can have a very good outcome from the patient.

          13       So that is my answer to the second part of the question.

          14   DAME ELISH:  May I ask, then, if pre-emptive prescribing for

          15       C. diff is approved of, because it can strike before --

          16       the earlier the better, is there some mitigation use of

          17       the broad-spectrum on the same basis, that, in order to

          18       deal with what may be latent, complex conditions, you

          19       prescribe first and then adjust, as you suggest, at

          20       a later stage?  Because --

          21   LORD MACLEAN:  Do you understand that?

          22   A.  I don't know where that concept has suddenly dropped in

          23       from.  Pre-emptive prescribing against

          24       Clostridium difficile is not a concept that I would

          25       recognise, an appropriate strategy.  Giving
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           1       metronidazole because we are giving a broad-spectrum

           2       antibiotic and the patient might get

           3       Clostridium difficile diarrhoea is not -- that is not

           4       a practice that --

           5   MR MACAULAY:  I can see that my learned friend is interested

           6       in this line of territory, and it may be that these are

           7       issues that might be best dealt with by

           8       a microbiologist, but I don't know.

           9   LORD MACLEAN:  What do you say about that?  Yes?

          10   A.  I would say that it is an issue for both microbiologists

          11       and clinicians to agree on the evidence, and there is no

          12       protocol that I am aware of that proposes this as

          13       a strategy at all.  It sounds to me like a recipe for

          14       producing resistant organisms and allowing sloppy

          15       thinking and taking the eye off the importance of

          16       hygiene and other control of transmission of infection

          17       issues.  It sounds horrendous.

          18   MR MACAULAY:  What you are having a difficulty with is the

          19       description "pre-emptive describing"?  Is that what you

          20       are looking at?

          21   A.  Yes.

          22   DAME ELISH:  Perhaps, my Lord, I could clarify that, since

          23       I created the confusion there by using the word

          24       "pre-emptive".  What I was referring to is, for instance

          25       in the case of C. diff, if someone is presenting with
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           1       diarrhoea before it is diagnosed as C. diff, you may

           2       have practitioners commencing immediately with

           3       metronidazole to deal with it prior to knowing precisely

           4       whether or not it was positive or negative.  Similarly,

           5       could that apply with broad-spectrum antibiotics

           6       regarding very serious, life-threatening conditions,

           7       such as pneumonia or UTI?

           8   A.  That is a different question.  Should metronidazole be

           9       started in a patient with diarrhoea where there is

          10       a high clinical suspicion of Clostridium difficile is

          11       how I understand that part of the question.

          12   LORD MACLEAN:  That's right.  What is the answer?

          13   A.  In epidemic -- in outbreak situations, there is a case

          14       for that.  In individual cases, no.  If you had three or

          15       four patients on an open ward and patients 5 and 6

          16       developed diarrhoea and have been exposed to

          17       antibiotics, then, yes, in the context of that kind of

          18       outbreak, early treatment with metronidazole, before

          19       there is microbiological confirmation, would at one time

          20       have been appropriate because it might take two or three

          21       days to get a positive result.  But we now get positive

          22       results within hours, so that is not usually needed

          23       because you can do other things.

          24           You can pay attention to fluid balance, you can pay

          25       attention to transmissibility issues.  So, yes, I might,
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           1       under certain circumstances, but most of the time

           2       I would not contemplate that as a strategy.

           3   LORD MACLEAN:  What about the strategy being applied to

           4       other infections and other antibiotics, because that is

           5       part of Dame Elish's question?

           6   A.  We have come across, occasionally, in each of the cases

           7       that I have discussed, things like the early warning

           8       scores and the modified early warning scores to say,

           9       "This patient is unwell, deteriorating or has already

          10       deteriorated".  Another example would be a CURB score,

          11       that we referred to in one of the patients who had

          12       pneumonia.

          13           Where there are established criteria for determining

          14       the severity of an infection, then there are strategies

          15       for antibiotic therapy which is targeted according to

          16       the local, known sensitivities, which would be given by

          17       an intravenous route, which would be combined with more

          18       regular, more frequent, monitoring.

          19           So there are other ways than just saying, "Oh, we

          20       must give a blanket cover of antibiotics" to addressing

          21       the issue of, "This is a severe infection.  We must go

          22       in with all guns blazing".

          23           If you have got a situation where it is not clear

          24       where the infection is -- possibly in the lungs,

          25       possibly in the urine, possibly in a joint, possibly in
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           1       a disc, possibly on a heart valve -- it is imperative

           2       not to start treatment until you have taken adequate

           3       specimens, but that doesn't mean to say that you don't

           4       do anything for the patient.  You don't start the

           5       antibiotics, but you do lots of other things, like pain

           6       relief, fluid balance, intravenous fluids, paracetamol

           7       for fever.  There are lots and lots of other components

           8       in the management of infection that can be put in place

           9       while preparing to start an antibiotic.

          10   MR MACAULAY:  Can I take you to page 6 of your overview

          11       report, then, Dr Harrington?  I say I am going to pick

          12       up some points, because we can pick up the rest of it

          13       ourselves, but there is a particular point I want to

          14       raise with you in relation to Mrs McDougall that you

          15       address in the third paragraph of that page.  This was

          16       a view you came to in the absence of medical records,

          17       which you have now seen; is that right?

          18   A.  I have seen --

          19   Q.  Am I correct in saying that; that you came to this view

          20       that you set out in that third paragraph on page 6 in

          21       the absence of certain medical records?

          22   A.  Yes.

          23   Q.  Standing the fact that you have now seen these records

          24       very recently, I think you can confirm with me that this

          25       is a view that you would no longer hold; is that right?
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           1   A.  I no longer hold that view based on more medical

           2       records, but not the complete medical record, and

           3       information that I have been provided with about

           4       chemotherapy being provided at the Vale of Leven,

           5       information which was not available at the time that

           6       I wrote this, either from the resources provided by the

           7       Inquiry team or what I could glean from visiting the

           8       websites which I did.

           9   Q.  Indeed.

          10   MR KINROY:  My Lord, I have some questions I would like put,

          11       if I may, to Dr Harrington arising out of that whole

          12       episode.  The fundamental point is that her criticism

          13       was severe, and it appears that it was made in the

          14       recognition that certain relevant information necessary

          15       for that criticism was not available to her.  If I might

          16       have these questions put to her?

          17   MR MACAULAY:  I think the questions my learned friend has

          18       intimated have been provided to Dr Harrington, and she

          19       will provide written answers to these questions.

          20   MR KINROY:  My Lord, there are various sets of questions for

          21       the board.  I have seen only one set to which there are

          22       written answers.  I have had no time to scrutinise

          23       these, but it appears to me these questions and answers

          24       are not the ones with which I am concerned, which relate

          25       specifically to the case of Mrs McDougall.
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           1   LORD MACLEAN:  You had better start producing more

           2       questions.

           3   MR KINROY:  I'm sorry, my Lord?

           4   LORD MACLEAN:  Are you suggesting you need to formulate more

           5       questions and answers?

           6   MR KINROY:  No, my Lord, there is a written set of questions

           7       concerning the case of Mrs McDougall.

           8   LORD MACLEAN:  Yes.

           9   MR KINROY:  I would respectfully like some of these

          10       questions to be put to Dr Harrington.

          11   MR MACAULAY:  I think the position, my Lord, is this: that

          12       we have received -- my learned friend will correct me if

          13       I am wrong -- four separate notes of questions at

          14       different points in time, and I think the questions that

          15       are designed to focus on this point were received --

          16       I can't remember -- yesterday or possibly the day

          17       before, but I can check that, but in that time

          18       Dr Harrington hasn't had the opportunity to provide the

          19       written answers to these questions, but these written

          20       answers will be provided, and they will be posted on the

          21       website.

          22   MR KINROY:  I see, my Lord, I wasn't aware of that.

          23   LORD MACLEAN:  I think that is what he was trying to say

          24       earlier.

          25   MR KINROY:  I knew there were written answers to one set of
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           1       questions.  I should say that, in regard to all of this,

           2       of course, I have had no chance to scrutinise the

           3       answers with a view to seeing whether there might be

           4       some justification for asking today for clarification,

           5       but perhaps there may be some moment to do that before

           6       we finish today.

           7   LORD MACLEAN:  For my part, I am quite happy that it should

           8       be resolved on the basis of written answers to your

           9       questions.

          10   MR KINROY:  Yes, my Lord.  I suppose, if any questions arise

          11       from those answers, they can be pursued by some other --

          12   LORD MACLEAN:  They could, yes.

          13   MR MACAULAY:  Can we move on, then, to the remainder of your

          14       overview report, Dr Harrington?  Just before I do that,

          15       I can press on, my Lord, and try to finish or, if

          16       your Lordship felt he wanted a break, or the shorthand

          17       writers wanted a break.

          18   LORD MACLEAN:  Yes, let's do that.

          19   MR MACAULAY:  I wanted to pick up one or two other points.

          20       As I say, you have covered the points, and we can read

          21       them for ourselves.

          22           In relation to the use of a standardised stool

          23       chart, and you touch on this on page 12 of your overview

          24       report, you say:

          25           "No ward used a standardised stool chart.
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           1       Therefore, clinical staff could neither judge the

           2       severity of a bowel problem or the success of treatment

           3       whether the problem was constipation, diarrhoea or

           4       rectal bleeding."

           5           As I understand it, in your own hospital, it was

           6       standard management at the time to have stool charts; is

           7       that correct?

           8   A.  In the period 2007 to 2008, it was standard practice in

           9       the hospital that I was consultant at, at that time, and

          10       from my knowledge in a considerable number of other

          11       similar hospitals, ordinary DGHs, not specialist

          12       gastroenterological centres.

          13   Q.  But insofar as the Vale of Leven is concerned, are you

          14       in a position to say that it was the standard to have

          15       stool charts in the Vale of Leven at the relevant time?

          16   A.  I have only seen entries on the fluid balance chart

          17       describing the diarrhoea.  I haven't seen stool charts

          18       which are free-standing and allow the description using

          19       an easily communicated standard, such as the Bristol

          20       stool chart.  That seems to be the most commonly used

          21       one.  I haven't found that anywhere.

          22   Q.  But you are not in a position to say whether it was or

          23       was not standard practice in the Vale of Leven?  If it

          24       was, then the charts should have been there, you would

          25       say, but if it wasn't, it is a matter for the Inquiry to
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           1       look into; would that be a fair --

           2   A.  I don't know whether it was intended to be done and was

           3       not done, or whether it was simply not done.

           4   Q.  Another point that I want to pick up from you in your

           5       report in particular relates to death certification, if

           6       we turn to page 17 of your overview report.

           7           I think, in fact, this may be one of the points that

           8       my learned friend was interested in pursuing, but, in

           9       any event, I want to pursue it with you.  Under

          10       reference to death certification, you say some of

          11       the death certificates contained convenient fictions,

          12       such as myocardial infarction or bronchopneumonia, in

          13       the absence of any clinical evidence thereof.

          14           I think we had a discussion yesterday in connection

          15       with a particular case, indeed, that focused upon

          16       myocardial infarction, and you considered there was no

          17       evidence in the records to support that.  Is that right?

          18   A.  That is.

          19   Q.  But when you use the word "fiction" there, can I take it

          20       you are not suggesting that, insofar as you can see,

          21       there was any deliberate misleading being made by the

          22       certifying doctor?

          23   A.  No, I don't think there was any attempt to cover up

          24       anything.  I think those represent an era when a lack of

          25       critical thinking allowed those kinds of diagnoses to be
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           1       put on death certificates because they were within the

           2       realms of possibility and were very convenient in terms

           3       of not requiring further evidence and not having to go

           4       to post-mortem, and so on.

           5   MR KINROY:  Before you leave that point, am I correct to

           6       believe that the witness published on this subject in

           7       the BMJ in about 2006 and found the practice she

           8       describes quite prevalent?

           9   A.  My junior doctors and I did audit practice in our own

          10       department and published about the improvement that an

          11       educational programme could produce in the accuracy of

          12       death certification; that's correct.

          13   MR KINROY:  I don't know if that really answers the

          14       question.  Presumably, the research was on the premise

          15       that there might be quite prevalent the practice that

          16       the witness has described and, presumably, the research

          17       was into how to improve that state of affairs?

          18   LORD MACLEAN:  I imagine so, but she did give evidence

          19       yesterday about this being, in the past, a convenient

          20       way -- there was a description, actually.

          21   A.  A dust-bin diagnosis.

          22   LORD MACLEAN:  Yes.  What is the answer to Mr Kinroy's

          23       further question?

          24   A.  I have published on the topic of the accuracy of death

          25       certification and how this can be improved by an
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           1       educational programme.  That was the thrust of that

           2       publication.

           3   MR MACAULAY:  This is all about accuracy.  You are looking

           4       at an era when things weren't quite so accurately

           5       recorded, but these things should be accurately

           6       recorded?

           7   A.  I'm looking at a culture that did not take it seriously

           8       in the way that we would do now.

           9   DAME ELISH:  May I ask a question which Dr Harrington may be

          10       in the position -- I understand your article was in

          11       connection with what you considered to be a very high

          12       level of myocardial infarction recordings in your own

          13       hospital, and looking into that aspect.

          14   A.  No, that is not actually what the publication is about.

          15       I was referring -- when I spoke about the concern at

          16       Airedale General Hospital at one time that we appeared

          17       to have a high mortality rate from myocardial

          18       infarction.  That concern was with the cardiology

          19       department, who felt that it was a slur on their

          20       clinical performance, and they did that audit.  That was

          21       not the audit that I did.  The audit that I did that has

          22       been referred to and was published was in the department

          23       of geriatric medicine, and so covered a much broader

          24       range of patients.

          25   DAME ELISH:  On that point, may I ask whether or not there
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           1       is or was, at that time, a school of thought that

           2       post-mortem should be avoided so far as possible because

           3       of the added distress it creates for families?

           4   LORD MACLEAN:  That is not relevant.  Although it was

           5       relevant to one of the cases that we had, when I think

           6       a post-mortem should have been advised, but it is not

           7       relevant to this.

           8   MR MACAULAY:  Can I then finally take you to your final

           9       conclusion of your overview report, Dr Harrington, on

          10       page 18?  Can you just summarise your final conclusion

          11       for the Inquiry?

          12   A.  Well, it can be read there.  There were things that

          13       I found shocking.  I was shocked by the case of

          14       Mr Thomson, who was told that he had malignant disease

          15       and was dying of it, when I could find no evidence that

          16       that was so, and I was shocked at the level of support

          17       that was subsequently given to that gentleman.  There

          18       was no palliative care team involved.  I found that very

          19       distressing.

          20           I would have found it very difficult to work with

          21       the information provided by the nursing staff during

          22       this period where I needed information on which to base

          23       my own clinical decisions.

          24           I fear that I would not have been able to rely on

          25       those nurses giving the basic care that I felt would be
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           1       appropriate to the patients that I was responsible for.

           2       Examples would be nutrition, fluids, pressure area

           3       management, and the softer issues of looking at the

           4       patient as a whole, listening to the patient,

           5       understanding what their concerns were, communicating

           6       with them, even when that was difficult by reason of

           7       stroke or dementia.  I would have found it very

           8       difficult to maintain an adequate standard of medicine

           9       in the face of the underpinning nursing information.

          10   Q.  Thank you for that.  As I have already indicated, you

          11       have already, I think, answered in writing some

          12       questions from the health board and also from the

          13       Medical Defence Union.

          14           I have been asked recently to put one or two

          15       questions to you that specifically relate to Mrs Pirog,

          16       and I have been asked to put these questions to you on

          17       behalf of the families, and I think, in fact, in the

          18       main these have been covered, but there is one point

          19       that I have been particularly asked to put to you, and

          20       that relates to the fact that Mrs Pirog had rib

          21       fractures following upon her fall.

          22           What I have been asked to put to you is whether the

          23       rib fractures could account for the problems Mrs Pirog

          24       had with her breathing, when there was some evidence

          25       that she had a wheezy chest?
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           1   A.  Mrs Pirog was in hospital over a considerable period of

           2       time.  Do you know on what date this reference to

           3       a wheezy chest is?

           4   Q.  Let's just assume that that is at a time when she has

           5       her rib fractures.  Could there be a correlation between

           6       rib fractures and a wheezy chest?

           7   A.  Yes.  If you have fractured ribs, it is a very painful

           8       condition.  There is reluctance to take a deep breath.

           9       Therefore, the underlying lung, which may be bruised as

          10       a result of whatever the injury -- the mechanism of

          11       injury to the ribs was, the underlying lung is therefore

          12       not well aerated, and the cycles of depth of respiration

          13       which lead to cough and clearing of secretions that

          14       accumulate between the base of the lung, that cycle is

          15       suppressed to avoid pain.

          16           So pneumonia underneath the damaged area is always

          17       a concern and is something that would be sought --

          18       evidence for it would be sought, analgesia would be

          19       given, painkillers would be given to try to prevent this

          20       cycle of not moving the chest, physiotherapy may be

          21       provided.

          22           Some patients with pneumonia respond by wheezing, as

          23       we would define it by listening with our stethoscope.

          24       Other patients would have noisy breathing, which lay

          25       people might term "wheezing".
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           1           Without having chapter and verse of when this is,

           2       I couldn't be more precise about Mrs Pirog's individual

           3       case.  It may be, then, in relation to that, and perhaps

           4       one or two of the other questions that might require

           5       more precision, we may ask you for some further written

           6       answers to those.  Thank you for that.

           7   LORD MACLEAN:  Thank you very much for your reports and your

           8       evidence, both of which showed great thought and care,

           9       actually, in each individual case.  Thank you for

          10       coming.

          11   A.  Thank you.

          12                      (The witness withdrew)

          13   LORD MACLEAN:  Now the Inquiry takes a break for a week, if

          14       you can bear that, and we resume a week on Monday at

          15       10 o'clock.

          16   (3.35 pm)

          17                 (The Inquiry was adjourned until

          18              Monday, 21 November 2011 at 10.00 am)
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