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           6   MR MACAULAY:  Good morning, Dr Teare.

           7   A.  Good morning.

           8   Q.  The next case I want to look at is that of

           9       Martha McGregor.  Your report is at EXP01730001.  We now

          10       have that on the screen, the front page, and can we note

          11       that Mrs McGregor was born on 21 March 1928?

          12   A.  Yes.

          13   Q.  If we turn to page 4 of the report, on that page and

          14       page 5, do you summarise her medical history and her

          15       stay in hospital at the time of this particular

          16       admission?

          17   A.  Correct.

          18   Q.  Do you tell us in the beginning that Mrs McGregor was

          19       admitted to the Vale of Leven on 20 January 2008?

          20   A.  I do.

          21   Q.  What you have noted is that she was admitted from

          22       a nursing home, having fallen down; is that correct?

          23   A.  She came in from a nursing home, having fallen down, on

          24       20 January 2008.

          25   Q.  We will come to look in a moment at her antibiotic
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           1       treatment, and you do provide some details of that on

           2       page 4, but if we turn to page 5 of the report, at (xx)

           3       have you noted that, as at 25 February 2008,

           4       Mrs McGregor tested positive for C. diff?

           5   A.  On 25 February 2008, she tested Clostridium difficile

           6       positive.

           7   Q.  If we look at the laboratory report -- it is at

           8       GGC26920001 -- can we see here that the specimen was

           9       collected on the 25th, received by the lab on the 25th

          10       and it is a positive specimen?

          11   A.  That is correct.

          12   Q.  Then, just looking back to page 5 of your report,

          13       I think, in the main, in the extracts you have taken

          14       from the records you are setting out her management and

          15       treatment for C. diff, and do we note that, at the very

          16       end, at the bottom of this page, come 13 March, she's

          17       fit enough to be transferred back to the nursing home?

          18   A.  On 13 March 2008, she was transferred back to the

          19       nursing home; that is correct.

          20   Q.  On page 6 of the report, if you just turn quickly to

          21       that, do you set out there in a tabulated form, in

          22       particular, the antibiotic treatment that Mrs McGregor

          23       received during this admission?

          24   A.  This is my understanding of the antibiotics which she

          25       received, yes.
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           1   Q.  Can we then just look at that aspect of it?  If we turn

           2       to page 8 of your report, the section dealing with your

           3       review of the antibiotic treatment, you begin by

           4       pointing out that, when she was admitted, she was

           5       diagnosed with a urinary tract infection; is that right?

           6   A.  When she was admitted --

           7   Q.  I don't know if we are on the right section.  Could we

           8       turn to page 8, please, at section 4.  Thank you.

           9           Yes, sorry?

          10   A.  When Mrs McGregor was admitted on 20 January 2008, there

          11       was a clinical diagnosis of a urinary tract infection,

          12       and trimethoprim was initiated on, in fact,

          13       21 January 2008.  This was in keeping with the

          14       Vale of Leven guidelines.  Then a urine sample showed

          15       a coliform resistant to trimethoprim, and also to

          16       amoxicillin, and the subsequent antibiotic chosen was

          17       co-amoxiclav, and that was justified in the medical

          18       notes.

          19   Q.  Moving on, then, at (v) you also indicate that

          20       ceftriaxone and metronidazole were commenced on

          21       23 January, and the co-amoxiclav was continued

          22       intravenously; is that correct?

          23   A.  Subsequently to the initial diagnosis of a urinary tract

          24       infection, there was a clinical impression of some

          25       infective process going on in the abdomen.  There was
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           1       a raised C-reactive protein and white blood count.  Both

           2       of these are markers of infection.  These were quite

           3       substantially raised, the CRP at 171.  Therefore, other

           4       antibiotics were commenced to attempt to treat this.

           5   Q.  What I want to understand is this, if we focus on the --

           6       let's look at the ceftriaxone.  You do comment on this

           7       towards the top of page 9, where you indicate that it is

           8       a broad-spectrum cephalosporin antibiotic, well known to

           9       be associated with C. difficile.

          10           Was it appropriate, in these circumstances, to start

          11       the -- to prescribe the ceftriaxone?

          12   A.  It's not entirely clear why ceftriaxone, a very

          13       broad-spectrum cephalosporin antibiotic, was used in

          14       this situation.  The patient, as I understand it, was

          15       noted to be penicillin allergic, so that is a possible

          16       explanation, but there was no justification in the

          17       clinical records for that.

          18   Q.  You then, I think, indicate that, in addition to the

          19       ceftriaxone -- this is at (viii) --

          20       intravenous Augmentin was administered from 24 to

          21       29 January; is that correct?

          22   A.  That is correct, yes.

          23   Q.  Was that an appropriate --

          24   A.  Because of the history of penicillin allergy, I was

          25       a little bit surprised to see that, but clearly there
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           1       was some error in the penicillin allergy diagnosis, and

           2       that didn't seem to cause him (sic) any trouble from an

           3       allergic point of view.

           4   Q.  Are you saying that the Augmentin, as prescribed, was an

           5       appropriate prescription to give?

           6   A.  There was a little bit of confusion as to exactly what

           7       was going on, and there seemed to be the use of

           8       broad-spectrum antibiotics here until the clinical

           9       progress was actually subsequently seen, and he (sic)

          10       did appear to improve from the point of view of

          11       the reduction of CRP and white cell count and his (sic)

          12       clinical state did appear to improve on antibiotics at

          13       this point.

          14   LORD MACLEAN:  I think the patient is a lady, isn't she?

          15   A.  Did I say "he"?  I apologise.

          16           So that, by 5 February, an overall improvement had

          17       been noted in the clinical records; the CRP had been

          18       shown to come down to 38.

          19   Q.  If we go back to your table on page 6, as I understand

          20       it now -- and I was looking at the co-amoxiclav that was

          21       administered on 21 January and, at the same time,

          22       I think she was also being given the ceftriaxone.

          23       Looking to your table, is that an appropriate

          24       combination?

          25   A.  It's a very surprising combination.  It is very
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           1       broad-spectrum.  It is not one that is commonly used.

           2       In other words, you are using two very broad-spectrum

           3       beta-lactam antibiotics together, so it is a surprising

           4       combination for which --

           5   Q.  Did you see any justification for it in the records?

           6   A.  No, I didn't see any justification for it in the

           7       records.

           8   MR KINROY:  My Lord, I wonder if we might clarify if there

           9       might have been a justification, albeit not entered in

          10       the records?

          11   LORD MACLEAN:  I don't know how you answer that.

          12   MR KINROY:  The witness so far has been doing exactly that:

          13       she's been saying there is no justification expressed in

          14       the records, but "I infer this" or "I can see that" or

          15       "It might be".

          16   LORD MACLEAN:  She hasn't inferred anything, because there

          17       is nothing to infer from.  There isn't.

          18   MR KINROY:  Perhaps not verbally, but she's certainly raised

          19       the possibility --

          20   LORD MACLEAN:  If there is no justification in the records,

          21       you can suppose that there might, in the mind of

          22       the prescriber, be a justification.

          23   MR KINROY:  Yes.

          24   LORD MACLEAN:  It is not recorded.  That is the point.

          25   MR KINROY:  Exactly so, my Lord, but hitherto, the witness
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           1       has been willing to say, "Albeit there is nothing in the

           2       records, this might have been in the mind of

           3       the prescriber".

           4   LORD MACLEAN:  I see what you mean.

           5   A.  My point here is that any antibiotic needs to have

           6       a justification in the clinical records, and if

           7       antibiotics can be justified for good clinical reasons,

           8       then that is fine, and an individual prescriber is free

           9       to make an individual clinical judgment on an individual

          10       patient.

          11   LORD MACLEAN:  I think, though, that Mr Kinroy was -- what

          12       he was getting at was: can you see, from the surrounding

          13       facts and circumstances, any justification for the

          14       combination of these two antibiotics?  Can you infer

          15       anything from the facts and circumstances?

          16   A.  I think that it -- Augmentin and ceftriaxone are

          17       offering, to some extent, a very similar spectrum of

          18       activity, and there are other antibiotics -- ceftriaxone

          19       with, for example, vancomycin would probably have given

          20       better overall cover.

          21           So I think, from my point of view, it would be

          22       difficult to see how Augmentin and ceftriaxone would be

          23       appropriate.  Amoxicillin and ceftriaxone to cover

          24       enterococci might have been reasonable, but there are

          25       other organisms that might have been a problem for this
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           1       patient.  So I think ceftriaxone and Augmentin is an

           2       unusual combination.

           3   DAME ELISH:  My Lord, I wonder if Mr MacAulay, on this

           4       particular point -- Dr Teare has already accepted that

           5       the patient improved with this combination of

           6       antibiotics, but would it be of assistance if Dr Teare

           7       was to hear the clinician's explanation and reflect on

           8       that, rather than making an assessment purely on the

           9       basis of what we accept are deficient records?  The

          10       benefit of hearing the clinician's explanation, would it

          11       assist if she was to look at that, perhaps at a later

          12       date?

          13   LORD MACLEAN:  Mr MacAulay?

          14   MR MACAULAY:  Just before we come to the point of

          15       the question, do you accept that the patient improved on

          16       this combination of antibiotics that we have just been

          17       looking at?

          18   A.  Yes.  Yes, I do.

          19   Q.  I think the improvement was subsequently in February; is

          20       that what you said?

          21   A.  It was subsequently in February, yes.

          22   Q.  Between this combination and the improvement, there were

          23       other antibiotics given?

          24   A.  I think my point was simply that there might have been

          25       other alternatives that were less broad-spectrum.
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           1   Q.  Just to be clear, are you looking to this combination of

           2       antibiotics to indicate that it was that combination

           3       that resulted in the improvement?

           4   A.  Yes.

           5   Q.  To follow through my learned friend's question, clearly,

           6       it would be desirable to hear what the prescriber had to

           7       say as to why this combination was chosen?

           8   A.  I accept that that would be absolutely reasonable.

           9   Q.  Just to pick up his Lordship's question, which I don't

          10       think you answered, do you consider that there could be

          11       an explanation as to why co-amoxiclav and ceftriaxone

          12       were prescribed together at the same time?

          13   A.  Sorry, could you repeat the question?

          14   Q.  Yes.  Can you see an explanation as to why the

          15       prescriber would prescribe co-amoxiclav and ceftriaxone?

          16   A.  There are some bowel organisms to which ceftriaxone

          17       would not respond and that Augmentin, co-amoxiclav,

          18       would cover, and that might have been in the mind of

          19       the prescriber.

          20           However, there are alternative antibiotics that

          21       would be less broad-spectrum, namely, the glycopeptides,

          22       ie, vancomycin, that would have covered those organisms.

          23   Q.  What would you have in mind, then, if you're looking for

          24       an explanation?

          25   A.  I would have in mind a combination of maybe ceftriaxone
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           1       and vancomycin.

           2   Q.  I'm more concerned with what organisms would you have in

           3       mind?

           4   A.  The enterococci.

           5   Q.  If you are to be looking for an explanation for the

           6       combination of co-amoxiclav and ceftriaxone?

           7   A.  That is what I would be thinking, yes.

           8   Q.  What?

           9   A.  That would cover enterococci and Gram-negative

          10       organisms.

          11   Q.  So if we are looking for an explanation for the

          12       prescriber, that is the sort of explanation we are

          13       looking for?

          14   A.  Yes.

          15   Q.  Can we go back, then, to page 9 of your report.  What

          16       about the duration, in particular, of the Augmentin,

          17       where you tell us, at (x), that it was used for 16 days?

          18   A.  It's a long time, and it is whether the patient actually

          19       needed it for that length of time.  I would like to see

          20       in the medical notes a continuing justification of

          21       antibiotics.  If one can justify this clinically, then

          22       so be it, and that is very reasonable, and a patient

          23       should be given antibiotics that they need without

          24       subsequent problems from other infections.

          25   Q.  Did you see a justification in the records for this
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           1       duration?

           2   A.  I think it went on without review for too long.

           3   Q.  What would the normal course of Augmentin be?

           4   A.  It depends what the underlying problem is, but for

           5       a deep-seated infection, it clearly may be quite a long

           6       time, but for -- I don't really know what they were

           7       treating here, and that is the problem.  I think it is

           8       about a diagnosis, a clear diagnosis, and then a clear

           9       justification for the antibiotics being written in the

          10       medical notes.

          11           So my problem here is that I don't know what they

          12       were treating, and I think there was a bit of guessing

          13       going on and broad-spectrum antibiotics being used to

          14       cover every situation, and that was the problem.

          15   Q.  If we move on, then --

          16   DAME ELISH:  My Lord, I hesitate to interrupt, but can I ask

          17       if my learned friend can perhaps pose a question as to

          18       is that not precisely the point of broad-spectrum

          19       antibiotics?  Whereas there are disadvantages with the

          20       destruction of flora, in elderly patients with difficult

          21       comorbidities which are difficult to diagnose or unknown

          22       sepsis, therefore, the range of the spectrum is what is,

          23       in fact, the virtue of the broad-spectrum antibiotic?

          24   MR MACAULAY:  Are you able to deal with that?

          25   A.  The problem is, if one is using broad-spectrum
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           1       antibiotics, you are then destroying normal flora, which

           2       is a vital host defence mechanism, and there were

           3       alternative -- as I have already mentioned, there were

           4       alternative narrower-spectrum antibiotics that could

           5       have been used to cover the likely pathogens.

           6   Q.  Then moving on to (xi), you mentioned also that

           7       ciprofloxacin was commenced on 29 January and continued

           8       until 10 February.  So far as you could tell from the

           9       records, what was the basis for prescribing

          10       ciprofloxacin?

          11   A.  My understanding of the use of ciprofloxacin on

          12       29 January was because there was poor venous access,

          13       and I understand that ceftriaxone, which was given

          14       intravenously, was replaced with oral ciprofloxacin.

          15   Q.  Was that an appropriate approach?

          16   A.  If the clinicians felt that their previous tactic was

          17       working, then it was probably not an unreasonable way

          18       forward.

          19   Q.  Were you able to ascertain from the records that that

          20       was the line of thinking?

          21   A.  As I have said before, I think that there was lack of

          22       clarity in the notes about exactly what was going on,

          23       and, therefore, it wasn't clear to me why ciprofloxacin

          24       should be used.

          25   Q.  The metronidazole that you mention in the next section,
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           1       that was commenced on 29 January.  Were you able to

           2       ascertain why that was being used?

           3   A.  One of the groups of organisms in the bowel are

           4       anaerobes, for which metronidazole is used as treatment,

           5       so that may have been the reason why metronidazole was

           6       used at this point.

           7   Q.  Again, what I'm asking you is whether you are able to

           8       ascertain from the records if that was what the thinking

           9       was?

          10   A.  It wasn't possible to ascertain from the records.  I am

          11       guessing that that was the reason.

          12   Q.  If we look at your table on page 6, I think ceftriaxone

          13       was stopped on 27 January; is that correct?

          14   A.  That is my understanding from looking at the records.

          15   Q.  The ciprofloxacin that you mentioned a moment ago was

          16       started on the 29th.

          17   A.  Yes.

          18   Q.  Did you mention a moment ago that the ciprofloxacin was

          19       an oral switch from the intravenous ceftriaxone?

          20   A.  Yes, because of poor venous access.

          21   Q.  Why would you have a two-day gap, then, if that is the

          22       case?

          23   A.  I agree.  It is curious.  I can't explain that.

          24   Q.  There is no explanation in the records?

          25   A.  No.
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           1   Q.  What about the clarithromycin, then, if you go back to

           2       page 9 of your report, which you tell us was started on

           3       20 February and continued until 25 February, and I think

           4       the 25th, we know, is when Mrs McGregor was diagnosed

           5       positive with C. diff.

           6   A.  Yes.

           7   Q.  Why was the clarithromycin prescribed, so far as you

           8       could see from the records?

           9   A.  As far as I could see from the records, on 19 February,

          10       there was a suspicion of some chest X-ray shadowing,

          11       although, on 20 February, a chest X-ray was reported as

          12       clear.  So my understanding, at this time, is that these

          13       antibiotics were used for a possible respiratory tract

          14       infection.

          15   Q.  That was the thinking, but once they had the X-ray, how

          16       would that impact upon that thinking?

          17   A.  Well, they might have revised their diagnosis and

          18       thought about whether it was really necessary to use

          19       such broad-spectrum antibiotics, having taken notice

          20       perhaps of the fact that the patient had had

          21       broad-spectrum antibiotics previously.

          22   Q.  If we go to page 5 of your report, at (xvi), as you have

          23       mentioned a moment ago, the clarithromycin is started

          24       because there was a concern over whether or not she had

          25       a chest infection; is that right?
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           1   A.  Yes.

           2   Q.  If we then move on to the 20th, as you have indicated,

           3       there is a chest X-ray which indicates the lung fields

           4       are clear.  Does that negative a chest infection, or how

           5       does that leave the situation?

           6   A.  If the lung fields are clear, it means there is no

           7       pneumonia process going on.  There may be other things

           8       going on, but that would suggest there is actually no

           9       pneumonic process going on.

          10   Q.  Should you continue with the clarithromycin, in the face

          11       of that information?

          12   A.  It would have been a consideration to discontinue that,

          13       especially if they had no evidence of an atypical

          14       pneumonia, such as mycoplasma pneumoniae.

          15   Q.  Can we see that the clarithromycin was, nevertheless,

          16       continued until the diagnosis for C. diff was made?

          17   A.  Yes.

          18   Q.  I think, at this time, also, Mrs McGregor was prescribed

          19       another course of co-amoxiclav; is that right?

          20   A.  Could you put the antibiotic chart up again, please?

          21   Q.  Yes, certainly.  Page 6.

          22   A.  So co-amoxiclav was given for the respiratory tract

          23       infection from 20 February to 25 February.  Your

          24       question was about subsequently, was it?

          25   Q.  No, no, sorry, it might be easier to focus on this --
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           1       well, perhaps we can see it on the chart.  We can see

           2       that the co-amoxiclav is started on the 20th, and if we

           3       go down to the next box, the clarithromycin is started

           4       at the same time, and both continue to 25 February.  Why

           5       did you understand the co-amoxiclav was being prescribed

           6       along with the clarithromycin?

           7   A.  I understood that to be prescribed for the clinical

           8       suspicion of a respiratory tract infection at that time.

           9   Q.  Should that have been continued, then, after the chest

          10       X-ray?

          11   A.  After the chest X-ray, I think there should have been

          12       a consideration of the need to continue it.

          13   Q.  When you say that, do you mean that there should have

          14       been some further assessment of the patient?

          15   A.  Ongoing review of the continuing need for antibiotics,

          16       yes.

          17   Q.  Did you see any sign of that in the records?

          18   A.  No, I didn't.  No.

          19   Q.  If we then look at page 10 of the report, I think there

          20       you have a discussion particularly focusing on the

          21       co-amoxiclav and, I think, the ciprofloxacin.  These

          22       would tend to make the patient susceptible to developing

          23       C. diff; is that correct?

          24   A.  Yes.  Both the quinolone and the beta-lactam antibiotics

          25       would have had a destructive effect on normal bowel
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           1       flora, which is an important defence mechanism against

           2       other organisms entering the bowel and surviving there.

           3   Q.  Turning to page 11, just to pick up again on the

           4       ceftriaxone that you, I think, mention at (v), you tell

           5       us that that is normally used for meningitis; is that

           6       right?

           7   A.  Yes.

           8   Q.  There was no suggestion of that here?

           9   A.  No, there wasn't.

          10   Q.  Can we then look at page 12 and consider the position of

          11       C. diff.  As you tell us at (i), Mrs McGregor was first

          12       positive for C. diff on 25 February 2008; is that right?

          13   A.  Yes, that is correct, yes.

          14   Q.  I think you say at (iii) that, on the balance of

          15       probability, Mrs McGregor acquired the spores of

          16       C. difficile during her time in hospital from

          17       21 January; is that right?

          18   A.  Yes, I think Mrs McGregor had come from a care home, and

          19       so there is always a possibility of having acquired

          20       spores there, but I think that because she had had

          21       broad-spectrum antibiotics in the first period of her

          22       stay, if she had had Clostridium difficile spores,

          23       probably Clostridium difficile would have developed

          24       before the time that it did.  That is why I'm saying

          25       that, on the balance of probability, it probably was
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           1       acquired in hospital.

           2   Q.  I think the treatment that was prescribed for the

           3       C. difficile was metronidazole; is that correct?

           4   A.  That is correct.

           5   DAME ELISH:  My Lord, on the period of incubation of

           6       C. difficile, would Dr Teare accept that the incubation

           7       period can be as much as 90 days in some patients, and

           8       very often up to 28 days?

           9   A.  I accept that an individual may have spores and, when

          10       Clostridium difficile actually presents itself as

          11       a clinical problem, it is going to depend very much on

          12       the susceptibility of the patient; in other words, what,

          13       if any, immunity they might have.  Indeed, somebody from

          14       a care home exposed to it a lot may actually have very

          15       good immunity to Clostridium difficile.

          16           It also depends on the nature of the

          17       Clostridium difficile strain that is acquired.  But

          18       probably, most importantly, it will be affected by the

          19       antibiotics that an individual is given, and in this

          20       case, she was, as we have seen, given very

          21       broad-spectrum antibiotics for her initial period in

          22       hospital, and that is why I say, on the balance of

          23       probability, it was probably acquired after that period.

          24   Q.  I suppose -- and this is something the Inquiry will be

          25       looking at, and I can assure Dame Elish and the other
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           1       core participants of this -- one would have to look at

           2       the environment to see whether or not there were other

           3       patients with C. diff in the ward?

           4   A.  Yes, I think that is very reasonable, yes.

           5   Q.  This patient at this time, when she developed C. diff,

           6       was in ward 6.  If it can be shown there were other

           7       patients who had been there or were there at that time

           8       with C. diff, then that would be an important

           9       consideration?

          10   A.  I think that would be a very important consideration,

          11       yes.

          12   Q.  Looking to the treatment that was prescribed, then,

          13       metronidazole, as you have indicated, was prescribed.

          14       As we have seen from the various guidelines, that is

          15       generally seen to be the first line of treatment for

          16       C. diff, generally?

          17   A.  That was a very reasonable approach.

          18   Q.  You make a point that, because metronidazole had been

          19       used previously, the use of oral vancomycin might have

          20       been justified; is that right?

          21   A.  It was a consideration that might have been given.

          22   Q.  The point you make at (ix), just to quote that:

          23           "For patients with moderate to severe C. difficile

          24       infection, there is evidence that oral vancomycin is

          25       preferred to metronidazole.  This is because of
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           1       the relatively high failure rates of metronidazole in

           2       recent reports and a slower clinical response to

           3       metronidazole compared with oral vancomycin treatment."

           4           I don't think you're being critical of the fact that

           5       they went down the metronidazole route for this patient.

           6   A.  I'm simply giving the information available, that it

           7       would be up to an individual clinician seeing a patient

           8       to make a decision about whether there was

           9       a justification for going to metronidazole first or for

          10       using vancomycin because of underlying problems, perhaps

          11       previous use, but I think most important the present

          12       clinical condition of the patient.

          13   Q.  Can we then move on from there to your conclusion on

          14       page 15?  I think I am looking at the first issues that

          15       you mentioned, and I think these have well been covered.

          16           Looking at the heading "Laboratory issues", (iii):

          17           "A positive C. difficile result is very serious and,

          18       like a positive blood culture, should be communicated

          19       immediately to a consultant microbiologist and onwards

          20       to a clinician in charge of the patient."

          21           Just to pick up on that, are you saying that, in

          22       every case of a C. diff diagnosis, the microbiologist

          23       should be told of that and the clinician should be then

          24       contacted by the microbiologist?

          25   A.  The diagnosis of Clostridium difficile is a very serious
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           1       diagnosis.  Every case should have a consultant

           2       microbiologist or possibly responsible junior member of

           3       staff communicate with a clinician who knows and

           4       understands the patient, and there should be an ongoing

           5       management plan for that patient in relation to any

           6       other antibiotics they require on clinical grounds and

           7       an ongoing management plan in relation to nutritional

           8       aspects and fluid aspects, and also an initiation of

           9       infection control measures.

          10   Q.  Thank you.  That was the point I wanted to pick up.

          11       Thank you.

          12           Then we can turn, finally, to your final report for

          13       David Somerville.  Your report for Mr Somerville is at

          14       EXP01770001.  Can we see, as we look to the front page

          15       of your report, that Mr Somerville was born on

          16       21 July 1925, and he died on 25 January 2009?

          17   A.  Correct.

          18   Q.  If we turn to the death certificate itself, at

          19       SPF00330001, can we note that Mr Somerville was 83 years

          20       of age when he died on 25 January 2009, and he did die

          21       in the Vale of Leven Hospital at that time; is that

          22       right?

          23   A.  Correct.

          24   Q.  Can we see also that Clostridium difficile enteritis is

          25       included in his death certificate?
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           1   A.  Correct.

           2   Q.  Can we then turn to the body of your report and, in

           3       particular, look at page 4?  This patient,

           4       Mr Somerville, spent a long time in hospital; is that

           5       right?

           6   A.  He did, yes.

           7   Q.  From the period that you start at, from 8 August 2007,

           8       through until the date of death, did he have a number of

           9       admissions to the Vale of Leven Hospital?

          10   A.  He had five admissions to hospital, if I have got that

          11       right.

          12   Q.  I think the first admission that you mention is to the

          13       Royal Alexandra Hospital?

          14   A.  The first was to the Royal Alexandra, and then

          15       subsequently, from 15 October 2007, to the

          16       Vale of Leven.

          17   Q.  I think the subsequent admissions that you mention were

          18       all to the Vale of Leven Hospital; is that right?

          19   A.  That's my understanding, so that the first admission

          20       from 8 August 2007 until 29 August 2007 was to the

          21       Royal Alexandra Hospital, and thereafter to the

          22       Vale of Leven.

          23   Q.  If we turn to page 7 of your report, (lvii), the

          24       penultimate entry on that page, you have here reference

          25       to him being readmitted to ward 15 on 21 April 2008; is
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           1       that right?  Can you see that?

           2   A.  Yes, on 21 April 2008, readmitted to ward 15, yes.

           3   Q.  I think, from that date, he remained in hospital -- by

           4       that I mean in the Vale of Leven Hospital -- until he

           5       died?

           6   A.  Yes.

           7   Q.  On page 11 of your report, do you set out in the table

           8       we have on this page the antibiotic treatment that

           9       Mr Somerville received, including the treatment he

          10       received in the Royal Alexandra Hospital?

          11   A.  Yes, that's what I have done here, yes.

          12   Q.  If we start from the Augmentin that he was prescribed on

          13       16 October 2007, that's, I think, the sixth entry from

          14       the top of the page, do you see that?

          15   A.  Yes.

          16   Q.  From there on, down to the bottom of the page, does that

          17       really represent antibiotics that he received in the

          18       Vale of Leven?

          19   A.  That's correct, yes.

          20   Q.  Can we also see that from about 16 March 2008, in the

          21       main, he was receiving vancomycin, apart from, possibly,

          22       prescriptions for meropenem in December 2008?

          23   A.  Yes, that's correct.

          24   Q.  Insofar as C. diff is concerned, did Mr Somerville test

          25       positive for C. diff on a number of occasions in respect
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           1       of a number of these admissions?

           2   A.  He did.  There were a number of samples tested for

           3       Clostridium difficile.  He showed a positive result,

           4       first of all, on 22 October 2007.

           5   Q.  Perhaps I can take you quickly through your report,

           6       then, on that aspect of it.  If we turn to page 5 of

           7       your report, at (xvii) I think you have noted that there

           8       is a positive result on or about 22 October 2007; is

           9       that right?

          10   A.  That's correct.

          11   Q.  If we turn to page 6, at (xxxvii), third from the

          12       bottom, again, have you noted he was positive on or

          13       about 11 February 2008?

          14   A.  That's correct, yes.

          15   Q.  If we turn to page 7, (xlvi), 18 March 2008, again,

          16       I think you have noted there was a positive result being

          17       noted in the nursing notes?

          18   A.  Yes, I think some of these results are noted -- may

          19       I just go through the dates that I think the results

          20       were positive?  Because I think some of the notes --

          21       some of the records were indicating positive results,

          22       but not necessarily the date of the sample.

          23   Q.  I understand that.  I don't think it matters for this

          24       purpose.

          25   A.  No, okay.  I think, just from the point of view of
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           1       accuracy, my understanding is that, 22 October 2007,

           2       C. diff positive; on 4 May 2008, C. diff positive; on

           3       18 June 2008, C. diff positive; and on 30 October 2008,

           4       C. diff positive.

           5   Q.  I'm content with that.  In any event, there were

           6       a number of positive results, with the last positive

           7       result being on 30 October 2008; is that right?

           8   A.  That's correct, yes.

           9   Q.  It appears to be the position, looking at that

          10       background, that this patient did appear to suffer from

          11       diarrhoea for a considerable period of time; is that

          12       right?

          13   A.  He did.  He first came in -- or he had had

          14       a hemicolectomy, and initial problems were totally

          15       unrelated to Clostridium difficile, in that he had

          16       altered bowel habit, which was both constipation and

          17       diarrhoea.

          18           So I think that the initial period in the

          19       Royal Alexandra Hospital had nothing to do with

          20       Clostridium difficile, and so, really, we only start

          21       seeing the diarrhoea associated with

          22       Clostridium difficile after the first time it was

          23       isolated, on 22 October 2007.

          24   Q.  Indeed.  That was after he had been admitted to the

          25       Vale of Leven on 15 October 2007?
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           1   A.  Correct.

           2   Q.  Can I just then focus on the antibiotic treatment that

           3       he received?  If I can take you to page 18 of your

           4       report, and if I can try to do this as expeditiously as

           5       possible, if we look at (vi), where you note that he has

           6       been admitted to the Vale of Leven on 15 October

           7       following a fall, and a lower respiratory tract

           8       infection was diagnosed and Augmentin was commenced; is

           9       that right?

          10   A.  Yes.

          11   Q.  Was that appropriate?

          12   A.  I think it was not unreasonable.  He'd had a respiratory

          13       tract infection diagnosed, a lower respiratory tract

          14       infection diagnosed and, for a patient like this,

          15       I think Augmentin was not an unreasonable choice.

          16   Q.  Then, at (vii), you make mention of oral ciprofloxacin.

          17       Was he actually started on the ciprofloxacin or not?  If

          18       I take you back to your table on page 11, you have noted

          19       starting on the 21st, but you haven't indicated whether

          20       or not he actually received any ciprofloxacin?

          21   A.  I have only indicated a definitive date if I am clear

          22       that I have actually seen the prescribing records.

          23   Q.  You haven't suggested a dose or a period?

          24   A.  I would not have seen the evidence to suggest that that

          25       was actually started, so I'm not sure about --

                                            26

           1   Q.  Does this seem to coincide, in any event, with when he

           2       was first tested positive for C. diff?

           3   A.  Yes.

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

           5       (ix) that there was a discussion with the microbiologist

           6       whether to continue ciprofloxacin, and I think the

           7       suggestion was that ciprofloxacin should be continued,

           8       and you thought that was not unreasonable, in the

           9       circumstances?

          10   A.  Well, I think the patient had had pseudomonas

          11       diagnosed -- isolated from a urine sample, and the

          12       patient was not catheterised, so that advice was

          13       actually not unreasonable.

          14   Q.  He recovered sufficiently to be discharged on

          15       31 October 2007; is that correct?

          16   A.  Correct.

          17   Q.  Then he is readmitted on 11 December and there is

          18       a diagnosis of a lower respiratory tract infection and

          19       urinary tract infection and ceftriaxone is commenced; is

          20       that right?

          21   A.  Yes.

          22   Q.  What about the use of the ceftriaxone here, then?

          23   A.  This patient, again, was noted to be penicillin

          24       allergic, which would have been a problem in terms of

          25       what was actually used, and I suspect -- he was admitted
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           1       following a collapse, a diagnosis of lower respiratory

           2       tract infection and urinary tract infection was made,

           3       and the clinicians were presumably attempting to try and

           4       cover both those systems.

           5   Q.  You say "presumably", is that explained or is that an

           6       assumption?

           7   A.  That is my assumption.  I haven't seen -- apart from the

           8       diagnosis of lower respiratory tract infection and

           9       urinary tract infection, hence the assumption.

          10   Q.  If your assumption is correct, would that be an

          11       appropriate response?

          12   A.  It is probably not unreasonable.

          13   Q.  The meropenem, then, you mention at (xiii) and (xiv),

          14       which seem to follow upon a discussion with the

          15       microbiology consultant.  I think you say this may not

          16       have been unreasonable also; is that correct?

          17   A.  Yes.  Again, it is a patient who has a penicillin

          18       allergy, and in some types of penicillin allergy, that

          19       kind of antibiotic is a reasonable choice.  But it is

          20       a broad-spectrum antibiotic, so due consideration will

          21       be needed for destruction of the bowel flora.

          22   Q.  If we turn to page 20, then, does it seem that

          23       Mr Somerville was recovered sufficiently and he was

          24       discharged on 28 December 2007?

          25   A.  Correct.
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           1   Q.  Then he's readmitted -- I think this is the third

           2       admission to the Vale of Leven -- on 5 February 2008; is

           3       that right?

           4   A.  Yes.

           5   Q.  He's started on co-amoxiclav.  What was the basis for

           6       that?

           7   A.  He was admitted at this time with a possible deep vein

           8       thrombosis.  It was noted that the inflammatory markers,

           9       the CRP and the white cell count, were raised, and the

          10       notes indicated that starting on co-amoxiclav was for

          11       empirical reasons.

          12           Interestingly, of course, this is a beta-lactam

          13       antibiotic, and we have discussed the possibility of

          14       the patient being penicillin allergic.

          15   Q.  The point, really, is -- so what did you see the reason

          16       for this to be?

          17   A.  Well, the notes said "empirical" because of the raised

          18       CRP and the white cell count.

          19   Q.  I think we note that it was changed from oral to

          20       intravenous at (xix); is that correct?

          21   A.  That's correct.  The temperature was noted to be high

          22       and they were concerned about, as they described it,

          23       "dirty green phlegm".

          24   Q.  So was it appropriate, then, to prescribe the Augmentin

          25       to him at this point?
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           1   A.  Notwithstanding the penicillin allergy diagnosis,

           2       I think it was not unreasonable.

           3   Q.  The oral clarithromycin that you mention at

           4       paragraph 20, what about that?

           5   A.  I have a problem with clarithromycin if there was no

           6       reasonable justification of an atypical pneumonia, such

           7       as mycoplasma pneumonia.

           8   Q.  Was there any indication that he was suffering from that

           9       condition?

          10   A.  There was no justification in the medical records for

          11       that, or attempt to do serology to find out.

          12   Q.  I think you note that, on 11 February, Mr Somerville

          13       tested positive again for C. diff, and he was started on

          14       metronidazole; is that right?

          15   A.  Correct.

          16   Q.  Then, in March, 17 March, he is prescribed ceftriaxone.

          17       I think you go on to say there was no justification for

          18       the use of ceftriaxone here?

          19   A.  Again, there was -- the white cell count was noted to be

          20       17 and the CRP was 74.  I couldn't see any justification

          21       written in the clinical records for using ceftriaxone.

          22   Q.  If we go back to your table on page 11, can we note that

          23       the ceftriaxone is on your table just a little bit below

          24       halfway and, thereafter, I think as we noted earlier,

          25       essentially the antibiotic treatment, the vancomycin, is
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           1       directed towards managing his C. diff; is that right?

           2   A.  That's correct.

           3   Q.  If we just look at the position with C. diff and turn to

           4       page 12 of your report -- and I think I can take this

           5       relatively quickly -- if we turn to (ix), where you

           6       mention the first positive C. diff result, this is

           7       in October 2007, and he's started on metronidazole, and

           8       I think we know now that is seen to be the normal first

           9       line of treatment, and that would be appropriate?

          10   A.  Yes.

          11   Q.  Then, if we turn to the second occasion when he tests

          12       positive, if you turn to page 13 of your report, this is

          13       a different admission, this is the admission

          14       in February, and at (xxvi), again, I think you have

          15       noted that he had tested positive and metronidazole was

          16       started again.  Again, can you help on that?  Was that

          17       an appropriate response?

          18   A.  I have no problems with that at all, and he appeared to

          19       settle.

          20   Q.  If we turn to page 14 of your report, at (xxxvii),

          21       again, you have noted that he tested positive, and now

          22       he's treated with vancomycin; is that correct?

          23   A.  That's correct.  That is a very appropriate way forward,

          24       having had the metronidazole previously.

          25   Q.  Indeed, he did test positive again on a number of
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           1       occasions, as I think as you have indicated, and did

           2       they seek to treat his C. difficile with vancomycin?

           3   A.  Yes, and I think there was excellent input of

           4       the consultant microbiologist in this case, who went

           5       through the various options very thoroughly.

           6   Q.  For example, if we turn to page 15 of your report,

           7       I think this is (lxiii), it is dated 19 June, do they

           8       vary the approach by having a tapering approach in

           9       relation to the vancomycin, and I think we have seen in

          10       other cases that this is an option that can be used?

          11   A.  Yes, I think because of the spore-forming nature of

          12       Clostridium difficile, in difficult cases it does tend

          13       to be recurrent, and I think the tapering regime --

          14       which is using oral vancomycin over a longer period of

          15       time, gradually reducing the dose -- has been shown to

          16       be very effective in trying to avoid the recurrence.

          17   Q.  If we focus, then, and turn to the final positive

          18       result, if you turn to page 16 of your report, this is

          19       (lxxxv) for 31 October, after he tested positive again,

          20       do they restart vancomycin and also add immunoglobulin

          21       to the vancomycin?  Is that another alternative that can

          22       be used?

          23   A.  It doesn't replace the vancomycin, but it is

          24       a supplement to that some people might use in a very

          25       difficult situation like this and, as they did here,
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           1       continuing on the vancomycin in both the tapering and,

           2       later on, the pulse doses, which is actually using

           3       vancomycin on alternate days.

           4   Q.  I have taken you through the treatment for his C. diff

           5       fairly quickly.  We have seen the use of metronidazole,

           6       vancomycin and various alternatives to that.  I didn't

           7       read your report as being critical of the way that was

           8       being managed?  Is that fair?

           9   A.  Not at all.  I think that was managed well.

          10   Q.  If we finally turn to your conclusion on page 26, at (v)

          11       I think you consider that, on the balance of

          12       probability, Mr Somerville's spores were acquired at the

          13       Vale of Leven Hospital after his admission on

          14       15 October 2007; is that correct?

          15   A.  That's correct, because there was a period of time after

          16       his first admission, so he was actually admitted on

          17       15 October.  He had had some antibiotics and he didn't

          18       develop the diarrhoea until later, and then the positive

          19       result followed.

          20   Q.  The further episodes of C. diff, do you link those to

          21       being hospital acquired in the Vale of Leven as well?

          22   A.  I would think that this was the failure to eradicate

          23       Clostridium difficile and the need to use antibiotics

          24       for often good clinical reasons, and just the ongoing

          25       problems that he had in relation to
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           1       Clostridium difficile being there.

           2   Q.  Thank you.

           3   DAME ELISH:  Sorry, my Lord, on that particular point, my

           4       learned friend refers to whether these episodes --

           5       sorry, I'm just looking for the portion in the

           6       transcript -- were attributable to the Vale of Leven.

           7       Would my friend clarify whether or not these could also

           8       be recurrences of the original infection, as opposed to

           9       fresh episodes of infection?

          10   LORD MACLEAN:  Mr MacAulay?

          11   A.  I thought that is what I said.

          12   MR MACAULAY:  You are linking the episodes to the first

          13       occurrence, as being recurrences of that first

          14       occurrence?

          15   A.  Yes, that is what I meant to say.

          16   MR PEOPLES:  My Lord, I'm not sure -- if it is shown by

          17       evidence that Mr Somerville had two strains of C. diff

          18       over this period, would that suggest a different

          19       conclusion?  I think he is a case that is unusual,

          20       because I think there is evidence that he had two

          21       different strains; 027 and another.  I may be wrong,

          22       but, if that is the position, there might be some doubt

          23       on that last point.

          24   A.  I accept that point.  We can't be certain without strain

          25       typing, and I had forgotten about the strain typing here
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           1       in this particular case, but it is certainly possible

           2       that there were more -- that there was more than one

           3       strain involved here, but if that is the case, and

           4       I would need to just review the strain typing in this

           5       particular case, that implies that there was more than

           6       one strain of Clostridium difficile around in the

           7       environment.  Wherever a patient is being looked after,

           8       they should be looked after safely, in the knowledge

           9       that Clostridium difficile is not there.

          10           When a patient gets better between occurrences, it

          11       is never quite certain whether it is a relapse of

          12       the previous case or reinfection.  To be absolutely

          13       certain, you would have to strain type.  But here,

          14       because this happened so frequently -- it could have

          15       been both things going on, to be honest.  It could have

          16       been both things going on.

          17   MR MACAULAY:  The assumption there, of course, was there

          18       were two different strains, and that is something we

          19       will look at.  You don't have that information.

          20           I think Mr Somerville was someone who was ultimately

          21       tested -- whose strain was ribotyped to be 027.  But

          22       I am not aware of any other --

          23   A.  I wasn't aware, until the question, that there were any

          24       other strains.  In any case, there should not be

          25       Clostridium difficile in the environment.
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           1   Q.  We will no doubt take on board what my learned friend

           2       Mr Peoples has said.

           3           Can I then finally look at your overview report,

           4       Dr Teare, and that is at EXP01860001.  The first head in

           5       your overview report relates to antibiotic management,

           6       and you make a number of points here.  You begin by

           7       saying that antibiotics used were frequently not

           8       consistent with guidelines and were more broad-spectrum

           9       than they need have been.  Is that right?  Is that your

          10       overall view?

          11   A.  Yes, I think that there was a comprehensive antibiotic

          12       policy in place which aimed to rationalise the use of

          13       antibiotics.  Very often, one found that the antibiotics

          14       were more broad-spectrum than they need to have been.

          15   Q.  One of the points I think you have made is that there

          16       didn't appear to be evidence of review; is that correct?

          17   A.  In terms of many of these cases, both the justification

          18       in the medical notes for the antibiotic used and the

          19       ongoing regular review was not present.

          20   Q.  Under the heading --

          21   DAME ELISH:  Sorry, my Lord, on that particular point, the

          22       first point on antibiotic management, would my learned

          23       friend confirm whether Dr Teare would accept that this

          24       is not necessarily a criticism of clinicians if, given

          25       the history and examination, the clinicians, with
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           1       experience in the particular speciality --

           2       a gastroenterologist or a respiratory physician -- might

           3       use their clinical experience and expertise to depart

           4       from the guidelines, provided that can be justified,

           5       albeit the justification is not in the records?

           6   LORD MACLEAN:  Is that what you meant to say?  I don't think

           7       it is.

           8   A.  I am quite happy for deviation from the guidelines to

           9       occur, providing there is justification in the medical

          10       records.

          11   LORD MACLEAN:  You see, when you said, "Very often, the

          12       antibiotics were more broad-spectrum than they needed to

          13       have been", you had in mind just that, didn't you; not

          14       necessarily that the guidelines were departed from, but

          15       that you couldn't see why such broad-spectrum

          16       antibiotics were prescribed?

          17   A.  That's exactly what I'm trying to say, yes.

          18   LORD MACLEAN:  So the guidelines can be departed from,

          19       because that is a matter for clinical judgment in the

          20       particular case, isn't it?

          21   A.  Yes.

          22   LORD MACLEAN:  So you are looking at the particular case?

          23   A.  Yes.

          24   MR MACAULAY:  If you start somebody on a broad-spectrum

          25       antibiotic, do you look, really as soon as you possibly
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           1       can, to narrow that down by investigating what the

           2       problem might be?

           3   A.  The importance of antibiotics is to be very focused to

           4       the most likely pathogen and to the actual site of

           5       infection, so there needs to be ongoing review as to the

           6       response of the patient, laboratory investigations, and

           7       this needs to be very regular by doctors who have

           8       experience.

           9   Q.  The example we had in one of the cases of

          10       the co-amoxiclav that was continued for 16 days, that is

          11       a broad-spectrum antibiotic.  Would you have expected to

          12       have seen, at some early point, some attempt to see

          13       whether or not that could be revised and narrowed down

          14       to a more narrow-spectrum approach?

          15   A.  That is exactly what I would like to see, yes.

          16   Q.  Laboratory issues is the next point you raise, and you

          17       have mentioned this on a number of occasions, that you

          18       consider a positive C. diff result to be very serious,

          19       and that you would envisage that a microbiologist should

          20       be involved, really, immediately, as should the

          21       clinician; is that right?

          22   A.  That's right.  I am concerned to have a high level of

          23       engagement with clinicians looking after an individual

          24       case of Clostridium difficile so that they can take this

          25       diagnosis into consideration with whatever else they
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           1       need to do, including the appropriate use of

           2       antibiotics.

           3   Q.  I think we have seen, certainly from one of the reports,

           4       there was some delay in testing, and that is something

           5       you raise, I think, towards the bottom of page 1 here;

           6       is that right?

           7   A.  The delay in testing has a number of implications.

           8       First of all, it may influence the result itself;

           9       secondly, it will clearly delay the onset of effective

          10       treatment for Clostridium difficile; and, thirdly, there

          11       may be issues around infection control, such as

          12       isolation.

          13   Q.  In relation to isolation -- you touch upon that on

          14       page 2 -- if a patient who is suspected to have C. diff

          15       is not isolated and is only isolated once the diagnosis

          16       is made, then is there a real risk of

          17       cross-contamination with non-infected patients?

          18   A.  A patient with Clostridium difficile who has diarrhoea

          19       will release spores into the environment and, if there

          20       is a lack of isolation, if perhaps beds are close

          21       together, if there is maybe poor cleaning of

          22       the environment, if there is poor decontamination of

          23       equipment that passes from patient to patient, for

          24       example, commodes or toilets, spores of

          25       Clostridium difficile will survive on those commodes or
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           1       on that equipment.

           2           The other consideration, of course, is hands,

           3       because, however well a healthcare worker cleans their

           4       hands, they can very easily recontaminate their hands,

           5       say from a door handle or from a contaminated surface,

           6       and there also would need, in this context, to be

           7       education about the use of soap and water, and

           8       facilities to wash hands, so hand-wash basins.

           9   Q.  If I can move on, we can, again, read what you have said

          10       for ourselves in large measure, but if you turn on to

          11       page 4, at section 6 you say:

          12           "There is frequently no evidence of consultant

          13       microbiologist involvement in patient episodes,

          14       regarding antibiotic use and/or management of

          15       C. difficile."

          16           Would you have expected to have seen greater

          17       involvement by the consultant microbiologist in some of

          18       these cases?

          19   A.  I would expect a consultant microbiologist to be

          20       involved in all cases of Clostridium difficile.

          21   Q.  Involved in what way?

          22   A.  I would expect them to see the patient and to talk to

          23       the clinicians on an ongoing basis, and have knowledge,

          24       on an ongoing basis, of how that patient is progressing

          25       and whether, for example, a dose of metronidazole that
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           1       had been started was actually working or whether one

           2       might need to change it to vancomycin, and an ongoing

           3       discussion about any antibiotics that were required.

           4       Really, something like that should be going on on

           5       a daily basis.

           6   Q.  If we look at what you say at section 7 under the

           7       heading "C. difficile multidisciplinary team", what you

           8       have said is:

           9           "Communication was poor between different

          10       professionals.  A diagnosis of C. difficile should be

          11       discussed at senior doctor level and a comprehensive

          12       management plan initiated.  This needs to include fluids

          13       and nutrition."

          14           Just focusing on that, in relation to the cases that

          15       you have seen, you looked at, particularly, the

          16       management of fluids with fluid balance charting.  Did

          17       you form a view on that?

          18   A.  I think there were some issues, in many cases, of

          19       inadequate ongoing monitoring, and the fluid balance

          20       charts and the stool charts are excellent ways of

          21       monitoring these very important parameters around

          22       a patient's care on an ongoing basis, but they do need

          23       to be used, they need to be looked at, and they need to

          24       be escalated if there are problems with fluid not being

          25       maintained or diarrhoea continuing.
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           1   MR KINROY:  My Lord, I wonder if we might just clarify, with

           2       my learned friend's permission?  The evidence was that

           3       communication was poor between different professionals.

           4       Can we be clear, did Dr Teare see the results of poor

           5       communication or does she mean that there was no

           6       evidence in the records of good communication?

           7   LORD MACLEAN:  Can you expand on that?

           8   A.  The communication I am talking about relates to the

           9       diagnosis of Clostridium difficile in its own right, and

          10       initially, for example, maybe an infection control nurse

          11       talking to a junior nurse on the ward, not getting the

          12       engagement of the clinicians looking after the patient

          13       who understand that patient, who understand what else is

          14       going on with that patient, to monitor that patient on

          15       an ongoing and regular basis.

          16           So the communication would need to be in relation

          17       to, first of all, the diagnosis itself, and then an

          18       ongoing discussion with the various professionals, and

          19       this would include the infection control team in

          20       relation, for example, to the need to isolate and reduce

          21       the risk of contamination and cross-infection to another

          22       patient.

          23   MR MACAULAY:  Would you have expected to have seen in the

          24       notes of these patients, when the diagnosis was made,

          25       that a doctor was called and reviewed the patient at
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           1       that time and recorded that review in the notes?

           2   A.  I would have expected the time of that discussion to

           3       have been available.  For example, in my own trust, all

           4       cases of Clostridium difficile are subject to a root

           5       cause analysis, and one would want to be certain that

           6       there was no delay in any communication of laboratory

           7       results with clinicians looking after the patient and,

           8       if that was the case, we would pick that up and make

           9       a comment on that.

          10           I think at the time of the cases I reviewed, there

          11       was, in fact, an audit tool which the Glasgow & Clyde

          12       Infection Control Committee had produced, and this

          13       identified really all the parameters I have spoken

          14       about.

          15   Q.  I think that was in the C. diff policy; is that right?

          16   A.  That was in the C. diff policy.  I think my point is

          17       that guidelines were there, so they said what they did,

          18       but they didn't actually do what they said.  I think,

          19       therefore, there was an issue around the implementation

          20       of guidelines, which would have been very important to

          21       address.

          22   Q.  You mentioned root cause analysis, and I think that is

          23       something you do touch upon towards the end of this

          24       overview report.  I think we have heard about that also

          25       from Professor Kerr.
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           1           Perhaps finally, turning to page 5, you do make some

           2       suggestions there which I think are looking ahead.  For

           3       example, you make a suggestion for a recommendation for

           4       taking forward from this report; it is the suggestion

           5       that, every medical clerking, there should be a standard

           6       question about antibiotics used in the previous six

           7       weeks, and so on.  Is that the proposal you are putting

           8       forward?

           9   A.  I think it is very important that, in medical clerking

          10       on admission, antibiotic history is included in the

          11       initial clerking, so that due consideration can be

          12       considered to the state of the bowel flora and,

          13       therefore, consideration as to what might be going on

          14       and what might be done to minimise further risk.

          15   MR KINROY:  My Lord, may I ask for one point of

          16       clarification: do I understand from that that it was

          17       orthodox not to include at the time in the initial

          18       clerking the antibiotic history?  That is one question.

          19   LORD MACLEAN:  It is funny.  I can remember a particular

          20       case that you dealt with yesterday in which the clerking

          21       did review what drugs had been prescribed for the

          22       individual patient being admitted.

          23           Now, it was assumed that if the patient had been on

          24       antibiotics as well, they would have been included

          25       amongst those drugs.  Do you remember the case?  I can't
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           1       remember what it was.  Because we saw the record, the

           2       actual clerking itself, on admission, and they were all

           3       set out.

           4           That might indicate that it was fairly standard to

           5       do that at that time.

           6   MR PEOPLES:  My Lord, I think it was in one of the medical

           7       assessment forms that there was some list of

           8       medications.

           9   LORD MACLEAN:  No, it was the clerking.

          10   MR PEOPLES:  Yes, sorry, that would be part of the clerking

          11       process, to list --

          12   LORD MACLEAN:  Right.  I see what you mean, yes.

          13   MR PEOPLES:  I think it was in that context that we may have

          14       seen something like that yesterday.

          15   MR MACAULAY:  Although I think it was Professor Kerr who

          16       looked at this.

          17   LORD MACLEAN:  Oh, was it?

          18   MR MACAULAY:  It was.  It is difficult to focus on these

          19       individual cases.

          20   LORD MACLEAN:  So it wasn't in one of Dr Teare's?

          21   MR MACAULAY:  I don't think it was specifically Dr Teare who

          22       looked at that.

          23   LORD MACLEAN:  Right.

          24   MR MACAULAY:  The point you make here, I think, is quite

          25       specific, in that I think what you say is there should
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           1       be a standard question about antibiotics used in the

           2       previous six weeks, and a C. difficile risk assessment

           3       taken.  That is something you see that should be part

           4       and parcel of the initial clerking, as opposed to just

           5       asking what drugs were being taken on admission.  Have

           6       I understood that correctly?

           7   A.  Yes, I think this is a specific recommendation perhaps

           8       for the future.  It is certainly something I am

           9       introducing in my own hospital.  But I think the point

          10       about any drugs taken recently or on admission should

          11       certainly have been in place, because that is a standard

          12       medical question.

          13   Q.  Indeed.

          14   A.  I think there is a slight difference there.  I'm going

          15       back six weeks.

          16   Q.  Indeed.

          17   A.  Whether or not they were today, but I think what is

          18       going on today should certainly be included in a medical

          19       clerking.

          20   Q.  I think we have seen in the records that that seems to

          21       have been the practice in the Vale of Leven.

          22   A.  Yes.

          23   Q.  But you are going beyond that, I think, in what you are

          24       suggesting?

          25   A.  Yes.
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           1   MR KINROY:  My Lord, I wonder if we could also clarify why

           2       the period of six weeks, which one would have thought

           3       went to the question of incubation?

           4   LORD MACLEAN:  Can you answer that?

           5   A.  Could I just have a clarification on the question,

           6       please?

           7   MR MACAULAY:  Your proposition here is that the standard

           8       question about antibiotics should focus on the previous

           9       six weeks, and then a C. difficile assessment made.  Why

          10       six weeks, as opposed to any other period?

          11   A.  Well, I think one has to be reasonable, and I think to

          12       go back for any length of time is going to take a little

          13       bit of work, and possibly a phone call to the general

          14       practitioner, for example, and in a busy hospital that

          15       probably won't happen.  I think one just has to be

          16       reasonable about that time period.

          17   LORD MACLEAN:  That, you think, is a reasonable time period?

          18   A.  Yes.

          19   MR MACAULAY:  Do you feed into that assessment -- because

          20       here we are looking at the impact of antibiotics on the

          21       gut flora -- how long it might take, or how long that

          22       may last?

          23   A.  I think this is going to vary in an individual patient

          24       because of all sorts of factors, and I don't think there

          25       is any absolute answer to that, to be honest.
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           1   Q.  We are not looking here at the incubation of the spores,

           2       but I think that was part and parcel of my learned

           3       friend's question; we are looking at the impact of

           4       the antibiotics on the gut flora.  Is that right?

           5   A.  Exactly.  You are looking to see whether there is some

           6       attempt at bowel flora recolonising again after the end

           7       of an antibiotic course.

           8   Q.  Very well, Dr Teare.  I have finished with your overview

           9       report.  As I think you are aware, questions have been

          10       submitted, some of which you have seen, some additional

          11       questions have been submitted this morning, and these

          12       will be sent to you, and if I could invite you to

          13       provide written answers to the Inquiry as soon as you

          14       possibly can.

          15   A.  I will do.

          16   MR MACAULAY:  Thank you.

          17   LORD MACLEAN:  If I may say, who knows what other questions

          18       may come in, even after this, because, of course, you

          19       have been giving evidence this morning.  But thank you

          20       very much indeed for so obviously applying yourself with

          21       care to these cases, and I am very grateful to you for

          22       coming.

          23   A.  Thank you.

          24                      (The witness withdrew)

          25   LORD MACLEAN:  Tomorrow morning, 10 o'clock, and it is
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           1       Dr Warren; is that right?

           2   MR MACAULAY:  It is, my Lord.

           3   (11.27 am)

           4                 (The hearing was adjourned until

           5             Thursday, 1 December 2011 at 10.00 am)

           6

           7

           8

           9

          10

          11

          12

          13

          14

          15

          16

          17

          18

          19

          20

          21

          22

          23

          24

          25

                                            49

           1                            I N D E X

           2

           3   DR LOUISE TEARE (continued) ..........................1

           4

           5          Examination by MR MACAULAY (continued) ........1

           6

           7

           8

           9

          10

          11

          12

          13

          14

          15

          16

          17

          18

          19

          20

          21

          22

          23

          24

          25

                                            50

