           1                                      Tuesday, 13 December 2011

           2   (10.00 am)

           3                  DR MUSA AL-SHAMMA (continued)

           4              Examination by MR MACAULAY (continued)

           5   MR MACAULAY:  Good morning, my Lord.

           6           Good morning, Dr Al-Shamma.

           7   MR KINROY:  My Lord, I'm sorry, before we begin, I have

           8       a submission to make --

           9   LORD MACLEAN:  Could you just let Mr MacAulay start, if you

          10       don't mind?

          11   MR KINROY:  Yes.

          12   LORD MACLEAN:  Have you told him what the submission is?

          13   MR KINROY:  Yes.

          14   LORD MACLEAN:  Does it coincide?

          15   MR MACAULAY:  I would have thought, if my understanding of

          16       the submission is correct, it is best left until the end

          17       of Dr Al-Shamma's evidence.

          18   MR KINROY:  My Lord, I most definitely do not agree with

          19       that.  Your Lordship will no doubt --

          20   LORD MACLEAN:  Before you do anything -- yes, Mr MacAulay?

          21       Don't you want to say something to the Inquiry?

          22   MR MACAULAY:  Just simply that.  If my learned friend wishes

          23       to press on with the submission at this stage, then that

          24       is a matter for him.  Having had the matter very briefly

          25       put to me a few moments ago, I would have thought it is
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           1       something that is best left over until Dr Al-Shamma's

           2       evidence is --

           3   LORD MACLEAN:  Well, I will hear what it is.

           4   MR MACAULAY:  Yes.

           5   LORD MACLEAN:  It is nothing to do with the press report

           6       that was not accurate?

           7   MR MACAULAY:  No, that is something I am going to clarify in

           8       any event, my Lord, the press report.  It is nothing to

           9       do with that.

          10   LORD MACLEAN:  Perhaps you should do that now.

          11   MR MACAULAY:  Yes.

          12   LORD MACLEAN:  Then I will come to you, Mr Kinroy.

          13   MR MACAULAY:  Yes.

          14           Yesterday, Dr Al-Shamma, we had a discussion about

          15       the coverage of the hospital at the weekend, and in

          16       particular you indicated that there were two doctors in

          17       the hospital who would cover the patients, particularly

          18       who were being admitted, and also any patient that

          19       required to be attended to over the weekend.  Do you

          20       remember having that discussion yesterday?

          21   A.  Yes.

          22   Q.  Now, I think that it was put into the context of

          23       180 beds being the size of the hospital, but am I right

          24       in thinking that, so far as the coverage provided by

          25       these two doctors would be concerned, their focus would
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           1       be on the acute wards -- that's ward 6, ward 3 and

           2       ward 4; is that right?

           3   A.  Would cover mainly these three wards, but if there is

           4       any problem in care of the elderly or in the surgical

           5       patients, they would have to attend that, yes.

           6   Q.  So they would also be responsible for these other wards?

           7   A.  If there is a problem, yes.

           8   MR MACAULAY:  Thank you.  I think that has clarified that.

           9   LORD MACLEAN:  Mr Kinroy?

          10   MR KINROY:  My Lord, my concern -- of course, your Lordship

          11       will rule on when it is best to deal with that -- is

          12       simply this, that my learned friend Counsel to the

          13       Inquiry has told me that he does not propose to put to

          14       Dr Al-Shamma the specific acts and omissions which give

          15       cause for concern concerning Dr Al-Shamma.  All that is

          16       to happen is that Dr Al-Shamma is to be asked various

          17       questions about the notes, what he knew from time to

          18       time and why he did certain things.

          19           My submission will be, when your Lordship wishes to

          20       hear it, that in fairness it should be specifically

          21       explained to Dr Al-Shamma what it is he ought to have

          22       done that he failed to do, or what it is he did which he

          23       should not have done in order that he have a fair chance

          24       to address that.

          25           My Lord, I have a developed submission to make, but
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           1       I am refraining from making it now, until your Lordship

           2       has had a chance to decide when this matter should be

           3       ventilated.

           4           I would suggest, my Lord, that, before we finish

           5       with the case of Mrs Valentine, it would be best to

           6       resolve the matter.

           7           I am aware that Dame Elish has the same point to

           8       make, and I am perfectly happy that I make the

           9       submission secundo loco, but I do wish to make the

          10       submission, my Lord.

          11   LORD MACLEAN:  Secundo loco to Dame Elish?

          12   MR KINROY:  Yes.

          13   LORD MACLEAN:  Is that right?

          14   DAME ELISH:  My Lord, I had intended to make a submission at

          15       the conclusion of the evidence, but my learned friend

          16       had confirmed with learned Counsel to the Inquiry this

          17       morning that it wasn't his intention to put explicitly

          18       those criticisms which experts have made regarding the

          19       treatment under Dr Al-Shamma's care.  I do have

          20       a concern that, in fairness to Dr Al-Shamma, if the

          21       Inquiry was to criticise him in any way -- it may well

          22       be hypothetical, but if there were to be such

          23       criticisms -- he would have an opportunity to reflect on

          24       those and explain why he doesn't accept the observations

          25       of the experts, if that is to be the case.
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           1   LORD MACLEAN:  I do think it might be better to air this at

           2       the end of all the evidence, not just the evidence

           3       relating to Mrs Valentine.  I think we should look at

           4       this as a whole, and Mr MacAulay -- I may say, I don't

           5       know anything about this -- will have to make his own

           6       mind up what he wants to do, because it would seem to me

           7       at the moment that, if you don't put the specific

           8       criticisms made by experts ahead of Dr Al-Shamma to him

           9       for his comment, that would, I think, take away from

          10       these criticisms.

          11           It would be difficult, I think, for me to accept

          12       these criticisms if I haven't heard what the doctor has

          13       to say about them.  But it is a matter for Mr MacAulay,

          14       it seems to me, what he puts to the doctor.  He takes

          15       the consequences, of course, that if he doesn't put

          16       them -- do you see what I mean?

          17   DAME ELISH:  Yes, my Lord.

          18   MR KINROY:  My Lord, I am content with that.

          19   LORD MACLEAN:  But I do think this is something we should

          20       come to at the end of Dr Al-Shamma's evidence, but

          21       before he goes, of course.  All right?

          22   DAME ELISH:  I'm grateful, my Lord.

          23   LORD MACLEAN:  Mr MacAulay?

          24

          25   MR MACAULAY:  Another point that I think I have to clarify
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           1       with you, Dr Al-Shamma, is this, that yesterday it was

           2       noted -- this is day 71, page 114 at line 10, that you

           3       said "calcium nephropathy", and I think your position is

           4       that that should read "nephrocalcinosis"; is that right?

           5   A.  Yes, it is a medical terminology, I think.

           6   Q.  But just to correct it, that is what it should be?

           7   A.  Yes.

           8   Q.  Thank you.  Then can I move on and look at the case of

           9       Margaret Gaughan with you, and I think this is one of

          10       the cases you have had an opportunity of looking at the

          11       records for; is that right?

          12   A.  Yes, she is the next lady on the list, yes.

          13   Q.  If we then look at the medical records, that's

          14       GGC00220001, and if we turn to page 18 of the medical

          15       records, do we see here that Mrs Gaughan was admitted to

          16       the Vale of Leven on 1 -- sorry, it looks like 1/1/2008,

          17       but the admitting doctor was Dr Akhter; is that what's

          18       been noted in the records?

          19   A.  I think it is likely to be a mistake.  She was a patient

          20       of mine.

          21   Q.  I think we know, if we look at page 20 --

          22   MR PEOPLES:  My Lord, before we go further, could I perhaps

          23       ask Counsel to the Inquiry to clarify with Dr Al-Shamma

          24       how we ascertain who were his patients if we can't rely

          25       on the documentation?  I have found it difficult to work
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           1       out how one does that, so as to know the patients he had

           2       responsibility for.

           3           I think he helpfully told us yesterday he has a rota

           4       system, and if he admits certain patients on a Tuesday

           5       they would be his patients throughout the stay, but I am

           6       unclear at the moment about which patients he accepts he

           7       had responsibility for and how we ascertain that from

           8       the documentation or other evidence.

           9           I don't know whether this is the right time to raise

          10       it, but I do think it may be relevant if one is looking

          11       at responsibility of the consultant in charge, and I am

          12       just struggling with how one does that.

          13   LORD MACLEAN:  Mr MacAulay?

          14   MR MACAULAY:  I am quite happy to raise that now.

          15           You heard the point.  How can we tell?  This is an

          16       example --

          17   A.  The patient was seen by myself on the same day.  I would

          18       have been on call.  It would have been a mistake from

          19       the receiving physician to put Dr Akhter's name.  The

          20       rota is very clear, it was available on the ward and in

          21       the medical assessment unit, stating who is on call,

          22       which consultant is on call, and, basically, this is the

          23       festive period, so it is quite possible we don't stick

          24       to the weekdays and, you know -- I tend to do the

          25       Christmas and sometimes the New Year as well, to help my
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           1       colleagues for their, you know, holiday, so it just

           2       happened that I was on call, but normally, it is anyone

           3       who is admitted on Monday after 5.00 pm until Tuesday

           4       5.00 pm is mine, but, you know, sometimes patients

           5       admitted about 4.30 are not -- get seen by the

           6       consultant on call on Monday, so they will still be

           7       mine, and sometimes they put Dr Carmichael, who is

           8       usually on call for Monday, by mistake, thinking that

           9       the patient will be seen.  But these things do happen.

          10           But the way you can tell which patient -- which

          11       consultant the patient was under is looking at the notes

          12       from the first consultant who has seen.

          13   Q.  So here, for example, when we turn to page 20, we see

          14       that you are the first consultant to see the patient.

          15       We are looking at the entry for 1 January.

          16   A.  That's correct.

          17   Q.  That tells us that this patient is being admitted under

          18       your care; is that correct?

          19   A.  Yes, that's correct.

          20   Q.  We see this in other cases, and there is one particular

          21       case I will take you to.  Is it also the case that,

          22       although a patient may be under your care, the patient

          23       may then be transferred to the care of one of the other

          24       consultants if, for example, the patient goes to one of

          25       the rehab wards?
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           1   A.  That's correct, yes.  If they go to care of the elderly,

           2       they would be under the care of the consultant

           3       geriatrician.

           4   Q.  In that instance, just to pick this particular point up

           5       at this point, would there be some sort of handover

           6       between you, as the consultant who had been in charge of

           7       the patient, and the incoming consultant?

           8   A.  There will be a referral letter, yes.

           9   Q.  Should that referral letter then be found in the medical

          10       records?

          11   A.  Yes, I suppose so, yes, and also, normally, we would say

          12       to refer to the care of the elderly, sometimes Dr Akhter

          13       or Dr Johnston will come and assess the patient on the

          14       ward to make sure there is no major medical issues

          15       before they accepted the patient in care of the elderly.

          16   Q.  You are saying to the Inquiry that there should be in

          17       the records a referral letter from you, as the outgoing

          18       consultant --

          19   A.  No, not from me; from the junior.

          20   Q.  From the junior?

          21   A.  Yes.

          22   Q.  What would the referral letter be telling the incoming

          23       doctor?

          24   A.  Telling the history: I mean, the patient, like, was

          25       admitted because of chest infection or UTI and the
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           1       infection has resolved now.  However, the social worker

           2       or the physiotherapist feels he would require a bit of

           3       rehabilitation.  There is no more medical issues like

           4       this.

           5   Q.  If we look at Mrs Gaughan's position and we turn to

           6       page 20 where there is a note of a ward round by you,

           7       and I take it this, then, would represent your initial

           8       assessment of Mrs Gaughan; is that correct?

           9   A.  That's correct.

          10   Q.  If we look towards the bottom of the note, then, can we

          11       see that what is being said, the impression, is that she

          12       is suffering from a lower respiratory tract infection

          13       which is causing airflow obstruction.  Is that what is

          14       being diagnosed?

          15   A.  That was my diagnosis, yes.

          16   Q.  The plan, at this point in time -- can you tell us what

          17       the plan was?  We are looking at page 20 through to

          18       page 21 of the records.

          19   A.  The plan was to stop the Ace inhibitor, because her

          20       renal function -- it is a drug which is used for high

          21       blood pressure, but it can also make the kidney function

          22       worse.  Therefore, that was stopped.  Same with the

          23       bendroflumethiazide, which could also affect the kidney

          24       function.  I also felt, at that stage, the chest was

          25       clear and there was no evidence of airflow obstruction,
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           1       although, initially, the airflow obstruction was -- the

           2       airflow obstruction signs were reported by the receiving

           3       registrar.  However, the chest was clear by the time

           4       I examined the patient and I felt it would be

           5       appropriate to stop the prednisolone, which is the

           6       steroid therapy.

           7   Q.  If we move on to page 21, there is a note which I think

           8       suggests "Continue antibiotics ..."

           9   A.  That's correct.

          10   Q.  "... and nebuliser for another 24 hours"; is that

          11       correct?

          12   A.  That's right.  That's correct, yes.

          13   Q.  The antibiotics at this point, then, that the patient

          14       was receiving, were these antibiotics that she had been

          15       prescribed prior to admission or not?

          16   A.  No, the patient had been troubled with cough and

          17       breathlessness for two weeks.  She has already received

          18       a course of amoxicillin for five days in the community

          19       from her own GP, and her symptoms did not improve.  If

          20       anything, the symptoms have deteriorated and hence the

          21       referral to hospital.

          22           So the antibiotic, as such, would be changed to --

          23       it was changed to co-amoxiclav, which is Augmentin, and

          24       clarithromycin, according to the guidelines.  She was

          25       febrile at that stage.  Her temperature was 38.  She was
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           1       quite ill and felt that we need to change her antibiotic

           2       to a better one because the amoxicillin did not help

           3       after five days' treatment.

           4   Q.  If we are looking at the entries up until this point,

           5       then, where can I see the nature of the antibiotics that

           6       have been prescribed at this point?

           7   A.  It's the clarithromycin and Augmentin at this stage.

           8       I think that was the -- can we go back one page to see

           9       what the registrar has?  I am sure it was clarithromycin

          10       and co-amoxiclav, which is Augmentin.

          11   Q.  Do we go back to page 19?

          12   A.  Yes.

          13   Q.  Is it page 19?

          14   A.  Yes, it would be the first page, yes.

          15   Q.  So we go back to page 18; is that right?

          16   A.  Yes.  We are jumping to page 21 now.

          17   Q.  Page 21, then.  If we go to page 21.

          18   A.  I'm sure it was co-amoxiclav and clarithromycin.

          19   LORD MACLEAN:  That is there on 4 January: "Had 3 days of

          20       Augmentin/clarithromycin already".

          21   A.  Yes, that was the combination.  Well, she had Augmentin

          22       to start with and clarithromycin, yes.

          23   LORD MACLEAN:  I think you were looking, Mr MacAulay, for

          24       the start of that?

          25   MR MACAULAY:  Yes, I am looking to see if there is a note to
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           1       indicate that these were the antibiotics that were being

           2       prescribed.

           3   LORD MACLEAN:  If it is anywhere, it will be in a prior

           4       page.  I would suggest page 19.

           5   MR MACAULAY:  I will come to the Kardex in a moment,

           6       Dr Al-Shamma, and take what we can from that, but would

           7       you have expected some reference to the prescription of

           8       these two antibiotics to be found in the clinical notes

           9       themselves?

          10   A.  Yes, it says here, "Antibiotic", but if he hasn't put

          11       them down, then obviously -- they would have been

          12       written in the Kardex.

          13   LORD MACLEAN:  Page 20, I think we might have a go at.

          14   MR MACAULAY:  On page 19, under reference to "Plan" --

          15       I think we may have seen this -- we see the reference to

          16       chest X-ray, bloods, AB, which I think means

          17       antibiotics, steroids, oxygen and so on, but it doesn't

          18       tell us what the antibiotics are.

          19   A.  They would have been written in the Kardex, yes.

          20   Q.  Yes.

          21   A.  Yes.

          22   Q.  Should they be written in the clinical notes?

          23   A.  Well, that's the registrar, yes.  I mean, he changed the

          24       antibiotic from amoxicillin.  That's his decision.

          25       Probably has forgotten, yes.
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           1   Q.  Are you saying that that should really be recorded in

           2       the clinical notes, that there has been --

           3   A.  Recorded in the Kardex.  Ideally, yes, but, you know,

           4       these things do happen.  You don't expect the registrar

           5       to write everything down when they are under pressure.

           6       Remember, this is 1 January.  It is one of the busiest

           7       times of the year.  Registrars are under tremendous

           8       pressure, as well as ourselves.

           9   MR KINROY:  My Lord, I wonder if we want a small

          10       correction -- it may not matter.  But the word Augmentin

          11       I think has got a little bit jumbled up at page 11.  If

          12       I have got my note correct, it was said by

          13       Dr Al-Shamma -- it might have been a slip of the tongue:

          14           "Answer:  It was changed to co-amoxiclav, which is

          15       Augmentin, and clarithromycin."

          16           Then later he said:

          17           "Answer:  It was clarithromycin and co-amoxiclav,

          18       which is Augmentin."

          19           I think these two things must be inconsistent.

          20   A.  That's correct.  Augmentin is co-amoxiclav.

          21   LORD MACLEAN:  What's the problem?

          22   MR KINROY:  Well, my Lord, there was one permutation and

          23       then a different permutation about what was what.  So

          24       first it was said that co-amoxiclav is Augmentin and

          25       clarithromycin and then it was said that --
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           1   LORD MACLEAN:  I'm hanging on every word, Mr Kinroy.

           2   MR KINROY:  Of course, my Lord.  It was then said that

           3       clarithromycin and co-amoxiclav are Augmentin.  So the

           4       question is, what is Augmentin?  That is the point.

           5   LORD MACLEAN:  Well, clarithromycin is not Augmentin and

           6       Augmentin is co-amoxiclav.  That is quite clear.

           7   MR KINROY:  It is a bit different in the transcript, but

           8       I think we all understand.

           9   MR MACAULAY:  If we go to the Kardex, then, on page 183, we

          10       can see that the Augmentin has been started on

          11       1 January; is that right?

          12   A.  That's correct.

          13   Q.  On 185, can we see, similarly, clarithromycin has been

          14       started on 1 January and it is continued to 5 January;

          15       is that right?

          16   A.  That's correct, yes.

          17   Q.  I think, if we go back to page 183, the Augmentin stops

          18       on 4 January, when there is one dose given; is that

          19       correct?

          20   A.  That's correct.

          21   Q.  To treat with co-amoxiclav and clarithromycin, do I take

          22       it, from what we have seen, that that decision was made

          23       by the junior doctor?

          24   A.  The middle grade doctor, yes, and I approved it the

          25       following day, yes.
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           1   Q.  Do you consider that was an appropriate combination of

           2       antibiotics?

           3   A.  I think it is, yes, for somebody with a CURB-65 of 3,

           4       I think it is quite reasonable and is consistent with

           5       the guidelines, yes.

           6   Q.  On page 21, if we go back to page 21, you touched upon

           7       this a moment ago, but can we see that on 4 January

           8       there is a decision to switch to ciprofloxacin?  Do you

           9       see that the plan is "Switch ciprofloxacin"?

          10           "Chase blood cultures" I think seems to be the next

          11       entry.  Can you explain what the thinking was here, in

          12       relation to the change in antibiotics?

          13   A.  That was a decision made by the registrar who had been

          14       discussing the case with me.  He felt that, after three

          15       days of Augmentin and clarithromycin, things had not

          16       improved and he made a decision to change to

          17       ciprofloxacin, which, obviously, if it was discussed

          18       with me, I wouldn't have approved it, but it wasn't

          19       discussed.  So I wasn't aware of this.  Obviously, these

          20       things do happen.

          21           I mean, on the 4th, which was a Thursday, a very

          22       busy day for me, I do the bronchoscopy and then attend

          23       the multidisciplinary meeting and then I have a clinic

          24       which may well be outside the hospital.  So it was

          25       a decision made by the registrar without my approval.

                                            16

           1   Q.  If you had been contacted -- I understand your position:

           2       you say you weren't contacted -- you would not have

           3       approved this decision because you would have considered

           4       it was an inappropriate decision; is that right?

           5   A.  That's correct, yes.

           6   Q.  Is that because the streptococcus pneumonia is not

           7       normally -- ciprofloxacin is not normally recommended

           8       for that?

           9   A.  Ciprofloxacin is not normally very effective against

          10       Gram-positive cocci, which would include Streptococcus

          11       pneumoniae, yes.  I don't use it for chest infection

          12       unless there are exceptional circumstances, like

          13       pseudomonas is cultured from the sputum in somebody with

          14       chronic chest problems like bronchitis.

          15   Q.  If we turn to page 22 of the records, can we see there

          16       is a note on 5 January that there was some consultation

          17       with the microbiologist on call, and he did advise to

          18       stop ciprofloxacin because it does not cover

          19       Strep pneumoniae; is that right?

          20   A.  Yes, that is correct, yes.

          21   Q.  If we just pick that up, there is then a note, "Change

          22       to moxifloxacin instead" and the clarithromycin is

          23       stopped; is that correct?

          24   A.  Yes.  That is correct.  That was the advice from the

          25       microbiologist, and looking at the expert reports, you
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           1       can see a clear discrepancy between the expert

           2       microbiologist and the geriatrician.

           3           The microbiologist was surprised from the advice

           4       of -- that's the expert microbiologist was surprised

           5       from the advice of our microbiologist to change cipro to

           6       moxifloxacin, and he felt that wasn't an appropriate

           7       step at all in the management of the chest infection,

           8       while the expert geriatrician thought it's a very good

           9       idea, and they changed from cipro to moxifloxacin, which

          10       helped to clear the infection, and that clearly

          11       indicated that, no matter how experienced doctors are,

          12       there is always some disagreement as to what is the best

          13       antibiotic and how to treat the infection or the sepsis,

          14       and it is always, you know, the physician who is

          15       treating the patient who is the best person to assess

          16       the severity of the infection and to consider the right

          17       antibiotic treatment.

          18   Q.  Just to understand, this discussion with the

          19       microbiologist wasn't with you, it was with one of

          20       the junior doctors; is that right?

          21   A.  The junior doctor would have discussed the case because

          22       he felt he cannot, you know -- the infection is still

          23       ongoing, I think the temperature was 38.4, and he felt

          24       that this is out of his control and he wanted to discuss

          25       things with the microbiologist.
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           1   Q.  That is good practice?

           2   A.  It is a good practice, yes.

           3   Q.  The advice of the microbiologist, the moxifloxacin,

           4       would that be advice that you would agree with?

           5   A.  No, I wouldn't agree with that, no.  I would agree with

           6       the expert microbiologist that this is not the right

           7       change, contrary to the expert geriatrician, who felt

           8       it's appropriate.  I don't think it's appropriate, no.

           9   Q.  When you mention the expert microbiologist, is that the

          10       expert who gave evidence to this Inquiry?

          11   A.  Yes.  Yes, I am referring to the expert reports, yes,

          12       and the expert geriatrician is the expert who gave the

          13       evidence to this Inquiry, yes.

          14   Q.  I think Dr Connor, who gave evidence on this, didn't

          15       agree, I think, with the moxifloxacin, and you agree

          16       with Dr Connor?

          17   A.  I do agree, rather than with the geriatrician, yes.

          18   Q.  I think, shortly after that, Mrs Gaughan was transferred

          19       to the Royal Alexandra Hospital, on 7 January, and then

          20       she was transferred back to the Vale of Leven on

          21       10 January.  Did she return to your care when she was

          22       returned to the Vale of Leven?

          23   A.  No, I think she was seen by a consultant colleague of

          24       mine, because I think my next entry was on 15 January.

          25   Q.  If we turn to page 29, we can see that on the 10th there
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           1       is a ward round by Dr Akhter, and it begins with the

           2       comment "Transfer from Royal Alexandra Hospital".

           3           How would this come about?  Would this come about

           4       because he was the consultant on duty at the time?

           5   A.  Yes, that would be a routine practice.  So we don't miss

           6       a patient, patients get seen within 24 hours by

           7       a consultant.  We have agreed that the receiving

           8       consultant will see the patient first, and then it is up

           9       to him to decide whether he is to go back to the care of

          10       the original consultants who cared about the patient or

          11       to carry on looking after the patient.

          12   Q.  Can we see, as Dr Akhter says at the end of this

          13       particular note, that the plan is to continue current

          14       treatment; for DNAR; and to be --

          15   A.  I think referred back to myself.

          16   Q.  "Referred to Dr Al-Shamma tomorrow"?

          17   A.  Yes.

          18   Q.  At this time, so far as the antibiotic treatment was

          19       concerned, and perhaps we can take this from the Kardex

          20       at page 161, can we see that on the 10th, and this is

          21       the date of readmission, Mrs Gaughan is receiving

          22       moxifloxacin; is that right?

          23   A.  That's correct; yes.

          24   Q.  Is she also receiving cefaclor?

          25   A.  Cefaclor, yes.  That was the combination which the
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           1       patient was started on at Royal Alexandra Hospital and

           2       when she arrived, she was on the same combination of

           3       antibiotics, and I believe that was, again, strongly

           4       criticised by the microbiologist, about the combination

           5       of moxifloxacin with cefaclor.  But the treatment was

           6       started in Royal Alexandra Hospital.

           7   Q.  It was continued here by Dr Akhter?

           8   A.  I believe so, yes.

           9   MR KINROY:  My Lord, if we can just be clear for the notes,

          10       I imagine Dr Al-Shamma is saying it was strongly

          11       criticised by the expert microbiologist who gave

          12       evidence.  I imagine that is his position.

          13   LORD MACLEAN:  That is Dr Connor, I take it?

          14   MR KINROY:  Yes.

          15   A.  Sorry, I beg your pardon?

          16   LORD MACLEAN:  It is Dr Connor, who gave evidence.

          17   A.  Dr Connor, yes.  He -- I think the microbiologist, yes,

          18       Dr Connor, would have criticised the combination of

          19       cefaclor and moxifloxacin which was started in

          20       Royal Alexandra Hospital.

          21   MR MACAULAY:  I think his position was there is no logic to

          22       using both: you should use one or the other.  Is that

          23       what you recollect him saying?

          24   A.  Yes, saying they don't go together quite well.

          25   Q.  Do you agree with that, or disagree with that?
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           1   A.  Yes, I don't think it is an appropriate -- you know, for

           2       chest infection, I don't think it is an appropriate

           3       combination.

           4   Q.  Just to be clear, you are saying you don't think it is

           5       an appropriate --

           6   A.  For chest infection, yes.

           7   Q.  Was that the position here, then, that it wasn't

           8       appropriate to continue the antibiotics?

           9   A.  Well, I believe Dr Akhter -- I can't talk on behalf of

          10       Dr Akhter, but he thought there must be a reason for

          11       this combination, and he said to continue and to refer

          12       the patient back to myself.

          13   Q.  These are both broad-spectrum antibiotics?

          14   A.  Both are broad-spectrum, yes.

          15   Q.  I think the point that Dr Connor was making, if you are

          16       going to use a broad-spectrum antibiotic, it is

          17       excessive to use both in these circumstances?

          18   A.  Yes, there is no advantage.  Yes.

          19   Q.  If we move on, then, to page 30, and we are looking to

          20       the 15th, I think this is the first occasion that you

          21       were able to review the patient after her transfer from

          22       the Royal Alexandra Hospital; is that correct?

          23   A.  That seems to be the case, yes.

          24   Q.  If we look at the note, what you say is that your

          25       impression is she's suffering from a hospital-acquired
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           1       pneumonia now; is that right?

           2   A.  That's correct.  That was my diagnosis, yes.

           3   Q.  The plan is to start ceftriaxone; is that correct?

           4   A.  That's correct.  That is the antibiotic recommended for

           5       hospital-acquired pneumonia.

           6   Q.  What about the moxifloxacin and the cefaclor that she

           7       was still in receipt of at this point?

           8   A.  They would have been stopped, but unfortunately, it

           9       was -- the moxifloxacin wasn't stopped, and I was not

          10       aware of that, and ceftriaxone is the only antibiotic --

          11       well, on its own is quite effective in hospital-acquired

          12       pneumonia, but unfortunately, the moxifloxacin, which

          13       was a mistake from the junior, was not stopped.

          14       Cefaclor was stopped, yes.

          15   Q.  If we look at your note on page 30, do you specify in

          16       the note that the moxifloxacin should be stopped?

          17   A.  No, I have not.  But, you know, remember, again, we are

          18       talking about January and things were extremely busy.

          19       You could come in the morning and, you know, probably

          20       have 17 or 18 admissions from the day before, and you

          21       just basically -- you have to see patients and

          22       prioritise things, but unfortunately, at that stage,

          23       moxifloxacin was missed by the registrar and was not

          24       stopped, but definitely I meant for the moxifloxacin to

          25       be stopped.  There is no advantage of there being two
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           1       broad-spectrum antibiotics.  Certainly ceftriaxone is

           2       the one which is licensed for hospital-acquired

           3       pneumonia.

           4   Q.  There are two possibilities, Dr Al-Shamma: either you

           5       did say, "Stop the moxifloxacin" and it wasn't noted, or

           6       you omitted to say that.  These are the two

           7       possibilities?

           8   A.  I would have said that, almost certainly.  I would not

           9       like to see a patient on two broad-spectrum antibiotics

          10       at the same time when I know ceftriaxone would be quite

          11       effective in hospital-acquired pneumonia unless,

          12       obviously, it proves otherwise, but ...

          13   Q.  Just to see what the position was with the moxifloxacin,

          14       if we turn to page 161 of the records, can we see, and

          15       we are looking at your note of the 15th, that it wasn't

          16       stopped, although not all the doses may have been given

          17       over the next few days; is that how we read that?

          18   A.  That's correct.  There is one missing dose, yes.

          19   Q.  There appear to have been possibly three additional

          20       doses after a point in time when you consider it should

          21       have been stopped.

          22   A.  That's correct, yes.

          23   Q.  The ceftriaxone that you prescribed on the 30th, was

          24       that to be administered intravenously?

          25   A.  It's always intravenously.  It is not available in oral
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           1       form.

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

           3       later stage, whether or not my learned friend could

           4       confirm with the doctor what the CRP reading for

           5       Mrs Gaughan was at that stage?  There was evidence from

           6       one of the experts that her CRP was normal at that

           7       point.

           8   A.  Yes.  Basically, in the geriatrician expert report, he

           9       was saying that the CRP was normal, and he was wondering

          10       why, you know, ceftriaxone was given, although, clearly,

          11       I have indicated there is a lot of lung -- signs,

          12       physical signs, in the lungs.

          13           However, when we looked at the notes -- and that was

          14       clear, obviously, very well known to me -- it was 306,

          15       rather than normal, and 306mg per litre of C-reactive

          16       protein is extremely high, and if we follow the response

          17       to treatment, you will see that the CRP on 30 January

          18       was 15, and on the 23rd, about the time of the finish of

          19       ceftriaxone, it was 58.  So the response was appropriate

          20       and the geriatrician -- unfortunately, the expert

          21       geriatrician has missed that and, therefore, he was

          22       criticising as to why we were giving ceftriaxone in this

          23       case, but it is definitely 306 on the date, on the 15th,

          24       and that was the appropriate treatment.

          25   LORD MACLEAN:  Can you elucidate that?
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           1   MR MACAULAY:  I think you are saying you are not agreeing

           2       with what we take from Dr Sheridan's report.

           3   A.  Yes, the expert geriatrician, yes.

           4   Q.  You say the CRP was raised?

           5   A.  It was, yes.

           6   Q.  And that the ceftriaxone was justified?

           7   A.  That's right, yes.

           8   Q.  I think you are also saying that, when the CRP was

           9       checked on the 30th, it was much lower, and, therefore,

          10       the antibiotic --

          11   A.  Indeed, on the 23rd, which is seven or eight days after

          12       the start of the ceftriaxone, it was 58, and that is

          13       a significant drop in the CRP.

          14   Q.  Going back to page 30 of the records, the plan in

          15       relation to the ceftriaxone, which you have mentioned

          16       there, and if we look at the Kardex, at page 155, can we

          17       see that the date for the prescription is 15 January,

          18       and then that the prescription -- the doses continue

          19       through to what looks like 23 January; is that right?

          20   A.  That's correct, yes.

          21   Q.  Was that the projected period, then, for the

          22       prescription of the ceftriaxone?

          23   A.  Yes, that's correct.

          24   Q.  If we then go back to page 33 of the records, we again

          25       have a review by yourself, Dr Al-Shamma, on 17 January;
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           1       do you see that?

           2   A.  Yes, I do.

           3   Q.  The position now here is you make some observations, in

           4       particular her oral intake is poor, and on examination

           5       I think you tell us that there were basal crepitations,

           6       many; is that correct?

           7   A.  Yes, bibasal signs in her chest, yes.

           8   Q.  What was the plan at this time?

           9   A.  I felt that it could be a component of cardiac failure

          10       on the top of the chest infection, because the chest

          11       X-ray had shown bibasal shadowing, which would be

          12       consistent with infection, and cardiomegaly, which is

          13       enlarged heart, which, you know, suggested a degree of

          14       heart failure perhaps contributing to the breathlessness

          15       of the patient, and, therefore, I said "An

          16       echocardiogram", which is an ultrasound of the heart,

          17       "And if", I said, "there is evidence of left ventricular

          18       failure, then small doses of furosemide", which is the

          19       treatment for heart failure.

          20   Q.  Was the patient quite unwell at this point?

          21   A.  No, I don't think she was improving -- she was --

          22       I don't think she was unwell, but we tried to look at

          23       all the medical problems and the medical issues and

          24       tried to identify the cause of the breathlessness.  On

          25       admission on the 15th, she was on 3 litres of oxygen.
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           1   Q.  If we look at the 18th on page 34 of the records, can we

           2       see that the junior doctor has noted that there is no

           3       change and gives some further details, again mentions

           4       basal crepitations; is that right?

           5   A.  Yes, left more than right, yes.

           6   Q.  We next see that you see the patient again in your ward

           7       round of 21 January; is that right?

           8   A.  That's correct, yes.

           9   Q.  Why is there no medical review between 18 January and

          10       21 January?

          11   A.  It is the same old story: that was weekend.  19th/20th

          12       is a weekend and there would be no medical review unless

          13       it is requested by the nurse in charge of the ward.

          14   Q.  So this is the same point we had yesterday?

          15   A.  Same thing, yes: no ward rounds at all over the

          16       weekends.  No way one middle grade and one junior would

          17       do a ward round seeing 70, 80 patients.  I am talking

          18       about the acute medical beds, wards 3, 6 and 4.  So no

          19       ward round, no.  She wasn't seen until the 21st.

          20   Q.  Then, when she's seen by you on the 21st, I think you

          21       have noted that she is better; is that right?

          22   A.  She was improving, yes.

          23   Q.  Shortly thereafter, was she transferred to the

          24       rehabilitation ward?

          25   A.  That's correct.  She was transferred on the 21st,
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           1       I believe.

           2   Q.  Once that happened, then your involvement ceases; is

           3       that fair?

           4   A.  That's correct, yes.

           5   Q.  Because we know she developed C. difficile subsequently,

           6       but at that point in time, you were not involved in her

           7       care?

           8   A.  I was not at all, no.

           9   Q.  If I can then leave that patient, Dr Al-Shamma, and

          10       look, I think quite briefly, in fact, at the next

          11       patient, and that is [Patient C], the medical records

          12       for [Patient C] can be found at GGC26340001.  If we turn

          13       to page 22, can we see that, at least on the face of it,

          14       Dr Al-Shamma, you are the admitting consultant here?

          15   A.  I was, yes.

          16   Q.  We note here that the admission date is given as

          17       9 December 2007; is that right?

          18   A.  That's correct, yes.

          19   Q.  Has the doctor who does the clerking at this point noted

          20       that she was receiving, or had received, ciprofloxacin?

          21   A.  Well, it says here "Ciprofloxacin" between brackets

          22       "long term" and the issue that this lady was admitted on

          23       29 or 26 November, just about two weeks prior to her

          24       admission, ten days prior to her Vale of Leven

          25       admission, and she was started on ciprofloxacin for UTI
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           1       in the Royal Alexandra Hospital on 29 November, and that

           2       meant to be stopped on 3 December, but we could not find

           3       the discharge letter from Royal Alexandra Hospital, and,

           4       basically, we were not certain whether the patient was

           5       on ciprofloxacin for that period of time until the date

           6       she was admitted to Vale of Leven Hospital, and that is

           7       why the registrar has put "Ciprofloxacin (long term)"

           8       under the impression that she is to continue on that

           9       because she was discharged on cipro from the

          10       Royal Alexandra Hospital.

          11   Q.  The position is that the ciprofloxacin should have been

          12       stopped some days previously?

          13   A.  I think so, yes.  In the first instance, it wasn't clear

          14       why she was put on ciprofloxacin.  If I can here talk

          15       about the -- from the reports, the expert geriatrician

          16       had said -- in the notes of RAH it says it's UTI, but

          17       there is no expansion, further expansion, on whether it

          18       is a lower or upper, and it says "Start ciprofloxacin".

          19       The geriatrician has said no evidence -- the expert

          20       geriatrician, "No evidence of pyelonephritis" and he

          21       could not justify the use of ciprofloxacin in this

          22       patient.  On the other hand, the microbiologist had

          23       said -- and that wasn't written in the note -- that the

          24       ciprofloxacin was given probably due to pyelonephritis,

          25       in the absence of any indication that she had
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           1       pyelonephritis and, indeed, she had an ultrasound of

           2       the kidneys the day before ciprofloxacin was started,

           3       which showed no evidence of pyelonephritis.

           4           So she was started on cipro for unknown reason -- it

           5       says UTI -- and there was a discrepancy between the

           6       expert geriatrician and microbiologist comments on this,

           7       and we were not sure whether she was still on cipro.

           8       I believe she was on cipro when she was discharged until

           9       the date she was admitted to our hospital.

          10   Q.  If we just focus on your own involvement with her, then,

          11       Dr Al-Shamma, and if we turn to page 24 of the records,

          12       and I think this is the same day, that's the date of

          13       admission, on the 9th, can we see that you carry out

          14       a ward round at what looks like 9.30?  It may be the

          15       10th --

          16   A.  May be the 10th this one, yes.

          17   Q.  -- because you say "Admitted yesterday" at the

          18       beginning.

          19   A.  Yes.

          20   Q.  What was the position at this point in time, in relation

          21       to what your diagnosis was and your plan for treatment?

          22   A.  Basically, the reason for admission wasn't a sepsis or

          23       infection, it was left-sided hemiparesis, weakness of

          24       the left side, and a bit of dehydration, and I felt also

          25       opiate toxicity.  She was on Co-codamol, which is a weak
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           1       opiate.  Therefore, she was much brighter the second

           2       day, because, on the day she was admitted, she was

           3       almost flat, but by the time the Co-codamol or the

           4       codeine has weaned off her system, has been excreted,

           5       she became very bright and there was no neurological

           6       deficit.  So even the hemiparesis, the weakness of

           7       the left side, has improved.

           8           Basically, what I have said is now she is bright and

           9       she's got no weakness, to get the physio and the OT

          10       assessment, and to discontinue the Co-codamol, which is

          11       the opiate, which is the weak morphine or comparable to

          12       morphine, sorry.

          13           As far as the cipro, I'm sure I would have said to

          14       contact the GP or to contact the microbiologist.  I'm

          15       almost certain I said to contact the GP to find out why

          16       she is on ciprofloxacin, because that wasn't clear to

          17       me.  The message I had from the registrar that she is on

          18       long-term cipro.  So we were not sure.  There are

          19       occasions where cipro is used long term.  In my

          20       speciality in patients with cystic fibrosis who are

          21       having problems with pseudomonas or chest is infected

          22       with pseudomonas, we could use cipro for the long term.

          23       So I wasn't sure why she was on cipro and I would have

          24       said to contact the GP to find out.

          25   Q.  Do I take it from that answer that you had -- although

                                            32

           1       I don't think it is noted here in your note -- focused

           2       on the fact that she was on ciprofloxacin?

           3   A.  Yes, I would have known about that, yes, because it is

           4       written clearly with the drug history.  It is not

           5       something which was written in the Kardex, but it was

           6       written in the drug history, and I would have looked at

           7       the admission notes from the registrar.

           8   Q.  Would a patient ever be on long-term ciprofloxacin for

           9       a urinary tract infection?

          10   A.  I'm not an expert, but I think, yes, it is possible.  We

          11       know that some patients would be on a sort of rotating

          12       antibiotic treatment for long-term UTI, and that would

          13       be between trimethoprim and nitrofurantoin and maybe

          14       a third antibiotic.  It is not very common practice to

          15       put patients on cipro, because of the long-term side

          16       effect and because of the availability of other less

          17       toxic drugs.  But that was a possibility.  I mean,

          18       because the patient was admitted under the surgical

          19       team.

          20   Q.  In any event, Dr Al-Shamma, you are saying to the

          21       Inquiry that you did instruct the junior doctor to

          22       contact the GP to find out exactly why she was on the

          23       ciprofloxacin?

          24   A.  That's correct, yes.

          25   Q.  At that point in time, then, you did not give any
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           1       instruction to stop the ciprofloxacin --

           2   A.  No.

           3   Q.  -- notwithstanding your examination?

           4   A.  No, I wouldn't have stopped that until I had clarified

           5       the matter with either the GP or the microbiologist or

           6       the Royal Alexandra Hospital, but normally my first stop

           7       is the general practitioner.

           8   LORD MACLEAN:  Is this an omission of the junior doctor to

           9       write down what you instructed him to do?

          10   A.  I beg your pardon, sir?

          11   LORD MACLEAN:  Is it an omission on the part of the junior

          12       doctor to write down what you instructed him to do?

          13   A.  Yes.

          14   LORD MACLEAN:  Thank you.

          15   MR MACAULAY:  If we move on to the next entry, I think this

          16       must be 11 January.  It is not very clear, but I think

          17       it is the 11th.  There is a ward round by a junior

          18       doctor and the urine specimen is clear, chest X-ray is

          19       clear, and there is a note that she is on ciprofloxacin

          20       and the plan is to stop ciprofloxacin; is that correct?

          21   A.  That's correct.  It says here before cipro, it says

          22       "Micro - on ciprofloxacin", so whether they contacted

          23       the microbiologist, but at that stage, after two days of

          24       cipro, it was stopped.

          25   Q.  So do you take it that the reference to "micro" may be
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           1       shorthand for saying that the doctor has made contact

           2       with the microbiologist and sought advice?

           3   A.  Possibly, yes.

           4   Q.  There is no indication that there has been any contact

           5       with the GP, at least insofar as the record goes to

           6       show, unless there is something written there that we

           7       can't read at the bottom.

           8   A.  I don't think so.  That is probably the end of the page.

           9       But it could have been the microbiologist who was

          10       contacted, because, remember, it is the same

          11       microbiologist who looks after our patients and the

          12       Royal Alexandra Hospital patients.

          13   Q.  If we look, then, to the Kardex on page 237 of

          14       the records, can we see that she was given ciprofloxacin

          15       on the 10th and also a dose on the 11th, before it was

          16       stopped?

          17   A.  Yes, she had four doses only, yes.

          18   Q.  I think what you are saying is that this occurred

          19       because of the confusion that existed prior to her

          20       admission to the Vale of Leven?

          21   A.  Almost certainly.  I think the expert geriatrician has

          22       clearly indicated she could have been on cipro for

          23       11 days prior to her admission, but at least we picked

          24       it up and stopped the cipro after discussion with the

          25       micro.
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           1           Can I just make one other note about the expert

           2       microbiologist?

           3   Q.  Indeed, yes.

           4   A.  He concluded that [Patient C] had acquired the C. diff

           5       infection as a result of the use of ciprofloxacin at the

           6       Vale of Leven Hospital.  I'm a bit surprised.  This lady

           7       has been on ciprofloxacin most likely for 11 days and

           8       then she had only four doses until we clarified the

           9       matter with the microbiologist that she should not be on

          10       cipro, and yet the expert microbiologist came up with

          11       the conclusion that this patient had acquired the

          12       C. diff infection as a result of the use of

          13       ciprofloxacin in the Vale of Leven Hospital.

          14           I'm rather surprised from this comment, to be honest

          15       with you.  I feel it is an unfair sort of conclusion.

          16   Q.  Your position is, then, as I understand it, that the

          17       C. diff infection, if related to the ciprofloxacin, you

          18       have to look at the whole picture in relation to the

          19       ciprofloxacin before and after admission to the

          20       Vale of Leven?

          21   A.  She has been on cipro most likely for 11 days since the

          22       29th, and just four extra doses, I don't think that has

          23       triggered the C. diff infection.  Again, there was no

          24       clear indication as to why cipro was given in this case

          25       and yet the microbiologist was trying to conclude that
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           1       she had pyelonephritis, when the expert geriatrician

           2       said there was no clear evidence whatsoever of

           3       pyelonephritis.

           4   Q.  If there had been evidence of pyelonephritis, that might

           5       have been a basis for prescribing ciprofloxacin?

           6   A.  Yes, but then she had an ultrasound just the day before

           7       the cipro was started, ultrasound of the kidneys, and

           8       that showed no evidence of infection of the kidneys.

           9   Q.  But that was at a time prior to her admission to the

          10       Vale of Leven?

          11   A.  That was on, I think, 28 November, when she was in

          12       Royal Alexandra Hospital.

          13   Q.  Just to be clear, the prescription for ciprofloxacin was

          14       started in the Royal Alexandra Hospital?

          15   A.  On the 29th.

          16   Q.  On the 28th?

          17   A.  On the 28th or 29th, but on the basis of UTI, that's

          18       what they said clearly in the notes.

          19   Q.  Again, as far as this patient is concerned,

          20       Dr Al-Shamma, is she, shortly after this, transferred to

          21       the rehabilitation wards?

          22   A.  I had no involvement with the patient after she was

          23       transferred to rehab.

          24   LORD MACLEAN:  That wasn't what you were asked.  She was

          25       transferred to the rehabilitation ward.
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           1   A.  I think she was, yes.

           2   LORD MACLEAN:  Then your connection with her ceased?

           3   A.  That's correct, yes, sorry.

           4   MR MACAULAY:  Can I then leave [Patient C] and look at the

           5       next patient I want to look at, [Patient B].  The

           6       medical records for this patient are at GGC26380001.  If

           7       we turn to page 13, Dr Al-Shamma, can we note that you

           8       are noted to be the admitting consultant; is that

           9       correct?

          10   A.  That's correct, yes.

          11   Q.  The patient appears to have been admitted, according to

          12       this document, on 7 December 2007?

          13   A.  That's correct, yes.

          14   Q.  Was this a patient that, at that time, was admitted

          15       under your care?

          16   A.  She was, yes.

          17   Q.  I think, if we are looking at the admission note on

          18       page 13, can we note that it is noted that she is

          19       dehydrated and that she's been referred by the GP with

          20       poor urine output and fluid intake, and also she'd had

          21       multiple falls, and 3, is that a reference to a lower

          22       respiratory tract infection?  Is that how you would read

          23       that?

          24   A.  That's correct, yes.

          25   Q.  If we turn to page 14, can we see that the plan on
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           1       admission on 7 December is to have a chest X-ray.  There

           2       is reference to Augmentin and clarithromycin, and some

           3       further references; is that right?

           4   A.  That's correct, yes.

           5   Q.  At this time, then, on admission, were the Augmentin and

           6       the clarithromycin prescribed to the patient?

           7   A.  Yes, I think so.

           8   Q.  Why was that?

           9   A.  This is on the basis of severe lower respiratory tract

          10       infection and, on admission, if we look at my notes,

          11       I said she was dehydrated and there was -- and her renal

          12       or her kidney function has deteriorated, her chest,

          13       there was a lot of signs in her chest, with bibasal

          14       crepitations, and the chest X-ray has indeed confirmed

          15       the presence of bilateral bibasal linear shadowings.  At

          16       that stage, the CURB-65 was 3.

          17           Therefore, she would qualify for the second-line

          18       therapy for -- or she would fall in the severe,

          19       community-acquired pneumonia consistent with the --

          20       indicated by the signs in her chest and the X-ray signs

          21       and she would -- the Augmentin and clarithromycin would

          22       be the right treatment.

          23           I have also noted that her CRP was high, 74, which

          24       was again in my notes there.

          25           Again, looking at the expert report, there was
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           1       significant discrepancy between the geriatrician and the

           2       microbiologist report.  The geriatrician said it is

           3       a mild lower respiratory tract infection, and he was

           4       saying that the CRP was normal, and that is not true.

           5       I mean, I am just wondering, where did he get the normal

           6       CRP?  CRP was 74, which is a significant increase.

           7           The microbiologist, on the other hand, agreed that

           8       it is severe lower respiratory tract infection where the

           9       CURB-65 was 3, which he agreed with our findings, and he

          10       had agreed that this was the appropriate antibiotic for

          11       the treatment of the severe, community-acquired

          12       pneumonia.

          13   Q.  If it is a severe, community-acquired pneumonia, then

          14       the combination of the clarithromycin and the

          15       co-amoxiclav you would consider to be the appropriate

          16       first-line treatment; is that right?

          17   A.  Would have been the appropriate treatment at that time,

          18       yes.

          19   Q.  If the infection was not to be classified as severe,

          20       what would the appropriate treatment have been then?

          21   A.  It would have been amoxicillin plus/minus

          22       clarithromycin; it depends.

          23   Q.  Did you have a plan at this point as to what the

          24       duration of the antibiotic treatment would be?

          25   A.  Normally, I would say about seven days, but it wasn't
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           1       our routine practice, at that time, to put down exactly

           2       when to stop the antibiotic because we are there all the

           3       time and we tend to review the patients fairly regularly

           4       and, depending on the response to treatment, it can go

           5       up to ten days in severe, or sometimes up to 14 days.

           6   DAME ELISH:  My Lord, for the sake of clarification,

           7       Dr Al-Shamma has indicated that Dr Reid gave evidence to

           8       the effect that the CRP was normal.  I understand at

           9       a later stage, following a clarification I sought during

          10       Dr Reid's evidence, he did concede that the CRP was not

          11       normal at that stage, just to ensure that that is

          12       recorded.

          13   LORD MACLEAN:  Mr MacAulay?

          14   MR MACAULAY:  I'm obliged to my learned friend for that.

          15           I think you are working particularly when you are

          16       making points about the experts -- and I have been

          17       noting this as we have been going along, Dr Al-Shamma --

          18       under reference to their reports and not to the actual

          19       evidence they gave?

          20   A.  I'm referring to their reports, yes.  Sometimes they --

          21       you know, when they have been through their report again

          22       and perhaps after they had looked at the microbiology

          23       report, then obviously they went and had another look at

          24       the notes, but it is the initial report I am referring

          25       to, yes.
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           1   LORD MACLEAN:  It might be better if you confined your

           2       answers -- and, in time, Dame Elish will see if anything

           3       requires to be added to it, it will be -- to the

           4       question, because you are certainly not doing that.  You

           5       are launching yourself forth on a statement in your

           6       evidence by reference -- and I didn't realise it was by

           7       reference, not to evidence that has been given, but

           8       reports that have been lodged.  I find that very

           9       confusing, actually.  Could you try to confine your

          10       answers to the particular question?  If you want to add

          11       something, by all means do.  Do you see what you are

          12       doing?  Do you know why I am being critical?

          13   A.  I was trying to answer the question and add something.

          14   LORD MACLEAN:  It didn't look like it, actually, to be

          15       honest.  I had a good look at the answer.  It is a very

          16       long answer which covered all range of matters.  It is

          17       better if it is elicited from you.  If your own counsel

          18       wishes something else to be brought out, no doubt she

          19       can do that.

          20           Yes, Mr MacAulay?

          21   MR MACAULAY:  If we look at the Kardex, then, for

          22       co-amoxiclav and the clarithromycin, at, I think, first

          23       of all, page 91, on page 91 clarithromycin has been

          24       started on 7 December; is that correct?  Then, if we

          25       look at page 93 -- I'm just trying to understand.  On
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           1       page 91, we have, I think -- is that one dose on the 7th

           2       and then a further dose on the 8th?

           3   A.  That's what it looks like, yes.

           4   Q.  Page 93.

           5   A.  The clarithromycin was written in.

           6   Q.  It's the second reference there to clarithromycin, is

           7       it?

           8   A.  The only thing is the dose has been changed from 500 to

           9       250, and the reason for that, because of the kidney

          10       failure in this lady, or impaired kidney function, and

          11       that is the recommendation, that you should use

          12       a smaller dose of clarithromycin in patients with

          13       a chronic kidney disease.

          14   Q.  Just to touch upon this, you mentioned the CURB score,

          15       and you, I think, have done this under reference to your

          16       note on page 53 of the records.  I take it from that --

          17       I think we may have touched upon this yesterday -- that

          18       the CURB scoring system was something that was being

          19       used by the doctors in the Vale of Leven at this time?

          20   A.  I think, yes.

          21   Q.  Where do we see the reference to the CURB score in your

          22       entry for 8 December on page 53?

          23   A.  I prefer to use my clinical judgment to assess the

          24       severity of the infection in patients, especially

          25       because that is my speciality, with chest infections.
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           1       Yes, we have not -- it is not routine practice at that

           2       time to put the CURB-65, but just to assess the patient

           3       by clinical judgment.

           4   Q.  So there isn't a reference, then, to --

           5   A.  No, there wasn't.  Not at that time, no.

           6   Q.  You had mentioned, I think -- did you mention a CURB

           7       score of 3, or had I misunderstood you?

           8   A.  Yes, CURB-65 was 3, yes.

           9   Q.  I'm sorry?

          10   A.  It was 3, yes.  CURB-65, it is called.

          11   Q.  You had scored, under the scoring system, the position

          12       to be a score of 3, which you would say would push this

          13       patient into the severe lower respiratory tract

          14       infection category; is that right?

          15   A.  Yes, that's correct.

          16   Q.  Do we see any reference to that in your note?

          17   A.  No.  No, there wasn't.  Just basically, at that stage,

          18       you just look at the patient and you can assess the

          19       seriousness of the chest infection.

          20   Q.  Looking to your note, then, what do we take from the

          21       note on the 8th that would tell us that this was

          22       a severe chest infection and not a less-severe chest

          23       infection?

          24   A.  The presence of impaired renal function, the

          25       dehydration, the high CRP, the physical signs in the
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           1       chest and the X-ray finding, the chest X-ray.

           2   Q.  It is page 14.  We had the wrong page on the screen,

           3       Dr Al-Shamma.  Can we just go back to that, then, the

           4       points you are making in relation to the reason why you

           5       would categorise the infection as a severe infection?

           6       Can you just repeat that?

           7   A.  Repeat that, yes, sure.  Basically, the state of

           8       the patient, she was dehydrated; the impaired kidney

           9       function, or the worsening of the kidney function; the

          10       high CRP; the physical signs in her chest; and the chest

          11       X-ray findings, all would indicate that she had severe

          12       pneumonia.

          13   Q.  Therefore, you had carried out your examination and you

          14       approved of the combination of antibiotics that had been

          15       prescribed by the junior doctor; is that the position?

          16   A.  That's correct, yes.

          17   MR MACAULAY:  My Lord, that might be --

          18   DAME ELISH:  My Lord, I wonder if my learned friend could

          19       also clarify whether or not it says on the record, on

          20       3 December, whether or not there is a persistent --

          21       sorry, cough productive of phlegm, whether or not that

          22       is an indicator of any significance.

          23   LORD MACLEAN:  Is it significant?

          24   A.  The cough and phlegm, that is a general feature for most

          25       patients.  It depends on the colour of the phlegm, but
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           1       generally speaking, no, because all patients would

           2       have -- well, mostly, they should have some symptoms

           3       that suggest respiratory tract infection.

           4   MR MACAULAY:  My learned friend, because of the way it looks

           5       in the notes, said it was the 3rd.  It is, in fact,

           6       8 December we are looking at.

           7   A.  The 8th, yes.

           8   MR MACAULAY:  My Lord, that might be an appropriate point to

           9       have a short break.

          10   (11.20 am)

          11                         (A short break)

          12   (11.45 am)

          13   MR MACAULAY:  Before the break, Dr Al-Shamma, we had looked

          14       at the antibiotics that had been prescribed to this

          15       patient.  Is it important, when antibiotics are

          16       prescribed, that the patient's condition is regularly

          17       reviewed to see what a response may be to the antibiotic

          18       treatment?

          19   A.  Absolutely correct, yes.

          20   Q.  Furthermore, if there is a change in the clinical

          21       condition and, in particular, as I think happened in

          22       this case, the patient develops diarrhoea and C. diff

          23       again, would that become an important consideration as

          24       to whether or not the prescribed antibiotics should be

          25       continued with?
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           1   A.  Yes, the antibiotic for systemic infection should be

           2       reviewed and every effort should be made either to stop

           3       them or to cut down on the duration, or change to

           4       a narrower-spectrum antibiotic.

           5   Q.  In relation to this patient, then, that is [Patient B],

           6       if we look at the position in relation to C. diff,

           7       I think she developed diarrhoea and a specimen was sent

           8       to the lab for analysis.  If we look at the lab report,

           9       at GGC26380045, can we note here that the specimen was

          10       collected on 15 December and received by the lab on the

          11       same day, and this proved to be a positive result; is

          12       that correct?

          13   A.  Can I just say that I was on holiday from 11 December,

          14       and I had no input, further input, in the management of

          15       this lady.  But, yes, I can see what you are referring

          16       to.

          17   Q.  You were on holiday from 11 December until when?

          18   A.  I think it was a two-week holiday at that time, so until

          19       the 26th or the 27th.  That was the first time I had

          20       a long holiday.  Before that, I was restricting my

          21       holidays to seven days because of the lung cancer

          22       patient.

          23   Q.  Who would then take over the care of your patient at

          24       a consultant level?

          25   A.  There is an agreement that Dr Carmichael will take over
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           1       in my absence and I will take over his patients' care

           2       when he is away on holiday or study leave.

           3   Q.  Is that the position here?  I am just looking quickly

           4       through the notes to see any reference to Dr Carmichael.

           5       Perhaps I will just take you quickly to the records.  If

           6       you say you were on holiday from 11 December -- really,

           7       I take it your last input, then, for this patient

           8       directly over that two-week period would be the ward

           9       round you had on 8 December, on page 14 of the notes?

          10   A.  That's correct.  That was my last input.

          11   Q.  As we go through the clinical notes, and I am quickly

          12       going through these now, there are a number of ward

          13       rounds by senior house officers.  Did you note in your

          14       own examination of the records before your return from

          15       holiday whether a consultant was involved at all?

          16   A.  The juniors would have been told at the very beginning

          17       that there is a consultant cover between -- well,

          18       agreement between myself and Dr Carmichael to cover for

          19       each other, yes.  So the juniors would have known, yes.

          20   Q.  No, I think you misunderstood.

          21   A.  Sorry.

          22   Q.  What I am asking is whether, under reference to the

          23       clinical notes, it is apparent that Dr Carmichael, or

          24       indeed any other consultant, was directly involved with

          25       the patient?
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           1   A.  I believe that goes back to the juniors.  Normally, we

           2       would tell them that I would be on holiday and

           3       Dr Carmichael would cover for me, and Dr Carmichael

           4       knows that I am on holiday because he does the

           5       consultant rotas, so he is in a position to know exactly

           6       when I am going and when I am coming back.

           7           Basically, it is up to -- normally, the juniors

           8       would ask the consultant to come and see the other

           9       consultant's patients in his absence, and I am not sure

          10       why the middle grade did not ask Dr Carmichael to see

          11       [Patient B] until, I believe, five or six days after the

          12       start of my holiday.

          13   Q.  Let me just see if I can understand this.

          14   A.  Sure.

          15   Q.  When you left to go on holiday, did you liaise with

          16       Dr Carmichael and tell him that you would be away for

          17       two weeks and whether he would cover for you in respect

          18       of your patients?

          19   A.  Yes, that is the agreement.  He does the rota and he

          20       knows who is on holiday and when.  Yes, he does know

          21       that I will be on holiday from the 11th until the 26th,

          22       I believe I came back, and he would have -- yes, he

          23       would cover my patients, yes.  There is an agreement,

          24       yes.

          25   Q.  In those circumstances, would you have a handover
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           1       whereby you would discuss the patients that you were

           2       passing over to Dr Carmichael to care for in your

           3       absence?

           4   A.  The handover would be for critically ill patients, yes.

           5       I would tell him, "These two or three patients require

           6       your input, you know, as soon as I am away on holiday".

           7   Q.  But a patient such as [Patient B], would you make

           8       specific mention of her during this period that you were

           9       on holiday to Dr Carmichael?

          10   A.  No, but then there is a list on the ward of all

          11       consultants' patients, so there would be a name of

          12       the consultant and the list of patients under his care

          13       or her care and, when Dr Carmichael starts his ward

          14       round seeing his patients, then he will end up seeing my

          15       patients as well.

          16   Q.  Would you have expected Dr Carmichael to have seen

          17       [Patient B], what, on at least two occasions in your

          18       absence?

          19   A.  Twice-weekly, yes.  That is the --

          20   Q.  Twice-weekly.  That is four occasions?

          21   A.  Well, I don't know whether she was discharged or not.

          22       I have not followed up her medical progress.

          23   Q.  Can I just take you, then, to the clinical notes so

          24       I can be clear about where we are?  If we go back to

          25       page 14 of the records, we have your note on page 14 for
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           1       8 December.  If we move on to the next page, page 15,

           2       there are entries here by junior doctors; is that right?

           3   A.  That's correct, yes.

           4   Q.  If we move on to page 16, and we are now into

           5       13 December, there are some further entries by junior

           6       doctors; is that correct?

           7   A.  There is more entries by junior doctors.

           8   Q.  If we move on to page 17, this takes us to 18 December.

           9       Again, we have some further entries by junior doctors;

          10       is that right?

          11   A.  Yes.

          12   Q.  Then, on page 18, I think there are some further

          13       entries, taking us up to 21 December, again by junior

          14       doctors; is that correct?

          15   A.  Yes, that's correct.

          16   Q.  On page 19, there is an entry on the 24th, which is

          17       difficult to make out.

          18   A.  This is Dr Carmichael's handwriting.

          19   Q.  Is that the only entry we see, then, from Dr Carmichael

          20       in relation to any direct involvement with the patient

          21       during this period?

          22   A.  So far, yes.

          23   Q.  You are back, I think you told us, on 26 December; is

          24       that right?

          25   A.  Thereabouts, yes.
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           1   Q.  So thereafter, if you look at an entry by the dietician,

           2       there is then an entry on the 27th and, by the 27th, you

           3       are back working; is that correct?

           4   A.  That was the period between obviously the Christmas and

           5       New Year, and probably about that time, 27th -- I can't

           6       remember the exact -- but probably, yes, at that time or

           7       the day after that.

           8   Q.  My understanding is that this patient was discharged --

           9       well, the last clinical note I think we have in the

          10       records is for 31 December on page 20, if you just look

          11       to page 20.

          12   A.  Yes.

          13   Q.  The patient was discharged on 3 January.  I think this

          14       is the position.  I will just see if I can find

          15       a reference for that.  Yes, if we turn to page 4 of

          16       the medical records, we have a discharge prescription

          17       form where the date of discharge is given as 3 January;

          18       is that right?

          19   A.  That's correct.

          20   Q.  So is it the position, then, that, really, you did not

          21       see the patient again after your ward round of

          22       8 December?

          23   A.  That's correct, yes.

          24   Q.  She was seen thereafter once by Dr Carmichael, who was

          25       the consultant who was standing in for you; is that
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           1       correct?

           2   A.  That's correct, yes.

           3   Q.  Do you consider that that level of review at consultant

           4       level was appropriate?

           5   A.  No, I don't.  You know, I don't think that is

           6       appropriate, no, and I have no explanation why she was

           7       not seen by Dr Carmichael more frequently.  I can only

           8       assume the middle grade doctors had forgotten to ask

           9       Dr Carmichael to have a look.

          10   Q.  When you make that assumption -- well, there are two

          11       possibilities, I suppose.  Let's look at it in detail.

          12       I think you say that you did tell your junior doctors,

          13       what, to make contact with Dr Carmichael?

          14   A.  I would always do that when I am on long holiday, more

          15       than three, four days.  I would always say, "In my

          16       absence, Dr Carmichael will cover for me".

          17   Q.  And Dr Carmichael would know, in any event, because of

          18       what you have told us about his role in organising the

          19       rota?

          20   A.  Yes, he knows everything.  Yes, he does organise the

          21       rota and we have agreed that, when I go on holiday, he

          22       tries not to go on holiday, and we always try to liaise

          23       between the two of us not to be away at the same time,

          24       yes.

          25   Q.  Although [Patient B] may not have been one of
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           1       the particular cases you would have discussed with

           2       Dr Carmichael, he would be aware that [Patient B] was

           3       one of your cases that he would be required to --

           4   A.  That's correct, yes.

           5   Q.  You don't appear, yourself, Dr Al-Shamma, to have seen

           6       the patient on your return?  Would there be any reason

           7       for that?

           8   A.  To be honest, no, I don't have any -- again, it could

           9       have been put under the name of Dr Carmichael during

          10       this period and, when I came to do my ward round -- and

          11       remember, again, it is the period between the Christmas

          12       and New Year and there is a lot of holidays and

          13       absences.  No, I don't have an explanation.  But

          14       normally I will go to the ward and say, "Which one is my

          15       patient?", and this is the problem when you don't have

          16       your own ward, you share the ward with other

          17       consultants, and you just go to the ward and say, "Do

          18       I have any more patients left from before I went on my

          19       holiday?", and if the answer is no, then --

          20   DAME ELISH:  I wonder, my Lord, on this particular point,

          21       given that it has been raised by Dr Al-Shamma regarding

          22       the -- you mentioned before about patients being

          23       dispersed across a number of wards, if Dr Al-Shamma can

          24       explain to the Inquiry what the rationale was of

          25       distributing the patients of one consultant and whether
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           1       or not that practice assists consultants or not?

           2   LORD MACLEAN:  Do you want to enter that consideration?

           3   MR MACAULAY:  I'm quite happy to pursue that with

           4       Dr Al-Shamma.

           5           I think you have indicated already that you could

           6       have a patient and then that patient would be moved on

           7       to another ward; is that right?

           8   A.  That's quite possible, yes; boarded to another ward,

           9       yes.

          10   Q.  You would be aware of that and I think, as you explained

          11       yesterday, there would be some form of handover at some

          12       level in relation to that patient?

          13   A.  Normally, there will be -- like, they try to make a list

          14       in the morning, but it is not always accurate, as to

          15       which patient had been boarded.  So it was sometimes our

          16       practice to go to the surgical ward and find out if

          17       there is any patients of mine which has been boarded to

          18       the surgical ward.  But it wasn't a normal practice for

          19       me to go to care of the elderly to see if there were any

          20       patients boarded, which that can be the case, a patient

          21       could be boarded there, unless somebody brings that to

          22       my attention.  It is possible, because she was quite

          23       stable at that stage, she was boarded to care of

          24       the elderly.  It is possible.  I can't say it is

          25       definite.
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           1   Q.  I'm just trying to understand how this worked in

           2       practice.  Just moving away from [Patient B]'s position

           3       for a moment.  If you have a patient in ward 6 that is

           4       under your care and that patient is then transferred to

           5       one of the rehabilitation wards, you would have some

           6       input into that transfer?

           7   A.  No, sorry, there is two things.  There is either

           8       transfer or boarder.  So either the patient is boarded

           9       to the rehab ward because there are no beds in the acute

          10       medical bays and his or her condition was fairly stable,

          11       so it doesn't require a lot of input, and this patient

          12       would remain under my care if it was boarded.

          13           But if it was transferred and has been accepted by

          14       the care of the elderly consultant, then I would have no

          15       further input.

          16   Q.  Insofar as [Patient B] was concerned, then, when you

          17       left to go on holiday, she was under your care?

          18   A.  She was, yes.

          19   Q.  When you came back from holiday, she would be back under

          20       your care?

          21   A.  She would still be -- yes, she would come back under my

          22       care again.

          23   Q.  I think my understanding is that she was transferred to

          24       ward F on 29 January.

          25   A.  Was she transferred?  I wasn't aware of that.
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           1   Q.  Sorry, did I say January?  29 December, I'm sorry, to

           2       ward F.  If that happened, would you have been involved

           3       in that, because that was something that occurred after

           4       your return?

           5   A.  It depends whether she was transferred or boarded there.

           6       If she was transferred and accepted for rehabilitation,

           7       if there is a transfer letter, then I will have no

           8       further input.  It has been accepted by the rehab team.

           9   Q.  Maybe "transfer" isn't the correct word.  If we look at

          10       page 19 of the clinical notes, can we see here that

          11       there is an entry for 27 December, a ward round by

          12       a junior doctor, and towards the bottom is the plan,

          13       "Medically much improved", and then some discussion

          14       about setting up a social deal package.  Do you see

          15       that?

          16   A.  I can see that.

          17   Q.  A social care package.

          18   A.  Mmm.

          19   Q.  Then the next entry is some three or four days later,

          20       "Seen by Dr Khan", I think, and that is something that

          21       has happened after she had been moved to ward F.

          22           What is your position, in relation to this patient,

          23       as to your involvement at this point after your return

          24       from holiday as to whether you were involved in the

          25       patient being moved to another ward or not?
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           1   A.  If she was transferred, I would have no input at all.

           2   Q.  Would you not be part of that, to say that she could be

           3       transferred?

           4   A.  Sorry?

           5   Q.  Would you not have some input into the transfer to

           6       say --

           7   A.  If she was transferred, no.  It will be the

           8       responsibility of the rehabilitation consultant.  If she

           9       was transferred to ward F.

          10   Q.  But if the patient is your patient?

          11   A.  If she was boarded, she would still be mine, but the

          12       fact that she was seen by Dr Khan means she was

          13       transferred, because he is the rehab sort of middle

          14       grade doctor.  It means she has been accepted there.

          15   Q.  I think the point I'm seeking to take from you is, to

          16       what extent would you, as the consultant in charge of

          17       the patient, have any role to play in the patient being

          18       transferred from your care to the care of another

          19       doctor?

          20   A.  Once it's transferred, I have no input.

          21   LORD MACLEAN:  That's not the question.

          22   MR MACAULAY:  Before the transfer.

          23   A.  Before the transfer, if I had seen the patient and

          24       I say, you know, she is for rehab, I would just put that

          25       in the notes, but I did not see the patient and I can
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           1       only assume -- I mean, I am not quite certain when

           2       I came back, whether it is 26th, 27th or 28th.  To be

           3       honest, I don't remember.  But there was holidays,

           4       obviously, there from the 29th, 30th, 31st and the 1st

           5       of January.  So ...

           6   Q.  I noted from you earlier that your holiday period was

           7       from the 11th to the 26th, but, in any event, it

           8       seems --

           9   A.  I need to go back and find out exactly when I was on

          10       holiday.

          11   Q.  In any event, it seems that you did not see this patient

          12       again --

          13   A.  No.

          14   Q.  -- after 8 December?

          15   A.  No.

          16   Q.  In relation, then, to her management after she developed

          17       C. difficile and how she was managed, that's really not

          18       something you had any involvement in, then?

          19   A.  Not at all.

          20   Q.  Just so I can understand what you consider to be the

          21       proper practice, if we go back to the lab report at

          22       page 45 of the records, as we noted earlier, the

          23       positive result is in relation to a specimen collected

          24       on 15 December.  If we look at the clinical notes and we

          25       turn to page 17, I think we see that the first reference

                                            59

           1       to positive C. diff is towards the end of the note for

           2       17 December; is that right?

           3   A.  Yes, 12.15, C. diff positive.

           4   Q.  At that point, would you have expected the consultant to

           5       have reviewed the patient?

           6   A.  Yes.  Well, I mean, not necessarily on the day.  I think

           7       I need to make one thing clear: C. diff is a serious

           8       infection from the epidemiological point of view, so it

           9       needs immediate measures to isolate the patient and to

          10       use the personal protecting equipment when you see the

          11       patient.

          12           However, the severity of the disease can be quite

          13       variable: it can be very mild and it can be very severe,

          14       with all complications, including toxic megacolon.  It

          15       is like pneumonias, community-acquired pneumonia, it can

          16       be very mild and treated in the community, it can be

          17       more severe and involve more than one lung, involve both

          18       lungs, and can lead to septic shock and perhaps could

          19       require a life support machine, ie, mechanical

          20       ventilation.

          21           So the C. diff is not always a serious illness.

          22       Quite often, it does respond to treatment.  It does

          23       cause a bit of nuisance to the patient, obviously, but

          24       it will respond to treatment and, unless there is

          25       complication, then most of the time the treatment is
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           1       straightforward.

           2           So I wouldn't expect the consultant on that day to

           3       review the patient unless there was an urgent reason for

           4       that, like a distended or tender abdomen.

           5           So, yes, but I would expect the consultant to see

           6       the patient on his ward round, yes, next ward round,

           7       whenever that is.

           8   Q.  Is there any assessment made on the 17th, when the

           9       medical staff are aware that she is C. diff positive, of

          10       the severity of the infection?

          11   A.  It says here the abdomen was soft.  Presumably, they

          12       looked at the blood pressure chart and the temperature

          13       chart as well.  But at the moment, that's everything.

          14       They have examined the abdomen.  They are saying there

          15       is still persistent watery diarrhoea.

          16   Q.  As I read this note, we have a note that I would imagine

          17       is in chronological order, and we see a number of

          18       references, including the reference to the soft abdomen,

          19       and then there is a plan: "Encourage fluids", and so on.

          20           Then it seems to be at a different point in time,

          21       against the point in time of 12.15, the note has been

          22       made that she is C. diff positive.

          23           So at that point in time, if one reads this

          24       correctly and chronologically, has there been any

          25       assessment made of the severity of the C. diff?
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           1   A.  No, but the assessment was made maybe an hour or two

           2       earlier.  That is only a result coming through the

           3       telephone, perhaps, or from -- it says infection

           4       control, and metronidazole was started immediately and

           5       appropriately.

           6   Q.  Can I ask you this: should there have been a further

           7       assessment made?

           8   A.  By the junior?

           9   Q.  Yes, at this time, when the C. diff result --

          10   A.  No, the junior has examined the patient in the morning.

          11       I don't think much change would have happened in the,

          12       you know, previous two hours.

          13   Q.  So you consider this to be acceptable?

          14   A.  Yes, starting the metronidazole.  I mean, the middle

          15       grade knows that the patient had diarrhoea and has

          16       examined the abdomen.  There was no acute abdomen at

          17       that stage.  But then daily assessment would be

          18       required, yes.

          19   Q.  When do you consider the consultant, then, should have

          20       seen the patient?

          21   A.  In his ward round.

          22   Q.  I have taken you through the entries where there is no

          23       indication of any consultant input until 24 December.

          24       Should there have been consultant review of the C. diff

          25       position prior to 24 December?
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           1   A.  The answer is yes, but I don't know why.

           2   MR KINROY:  My Lord, I wonder if we can clarify the entry on

           3       the 18th -- I think it is the 18th.  Is Dr Al-Shamma

           4       inferring that the doctor who prescribed the

           5       metronidazole was also the doctor who examined the

           6       patient's abdomen?

           7   LORD MACLEAN:  Yes, is that right?

           8   A.  On the 18th, the abdomen was examined and it was soft,

           9       yes.

          10   LORD MACLEAN:  That is not what you are being asked.  Is the

          11       doctor who prescribed the metronidazole also the doctor

          12       who examined the patient's abdomen?

          13   A.  Yes.

          14   MR MACAULAY:  This was also a patient, I think, who was

          15       prescribed loperamide on the 15th, when she developed

          16       loose bowel motions, and that was, I think, continued

          17       for the next 24 hours.  Should that happen if you

          18       suspect a patient has C. diff?

          19   A.  Never.  It should never happen, no.

          20   Q.  I think, yesterday, I did ask you some questions about

          21       stool charts.  If you go back to page 17 of the records.

          22       We have it on the screen.  I think the instruction given

          23       was to -- was it "Maintain stool chart"?  It is

          24       difficult to make out.  But I think, yesterday, you said

          25       to me, did you, that you, yourself, didn't look at stool
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           1       charts.  I may have misunderstood that.  Did you say

           2       that?

           3   A.  No, I don't routinely look.  You also have to remember,

           4       unless the patient is really very badly affected by the

           5       disease, by the diarrhoea, whatever the cause of

           6       the diarrhoea, then normally I would be satisfied with

           7       asking the nurse in charge of the frequency, consistency

           8       and the volume of the stool the patient has passed.

           9   Q.  Would you agree that the keeping of a stool chart is an

          10       important aspect of the management of a patient with

          11       C. diff?

          12   A.  Yes, for the fluid balance, yes, it is important.

          13   Q.  I think then, since you had no further involvement with

          14       this patient, I can leave that.

          15           Just one point, perhaps: when this patient came to

          16       be discharged, would you have had any input into that?

          17   A.  No, the patient was in ward F.  She wasn't under my

          18       care.

          19   Q.  If we look at the immediate discharge letter on page 3

          20       of the records, it is very difficult to make out,

          21       Dr Al-Shamma.  We see the admission date is 7 December.

          22       The discharge date appears to be 31 December, although

          23       it may have been, in fact, 3 January.  I think we saw

          24       from the prescription documentation.

          25           Your name is associated with the discharge letter.
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           1       But do I take it from what you have said to me a moment

           2       ago, you would not have had any input into this because

           3       the patient had been moved to another ward?

           4   A.  That's correct, yes.

           5   Q.  Can I then leave [Patient B]'s case -- I will perhaps

           6       just pick up one point before I do that.  It is really

           7       just, again, focusing on the interaction there might be

           8       between doctors when one doctor is handing over

           9       a patient to another doctor's care or, indeed, the

          10       reverse, as happened in your case when you returned from

          11       holiday.  Would there be a handover back to you of your

          12       patients?

          13   A.  If there was a sick patient, yes, there will be, but

          14       generally speaking, if I had been on a long holiday,

          15       like a two-week holiday, there will be no sick patients.

          16       There might be one or two patients left or a couple of

          17       patients left, then I will just go and see them if their

          18       name appears under my name on the chart in the medical

          19       ward.

          20   Q.  So you wouldn't expect, then, in a patient such as

          21       [Patient B] that we have been looking at, that

          22       Dr McCruden would speak to you and give you some

          23       information about her?

          24   A.  No, if she has settled, then she is fine --

          25   DAME ELISH:  I think my learned friend, my Lord, referred to
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           1       Dr McCruden then rather than Dr Carmichael.

           2   MR MACAULAY:  I beg your pardon, I meant Dr Carmichael.

           3   A.  Yes, I don't think so, if she had settled and there was

           4       no major medical issues.

           5   Q.  Can we move on to look briefly at another case, and that

           6       is Charles Cook?

           7   A.  I think this is the general sort of arrangement in other

           8       hospitals between consultants: if there is no major

           9       medical issues, the handover will not be made.

          10   Q.  Can I then touch fairly briefly, I think, in relation to

          11       Charles Cook?  I think you had some fairly brief input

          12       into his care, Dr Al-Shamma.

          13           If we look at the medical records at GGC00130001.

          14       If we look at page 7 of the records, can we note that

          15       Mr Cook, according to the documentation, has been

          16       admitted to the Vale of Leven on 1 May 2008.  Do you see

          17       that towards the top right?

          18   A.  Yes, I do.

          19   Q.  If we move on to page 10, can we see the date, 1 May, to

          20       the left?  The section dealing with the admitting

          21       consultant is blank, but under reference to the records,

          22       are you able to say whether or not Mr Cook, at least at

          23       this point, was admitted to your care?

          24   A.  He was, yes.

          25   Q.  If we turn to page 14 of the records, do we see, I'm
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           1       looking for the date -- I think it may be 2 May.  Yes,

           2       it is 2 May.  It is not in the usual place.  There is

           3       a ward round by yourself; is that right?

           4   A.  That's correct.

           5   Q.  The notes tell us that he was admitted for -- does that

           6       mean low mobility, "Unable to cope at home"?  Yes,

           7       "Admitted for reduced mobility.  Unable to cope at

           8       home", and there is reference to the daughter,

           9       I think -- it is difficult to make out.

          10           What was your position here, Dr Al-Shamma?  You saw

          11       the patient at this point.  What are we to take from the

          12       note that has been made?

          13   A.  He was confused.  His CRP was significantly raised, at

          14       186mg per litre.  His white cell count was raised, and

          15       I think it was 13.8.  Although there is some missing

          16       here, but basically, the previous day he was seen by the

          17       registrar and there was abdominal tenderness, and he was

          18       febrile, 37.8 on admission.  On the day I saw him, he

          19       was 37.2, and I felt that is because of the abdominal

          20       tenderness, I felt it is an upper urinary tract

          21       infection, and I asked for a urine culture and to start

          22       ciprofloxacin in a dose of 250mg twice a day for

          23       suspected pyelonephritis or upper urinary tract

          24       infection.

          25   Q.  So you are prescribing the ciprofloxacin, then, for
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           1       a severe urinary tract infection; is that --

           2   A.  For an upper, yes, urinary tract infection, which would

           3       involve the kidneys.

           4   Q.  What was your justification for that?  What do we take

           5       from your examination that would put the urinary tract

           6       infection into that category?

           7   A.  It's just because there was abdominal tenderness, and

           8       I accept that wasn't mentioned, but the day before there

           9       was evidence of abdominal tenderness.  He was very

          10       confused, which goes with the diagnosis of ongoing

          11       infection.  He was febrile, and his inflammatory markers

          12       were raised.

          13   Q.  Can we just focus on the abdominal tenderness?  As you

          14       have pointed out, you don't mention that in your note,

          15       the note that has been made on your behalf; is that

          16       right?

          17   A.  Yes, I accept that, yes.

          18   Q.  Where do we find that, then?

          19   A.  I think in the admission notes.

          20   Q.  If we go back to page 10?

          21   A.  Go to page 11.

          22   Q.  Yes, page 11.  At the bottom, what we read is:

          23           "On examination, not in any obvious distress.  Pale

          24       plus", it is difficult to make that out, "mildly

          25       dehydrated"?
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           1   A.  "No finger clubbing, no flapping tremor".  Can we go to

           2       the next page?

           3   Q.  The reference to "Abdomen soft.  NAT", can you interpret

           4       that for us?  Does that mean "No abdominal tenderness"?

           5   A.  Yes, but can we go further, please?  Is there another

           6       page in between?

           7   Q.  Page 13.  I think this is dealing with --

           8   A.  No, there is no examination here.  I'm just looking for

           9       the registrar.  These are the FY1.  Can we go to

          10       page 14, in case there is -- can you expand it?

          11   Q.  You are saying, I think -- is it fair to say there

          12       doesn't appear to be any reference to abdominal

          13       tenderness in the notes?

          14   A.  I can't find it, I'm sorry.  I thought there was

          15       a reference to that.  But my diagnosis, at that stage,

          16       was upper urinary tract infection, yes.

          17   Q.  Where do we see that diagnosis written down?

          18   A.  It wasn't written down, no.

          19   Q.  How do you know that was your diagnosis?

          20   A.  Because I put him on ciprofloxacin.

          21   Q.  Could you be on ciprofloxacin for a severe pneumonia?

          22   A.  No, there was no pneumonia in this case.  The chest

          23       X-ray was clear and the chest was clear.  I specifically

          24       asked for a urine culture, MSU.

          25   DAME ELISH:  My Lord, I wonder if my learned friend, since
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           1       he's referring to symptoms, could ask the doctor

           2       regarding the patient's blood pressure during this

           3       period?

           4   A.  Yes, the blood pressure on admission was low and it

           5       dropped further, which is a sign of sepsis.  There is

           6       two recordings within two hours' difference and this is

           7       a sign of sepsis, a significant -- and his urea and

           8       creatinine were raised as well.

           9           So if you put everything, I think it is likely that

          10       it was a significant sepsis.  And the other thing about

          11       this patient, he had two courses of antibiotics in the

          12       community, one for chest infection and one for urinary

          13       tract infection.  The most likely antibiotic for the

          14       urinary tract infection would have been trimethoprim and

          15       perhaps, at that stage, I felt -- and that was only

          16       a few days before admission.  I think the chest

          17       infection happened four weeks prior to admission.  So,

          18       basically, I felt, you know, it's quite possible that he

          19       had trimethoprim which has not cleared up the urinary

          20       tract infection.

          21   LORD MACLEAN:  You say the blood pressure was low?

          22   A.  Yes, it is on the admission, sorry.  It is the day he

          23       was admitted.

          24   LORD MACLEAN:  Where does it say that?

          25   A.  Somewhere in the --
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           1   LORD MACLEAN:  Point it out to me, because I am looking at

           2       "blood pressure raised", actually.

           3   A.  It was 121 over 80 at 1420, dropped to 103.

           4   LORD MACLEAN:  Do you see the sheet which has "Ward round

           5       Dr Al-Shamma 258".

           6   A.  No, not in my ward round.  On the day before admission,

           7       sorry.

           8   LORD MACLEAN:  That is not what I said.  You see the entry

           9       there?

          10   A.  That is my entry, yes.

          11   LORD MACLEAN:  Run your eye up, please, on that same page.

          12       What do I see?  Do I see "BP" on that page, "Crohn's"

          13       and --

          14   A.  Oh, "?Crohn's", he was --

          15   LORD MACLEAN:  I know that.  What is the "BP" on that?  What

          16       does it say?  What does "BP" stand for?

          17   A.  Blood pressure.

          18   LORD MACLEAN:  What does it show?

          19   A.  "High", it says here on this one.  It says "high".

          20   LORD MACLEAN:  Yes.

          21   A.  But I'm looking at the day of admission, the day before,

          22       sorry.

          23   LORD MACLEAN:  It is "High", isn't it?

          24   A.  It says here "High", but I have a recording -- a figure

          25       recording of the blood pressure, which is 121 over 80,
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           1       it dropped to 103 over 70.

           2   LORD MACLEAN:  Where do you get that from?

           3   A.  The nursing notes, I think.  The first page here.  We

           4       don't measure the blood pressure ourselves, it is all

           5       measured by the --

           6   MR MACAULAY:  That wouldn't be something that was

           7       influencing your decision at the time you were making

           8       this prescription?

           9   A.  Yes, and the fact that he had antibiotics in the

          10       community, which is most likely trimethoprim by the GP.

          11   Q.  Where do we get that information?  How would you know,

          12       when you were prescribing ciprofloxacin, that this

          13       patient did have trimethoprim in the community?

          14   A.  It's in the referral letter, I think, from the GP.

          15   LORD MACLEAN:  How do you know that?

          16   A.  Probably the registrar would have told me.

          17   MR MACAULAY:  If we look at the referral letter, then, from

          18       the GP at page 4, you will see that it is dated 1 May,

          19       which is the date of admission.  What he says here is

          20       that he's been gradually deteriorating for about two

          21       weeks, and previously he was up and about and able to do

          22       his garden, and he has more or less become bed-bound and

          23       unable to find a cause for this.  He says there is

          24       a suspicion about lung cancer, I think that reads, and

          25       he has been increasingly short of breath.
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           1           Then, if we move over to page 5, the GP says he's

           2       tried to arrange a chest X-ray, but his daughter

           3       informed me that he is too weak to get him to the X-ray

           4       department and then there is some information given.

           5           Medications are mentioned in the next list.

           6   LORD MACLEAN:  I notice the blood pressure is up.  The blood

           7       pressure, according to the GP, is high.  It is raised.

           8   A.  But there is an entry from the nurses.

           9   MR MACAULAY:  The list of medications are given.  I don't

          10       think in that list, on this page, there is any reference

          11       to an antibiotic.  I can be corrected if I am wrong in

          12       that.  Then, on page 6, there doesn't appear to be any

          13       reference there, Dr Al-Shamma, to -- indeed, to

          14       a urinary tract infection at all, but in particular to

          15       the prescription of trimethoprim.

          16   A.  It is possible, obviously, that it was given over the

          17       phone, but it was mentioned in probably the admission

          18       notes, if we could have a look at the initial admission

          19       notes.

          20   Q.  Is that the notes that --

          21   A.  From the junior house officer.

          22   Q.  Would that be the note that begins on page 10?

          23   A.  Probably, yes.

          24   Q.  The medications are given on page 11.  My own reading of

          25       that is it simply copies out what's in the GP's letter.
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           1       There doesn't appear to be anything there about

           2       trimethoprim, Dr Al-Shamma.  The impression one gets

           3       here is that the focus is more on his chest than on --

           4   A.  Surely it was on the chest because the chest X-ray was

           5       clear anyway.

           6   Q.  I'm sorry?

           7   A.  The chest X-ray was clear.

           8   Q.  Indeed, but when was the chest X-ray carried out?

           9   A.  In the hospital, first day of admission.

          10   Q.  But did you have that information when you examined the

          11       patient?

          12   A.  The chest X-ray?

          13   Q.  Yes.

          14   A.  Yes.

          15   Q.  So the concern about the chest, then, that I think is

          16       mentioned to some extent by the GP and also, I think, by

          17       conversations with the daughter with the admitting

          18       doctor, you could set aside because you had a clear

          19       chest X-ray; is that right?

          20   A.  The chest X-ray -- sorry?

          21   Q.  If there were concerns about his chest, then you could

          22       set that aside because the chest was clear?

          23   A.  The chest was clear, yes.

          24   Q.  I'm still slightly puzzled.

          25   A.  Can you go to the next page, please, 12?
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           1   Q.  We are now on to page 12, I think, of the --

           2   A.  Right.  That's what it says here.  Just spoke to the

           3       daughter.  Said he was treated for chest infection five

           4       weeks ago.  He was unwell.  Then became progressively

           5       weaker, bed-bound.  He also complained of back pain and

           6       abdominal pain.

           7           Well, at least we know there is an antibiotic five

           8       weeks ago.  He was having abdominal pain.  Maybe that

           9       was the other reason.  Obviously, I can't remember the

          10       details.  Back pain and abdominal pain.  That in itself

          11       could raise the suspicion of pyelonephritis.

          12   Q.  That could really be many things.

          13   A.  Yes, but that is one thing when you have a urinary tract

          14       symptoms.

          15   Q.  It seems, at this point, that the focus certainly seems

          16       to be --

          17   DAME ELISH:  My Lord, before my friend moves on here,

          18       because there was reference to the blood pressure and

          19       apparent ambiguity regarding that position, I wonder if

          20       my learned friend could refer to the blood pressure

          21       records and, indeed, to the nursing notes which

          22       demonstrate a significant drop in blood pressure on that

          23       date.

          24   LORD MACLEAN:  Yes, he has referred to those, hasn't he?

          25   DAME ELISH:  Yes.
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           1   LORD MACLEAN:  That is what he was going from.

           2   A.  Yes, that wasn't --

           3   LORD MACLEAN:  Not from these notes.

           4   DAME ELISH:  No.

           5   LORD MACLEAN:  Mr MacAulay?

           6   MR MACAULAY:  If my learned friend can give me a reference

           7       for that, I'm quite happy to do that.

           8   DAME ELISH:  It is the blood pressure chart, page 127.

           9   MR MACAULAY:  I will do that in a moment.

          10           Going back to page 12, the focus, certainly at this

          11       point, appears to be "?Chest infection"; is that right?

          12       Towards the bottom of the page?

          13   A.  Yes, but that was the very junior doctor.  That was the

          14       FY1.  He was querying chest infection.

          15   Q.  If we go back to page 11, towards the top of the page,

          16       there is reference to dysuria; do you see that?

          17   A.  Yes.

          18   Q.  Can you remind us what that is?

          19   A.  It says "No dysuria. ?Frequency".

          20   LORD MACLEAN:  What does dysuria mean?

          21   A.  Pain.

          22   LORD MACLEAN:  Pain on passing urine?

          23   A.  Yes.

          24   MR MACAULAY:  So there is no pain on passing urine,

          25       "?Frequency".  Then "Haematuria"?
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           1   A.  No haematuria.

           2   Q.  That is no blood?

           3   A.  No.

           4   LORD MACLEAN:  There is no blood in the urine?

           5   A.  Well, macroscopically.  No obvious blood to the eyes.

           6   MR MACAULAY:  Are these contra-indications of a significant

           7       urinary tract infection?

           8   A.  No, they still have -- I mean, quite often, they present

           9       with confusion in elderly people.  Not necessarily they

          10       will have the classic symptoms of urinary tract

          11       infection.

          12   Q.  Just to pick up the blood pressure point that has been

          13       discussed, on page 127 of the records, for 1 February,

          14       can you help us in relation to the --

          15   DAME ELISH:  My learned friend refers to 1 February, it

          16       should be 1 May.

          17   MR MACAULAY:  1 May, quite correct.  It is the first entry

          18       we have there.  In fact, I think when you saw him it was

          19       2 May, but on 1 and 2 May, then, can you just help the

          20       Inquiry to interpret the chart?  Take 1 May, first of

          21       all.

          22   A.  It was just 120 over about 85 or 86, and on 2 May it was

          23       90 over 50, and that is a significant drop in the blood

          24       pressure.  You look at the top as well.  There is a bit

          25       of temperature.  In fact, the temperature was quite high
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           1       on the 3rd.  It was about 38.  And it was high on the

           2       1st.  So I would have looked at that as well.  So, yes,

           3       there was a drop in blood pressure.  The entry from the

           4       registrar was wrong.

           5   DAME ELISH:  I wonder, my Lord, if it would be helpful also

           6       if my learned friend could refer back to page 12 of

           7       the notes, which lists -- previously it was on the

           8       screen -- medications which has, I think in the middle

           9       of the page on the right-hand side, going down two lines

          10       from the capital letters "AMT", the word "trim", marked

          11       X, what that might be indicative of?

          12   A.  Yes, the Ace inhibitor and probably trimethoprim, which

          13       is crossed, means it has finished now.

          14   DAME ELISH:  It occurs to me, my Lord, now, because my

          15       learned junior has just pointed it out, that this might

          16       be the H mental test -- abbreviated mental test, it is

          17       time rather than --

          18   LORD MACLEAN:  Yes, I think it is actually.  Hence the date

          19       of birth.  Good try, though.

          20   MR MACAULAY:  I think this discussion was put in motion,

          21       Dr Al-Shamma, under reference to your ward round review

          22       of the patient on 2 May 2008, and in particular what we

          23       can take from your findings.

          24           Would you accept this: would it be fair to say, on

          25       the basis of your findings, it is difficult to conclude,
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           1       on these findings alone as we see them written down on

           2       your behalf, that this patient did suffer from an upper

           3       urinary tract infection?

           4   A.  To be honest, I'm certain that the patient has received

           5       a course of antibiotic, but I can't find it at the

           6       moment, somewhere in the notes that he received an

           7       antibiotic almost a week before his admission to

           8       hospital for a urinary tract infection, and I assumed at

           9       that time, you know, that would be trimethoprim, which

          10       is the most likely antibiotic given by GPs for a UTI,

          11       and the next step with the abdominal pain, I felt it is

          12       more likely to be an upper urinary tract infection, and

          13       I felt ciprofloxacin would be the right antibiotic.

          14   Q.  Let's assume for the moment that you are not right in

          15       that.  Then, where does that take us in relation to --

          16   DAME ELISH:  My Lord, before that hypothesis is put to the

          17       witness, I wonder if my learned friend would clarify

          18       what the outcome was of the prescription of

          19       ciprofloxacin regarding this condition?

          20   LORD MACLEAN:  I think we will come to that next.

          21   MR MACAULAY:  We will come to that.

          22   LORD MACLEAN:  Did you say that?

          23   MR MACAULAY:  Yes.

          24   A.  It was the right antibiotic, definitely --

          25   LORD MACLEAN:  Just a minute.  I am concerned about his
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           1       answer.  I find great difficulty in following it.

           2           The answer you give --

           3   A.  Sorry.

           4   LORD MACLEAN:  Where is it actually recorded in the medical

           5       notes that he had a suspected, at least, urinary tract

           6       infection?

           7   A.  I don't know.  I couldn't find it now.  But I'm pretty

           8       certain there was something.  But I can't find it right

           9       now.

          10   LORD MACLEAN:  So how can you assume that he had

          11       trimethoprim before he entered hospital?

          12   A.  Because if he had a UTI, that would be the first

          13       antibiotic --

          14   LORD MACLEAN:  If he had a UTI, yes.

          15   A.  There was something in the notes, I can't find it right

          16       now.

          17   DAME ELISH:  My Lord, I think there is reference to

          18       trimethoprim in the admission clerking notes on the

          19       medications that he was on.

          20   LORD MACLEAN:  That's funny.  It wasn't in the doctor's own

          21       list, nor is it repeated, actually.  Let's have a look

          22       at the clerking notes, then.

          23   MR KINROY:  My Lord, I wonder if I might respectfully

          24       suggest, at least over lunchtime, that Dr Al-Shamma gets

          25       the chance to look through these records.
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           1   LORD MACLEAN:  No, we will do it now.

           2   DAME ELISH:  It is page 11, my Lord.

           3   LORD MACLEAN:  It may well be there.

           4   MR MACAULAY:  There is an entry at the bottom of the second

           5       list.  I don't think it is trimethoprim.  It does begin

           6       with a T, but it has been copied from the GP letter.

           7       Can we go back to the GP letter, which was at page 5?

           8   MR PEOPLES:  My Lord, perhaps I can help.  My learned junior

           9       says there is a medication called tiotropium.  That

          10       might be what is recorded there.  It is possible.  I'm

          11       just offering that as a possibility.

          12   LORD MACLEAN:  Well, it is pretty clear in the GP's letter.

          13       It is tiotropium.

          14   A.  Tiotropium, yes.

          15   MR PEOPLES:  My Lord, it is a bronchodilator, I believe.

          16   A.  Yes, it is.

          17   MR MACAULAY:  I think what the clerking doctor has done is

          18       effectively copy out into the clerking note the list of

          19       medications in the GP letter; is that right?

          20   A.  Yes, that sounds correct, yes.

          21   Q.  Might it be, in your preparations for giving evidence --

          22       and you will have the opportunity over lunch to look at

          23       this, if this is helpful -- you may have misconstrued

          24       that particular entry?  Might that be the explanation?

          25   A.  True.  But then to reply to your question, "Was that the
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           1       right antibiotic?", you asked me this question at the

           2       end --

           3   Q.  I think that the particular point I am interested in at

           4       the moment, in the first instance, is, how can we take

           5       from your entry that this was an upper urinary tract

           6       infection?

           7   A.  I would admit, and I accept, that the entry wasn't

           8       complete, but, you know, I still think it was the right

           9       antibiotic.  His CRP was 186 on admission.  After five

          10       days, on 6 May, his CRP has dropped down to 26 and he

          11       was clinically much better as far as the urinary tract

          12       infection.  So he did respond to the antibiotic and the

          13       antibiotic was the right one.

          14           I was under the impression that -- I still want to

          15       look into that and find out whether he has received

          16       a course of antibiotics before admission for urinary

          17       tract infection.

          18   Q.  Was a midstream sample of urine taken?

          19   A.  Yes, a urinary culture was sent immediately, yes.

          20   Q.  I think we have been struggling in the records to find

          21       the result for that.  In your preparations, were you

          22       able to find a result for the MSU that was taken?

          23   A.  No, I couldn't find, but it says "for urine culture",

          24       I've specifically requested that.  I think the patient,

          25       after that, was transferred to care of the elderly.
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           1   Q.  I think we know that if a specimen is taken and then it

           2       is sent for analysis, the lab will then report, and

           3       then, when that happens, the doctor can then review the

           4       antibiotics; is that right?

           5   A.  That's correct.

           6   Q.  What happened here, then?  If we go back to where we had

           7       started, on page 14, and we see what you have told us

           8       about why you prescribed the ciprofloxacin, and if we

           9       move on, can we see any --

          10   MR PEOPLES:  My Lord, before we go on, I wonder if

          11       Dr Al-Shamma could -- the plan seems to include

          12       referring immediately to the department of medicine for

          13       the elderly, yet his evidence seems to be that this was

          14       a severe upper urinary tract infection.  I was just

          15       wondering on what basis one would make that referral if

          16       that was the view at time?

          17           As I understand it, Dr Al-Shamma's position is that

          18       he prescribed ciprofloxacin for a severe urinary tract

          19       infection, but, at the same time, the plan appears to be

          20       to refer him immediately to the elderly ward.

          21   MR MACAULAY:  I think you understand the point.  If we go

          22       back to your note, part of your plan, in addition to the

          23       prescription of the ciprofloxacin, was to refer the

          24       patient to the department of medicine for the elderly.

          25   A.  That's correct.
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           1   Q.  I think what is being suggested is that, if you consider

           2       that this was an upper urinary tract infection, then was

           3       it appropriate to have the patient transferred to the

           4       department of medicine for the elderly?

           5   A.  It would take a few days before the patient is

           6       transferred to the care of the elderly.  You are told by

           7       this time, obviously, the infection has settled and the

           8       patient has improved.  It won't happen on the same day.

           9       You need to do a referral letter.  Quite often, the

          10       consultant, care of the elderly, will come and have

          11       a look at the patient and approve the transfer.  It

          12       would have happened on the same day, yes.

          13   Q.  If that is your thinking, then, you are presuming, are

          14       you, that the antibiotic treatment will work and will

          15       have worked before the transfer actually takes place?

          16   A.  That's correct, yes.  It takes three or four days, five

          17       days, to work, but it won't happen on the same day.

          18       Plus you would need the approval of the care of

          19       the elderly team for the transfer of the patient.  The

          20       patient was febrile, was hypotensive and had a high CRP

          21       and high white cell count and he was having abdominal

          22       pain, and I think the picture is consistent with urinary

          23       tract infection and upper urinary tract infection.

          24   Q.  Just to follow this point through, then, if we turn to

          25       page 82 of the nursing records, can we see you are
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           1       somewhat pessimistic, or optimistic, depending on your

           2       perspective, as to when the transfer would take place?

           3       It seems the patient was transferred to ward 14 on

           4       2 May, which was the date of your examination.

           5   A.  He would have been assessed.  Presumably, he had

           6       improved.  Same day he was transferred?  I would be

           7       surprised if he was transferred immediately.  Was he

           8       transferred on the same day?

           9   Q.  Your entry was for 2 May.

          10   A.  That's correct.

          11   Q.  It is not timed, but the entry here is timed at 1510 for

          12       2 May as effecting the transfer, I think, from ward 3 to

          13       ward 14.  So it would seem that the patient was, in

          14       fact, transferred the same day as you had seen the

          15       patient?

          16   A.  That was exceptional, to be honest.

          17   Q.  Can I also raise this with you: that about three or four

          18       lines from the bottom of that entry, there is

          19       a reference for urine dipstick if positive for MSU?  Do

          20       you see that?

          21   A.  Right, yes, I can see that.  That is a nursing note.

          22   Q.  We do not have in the records a report from the lab in

          23       respect of a urine specimen, and you have confirmed

          24       that.

          25   A.  But I'm surprised, obviously, because I clearly said --
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           1       and I documented that in the notes for a urine culture.

           2   Q.  We see that in your note for the 5th on page 14?

           3   A.  On the 2nd.

           4   Q.  On page 14, for 2 May, your plan includes urine culture;

           5       is that right?

           6   A.  That's correct, yes.

           7   Q.  But what has happened is that the patient has been

           8       transferred to ward 14, and in ward 14 it would appear

           9       that they carry out a urine dipstick and, if that was

          10       positive, then they would send a specimen for a urine

          11       sample; is that what seems to have happened here?

          12   A.  Well, that is opposite to what I have asked for.

          13   Q.  Can we infer from this, if there is no specimen, that

          14       the urine dipstick test that was carried out in ward 14

          15       was negative?

          16   A.  Do we have a result which says it is negative?

          17   Q.  I'm sorry?

          18   A.  Sorry, can we see a result?  Can you just expand where

          19       it says it is negative?

          20   Q.  Can we infer that, since we do not have a report from

          21       the lab in the records in respect of a urine sample --

          22   DAME ELISH:  My Lord, with the greatest respect to my

          23       friend --

          24   LORD MACLEAN:  Can he finish his question?  You are

          25       interrupting him.  Then make your objection.
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           1   MR MACAULAY:  It is entirely up to you whether this is

           2       a reasonable inference or not, Dr Al-Shamma, but we do

           3       not have within the records a report from the lab for

           4       a urine specimen, either in response to your request

           5       that you mentioned that there had to be a urine culture

           6       or in response to a possible positive result to the

           7       urine dipstick test.

           8           Now, what I am asking is whether -- certainly when

           9       this was carried out by the nurses, would that infer

          10       that the result may have been negative, or could there

          11       be some other explanation?

          12   A.  If we have a result --

          13   DAME ELISH:  If I may perhaps be able to state the point at

          14       this stage.

          15   LORD MACLEAN:  Yes.

          16   DAME ELISH:  With the greatest respect, I don't think that

          17       is an inference which the witness should be taking.  It

          18       might be one for the Inquiry.  However, to ask this

          19       witness is simply to ask him to speculate.  It is not an

          20       inference.

          21   LORD MACLEAN:  He's done plenty of speculating himself with

          22       no records.  So is it unfair?  Why?

          23   DAME ELISH:  My Lord, there is a possibility of loss of

          24       records.  We are aware there are many records which were

          25       submitted to the Inquiry which we don't have.  We don't
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           1       know what the aetiology of the loss of records may be.

           2   LORD MACLEAN:  True, but you can't just assume it is

           3       missing.

           4   DAME ELISH:  That is why I'm not sure it is an inference

           5       which can be taken unless those possibilities are

           6       explored.

           7   MR MACAULAY:  Missing records is a possibility, isn't it?

           8   A.  It is a possibility, yes.

           9   Q.  Another possibility is that, when the nurses did carry

          10       out the test, it was a negative test; that is

          11       a possibility?

          12   A.  I would expect the urine sample to have been sent from

          13       ward 6, rather than ward 14, to be honest.

          14   LORD MACLEAN:  Mr MacAulay, when you said "negative", I'm

          15       looking at the nursing note.  It is positive.

          16   MR MACAULAY:  "If positive".

          17   LORD MACLEAN:  Oh, "If positive", yes.  Yes, sorry, I see

          18       that.

          19   MR MACAULAY:  If we move on, there is some further reference

          20       to him being confused.  "We will obtain urine for

          21       urinalysis".  This is on 4 May.  "Will also observe with

          22       fluids".

          23           Then, on page 83, there is some reference to

          24       complaining of chest pain.

          25           I think what we have here is that you have made your
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           1       diagnosis on 2 May, and the patient is then transferred

           2       to the department of medicine for the elderly.  Does

           3       that mean the patient is no longer under your care?

           4   A.  That's correct, yes.

           5   Q.  If we go back to your note on page 14 of the records,

           6       the dose that you mention there is 250mg; is that

           7       correct?  Twice a day?

           8   A.  That's correct, yes.

           9   Q.  Was that what was provided in the guidelines at the

          10       time?

          11   A.  That is absolutely the right dose, and I know the

          12       microbiologist was wondering why it was given, 250, but

          13       that is the very right dose in somebody with renal

          14       failure, and I would expect the microbiologist to know

          15       that.  Somebody with renal failure, the dose should be

          16       reduced.  That is the expert microbiologist who

          17       criticised the dose.  That is the right dose, because in

          18       chronic renal failure you would need -- or in any type

          19       of renal failure, acute or chronic, you need to reduce

          20       the dose to 250 twice a day, and that is in the BNF, the

          21       British National Formulary, that is recommended.

          22   Q.  Have you explained in your note that the thinking here

          23       was that the patient had renal failure, and that is why

          24       you were reducing the dose to 250?

          25   A.  No, I haven't, but that is very obvious when you look at
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           1       the kidney function.

           2   Q.  Can you tell me how long the ciprofloxacin was given to

           3       the patient?

           4   A.  It was given for five days.

           5   Q.  Do you consider that was an appropriate duration?

           6   A.  I think the response was quite appropriate.  On 6 May,

           7       his CRP has dropped from 186 to 26, which means probably

           8       the infection has resolved now.

           9   Q.  Mr Cook developed C. difficile, I think, shortly after

          10       that.  If we look at the lab report on page 74, can we

          11       see that the specimen has been collected on 7 May and

          12       that proves to be a positive result; is that correct?

          13       That is what this tells us?

          14   A.  Yes, that's correct.

          15   MR MACAULAY:  My Lord, it is slightly earlier than usual,

          16       but that would, I think, be an appropriate point --

          17   LORD MACLEAN:  Are you going on?

          18   MR MACAULAY:  I am moving on to another patient.

          19   LORD MACLEAN:  Very well.

          20   MR KINROY:  My Lord, I think my friend made some indication

          21       that Mr Al-Shamma could examine the records over lunch

          22       and it might be as well to spell that out.

          23   LORD MACLEAN:  Yes, of course.

          24   DAME ELISH:  On that particular point, my Lord, I understand

          25       there was an email received this morning which indicates
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           1       an additional patient has been added to the list which

           2       my learned friend wishes to question the witness about.

           3       I wonder whether or not Dr Al-Shamma has been advised of

           4       that in order that he can focus on that over lunchtime:

           5       Thomas McGowan, I believe.

           6   MR MACAULAY:  This is something I think my learned friend

           7       Mr Peoples wishes to pursue.

           8   LORD MACLEAN:  Through you?

           9   MR MACAULAY:  Through me.

          10   DAME ELISH:  Yes.

          11   MR MACAULAY:  I don't know if Dr Al-Shamma has been made

          12       aware of that or not?

          13   A.  Is that Thomas McGowan?

          14   Q.  Yes.

          15   A.  I don't know, no.  Nobody told me.  This is the first

          16       time.  I was told I could be asked about

          17       Mr Alister Johnston, but that is okay, no problem with

          18       me for Thomas McGowan as well.

          19   Q.  I will discuss this with my learned friend Mr Peoples

          20       and you will be told as to any other patients you may be

          21       asked about very shortly.

          22   A.  Fair enough.

          23   LORD MACLEAN:  But he probably would wish to have the

          24       opportunity of looking at the records over lunch.

          25   MR MACAULAY:  Indeed.
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           1   LORD MACLEAN:  Good.

           2   MR MACAULAY:  I think Dr Al-Shamma can also be provided with

           3       any questions that my learned friend would wish to ask,

           4       just to make his task a bit easier.

           5   MR KINROY:  My Lord, can Dr Al-Shamma get ready by looking

           6       at the records of Thomas McGowan over lunch?  That is

           7       the question.

           8   LORD MACLEAN:  I said he could.

           9   MR KINROY:  Will it be enough time, is my question, my Lord.

          10   LORD MACLEAN:  Only Dr Al-Shamma can tell you that.

          11   MR KINROY:  Indeed.

          12   A.  Yes, that is enough time, thank you.

          13   MR PEOPLES:  Perhaps I can assist a little.  The questions

          14       I put to Counsel to the Inquiry were really concerned

          15       with Mr McGowan's readmission to the Vale of Leven and

          16       two attendances by this doctor, on 25 March and

          17       27 March, and the background to that chapter is quite

          18       a small period of time that the questions relate to.

          19       I hope that might assist.  I can't recall -- Mr McGowan

          20       had quite a lot of records, but it is confined to

          21       a particular period of time.

          22   LORD MACLEAN:  If there is any difficulty, let me know, and

          23       we will sit a little later than 2 o'clock.

          24   (1.00 pm)

          25                     (The short adjournment)
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           1   (2.00 pm)

           2   MR MACAULAY:  Good afternoon, Dr Al-Shamma.

           3   A.  Good afternoon.

           4   Q.  The next case -- indeed, this is the --

           5   DAME ELISH:  My Lord, I'm sorry, before we move on to the

           6       next patient, over the course of the lunch hour I have

           7       had the benefit of some additional information, which

           8       may assist with the earlier issue regarding the UTI and

           9       the aetiology of that.

          10           On the statement on the website of Carol Cavana --

          11       this is a witness I wasn't present for earlier in the

          12       summer -- at WTS00210002, and this lady is the daughter

          13       of Mr Cook, she indicated in her statement that

          14       Dr Woodburn, the general practitioner, had seen her

          15       father and that he had prescribed antibiotics for

          16       a urinary tract infection.

          17   LORD MACLEAN:  When?

          18   DAME ELISH:  I think she describes it as "around Easter time

          19       2008".  That is the daughter's --

          20   LORD MACLEAN:  When was Easter time 2008?

          21   DAME ELISH:  I'm sure that is something I will be able to

          22       ascertain.

          23           The other aspect is at page 9 of the nursing records

          24       there is reference in the nursing records to the patient

          25       being treated for a suspected UTI, and I wonder, again,
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           1       if that could be shown to the witness.

           2   LORD MACLEAN:  Have you got the reference?

           3   DAME ELISH:  The reference is GGC00130009, and Easter was on

           4       27 April, I'm reliably informed by my colleague on my

           5       right.

           6   LORD MACLEAN:  It was very late, wasn't it?

           7   MR MACAULAY:  What we have on the screen is the note made in

           8       the medical assessment unit, Dr Al-Shamma.  If you turn

           9       to page 8, you will see the admission date for 1 May on

          10       the first page.  It is not very clear.  Then, on the

          11       second page, there is a reference:

          12           "Patient's daughter states patient has been in bed

          13       for the past four days.  Patient treated initially for

          14       UTI.  Patient's appetite is poor."

          15   LORD MACLEAN:  4/52, four days?

          16   MR MACAULAY:  No, four weeks.

          17   LORD MACLEAN:  She is treated initially for UTI.

          18   MR MACAULAY:  Does this take us any further, Dr Al-Shamma,

          19       because that is what you were treating the patient for

          20       yourself?

          21   A.  I still think it was the right antibiotic for a urinary

          22       tract infection, and the response was quite appropriate.

          23   DAME ELISH:  My Lord, before moving on, I should say that

          24       I advised my Lord in the Inquiry that I was reliably

          25       informed about Easter being on 27 April 2008.  That, it
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           1       transpires, was the Greek orthodox Easter, in a church

           2       which I should perhaps be more familiar with.  It was,

           3       in fact, 23 March 2008.  I am sure I will be

           4       excommunicated for that.

           5   LORD MACLEAN:  Good try, though.

           6   MR KINROY:  My Lord, we should perhaps correct the

           7       transcript: it would be "unreliably informed".

           8   LORD MACLEAN:  I did think it was very, very late.  I have

           9       never heard of it as late as that.  Anyway, right.

          10   MR MACAULAY:  I propose to move on, my Lord.

          11   LORD MACLEAN:  Thank you very much.

          12   MR MACAULAY:  I now want to look at the case of

          13       Isabella Cameron, and the final case I will touch upon

          14       briefly with you will be Alister Johnston, so there are

          15       just two more cases to look at, Dr Al-Shamma.

          16   A.  All right.

          17   Q.  Let's look at Isabella Cameron first of all.  Her

          18       medical records are at GGC00700001.  You will have

          19       a copy of those in a moment.  I will put on the screen

          20       page 41 of the records.

          21           Can we see here that, at least so far as the

          22       admission record is concerned, the patient is admitted

          23       under your care; is that right?

          24   A.  That's correct.

          25   Q.  This is on 7 October, I think, is it, 2007?
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           1   A.  That's correct.

           2   Q.  If we turn to where we can see your ward round, if we

           3       turn to page 39 -- we are going backwards, I think --

           4       there is a ward round by you on 9 October, towards the

           5       bottom of the page; is that right?

           6   A.  That's correct.

           7   Q.  You have noted that she had recently been in the

           8       Vale of Leven -- I think she'd been in ward 15; is that

           9       right?

          10   A.  That's correct, yes.

          11   Q.  The note here that's been made on your behalf is,

          12       "Admitted with a UTI".  Does that read, "Currently on

          13       levofloxacin"?

          14   A.  That's correct, yes.

          15   Q.  The plan, at this point -- perhaps you can tell us what

          16       the plan was?

          17   A.  We were just waiting on the echocardiogram and to

          18       monitor her blood and, because she was a patient in

          19       ward 14, I suggested that she goes back to -- ward 15,

          20       sorry.

          21   Q.  What, then, about the levofloxacin prescription?  That

          22       was continued; is that correct?

          23   A.  Continue with levofloxacin.

          24   Q.  Was levofloxacin an appropriate antibiotic for the UTI

          25       that appears to be --
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           1   A.  I think there was also a skin infection in this case,

           2       a soft tissue infection, and levofloxacin is licensed

           3       for both UTI and soft tissue infection.  It was started

           4       by the registrar the day before for both.  He tried to

           5       find an antibiotic which is effective for both and he

           6       chose levofloxacin.

           7           I should admit, it might not be the best antibiotic

           8       for -- although it is licensed for both, but considering

           9       its cost and potential side effect, I would probably

          10       have used co-amoxiclav, but the patient has already been

          11       started, and I think, as far as I remember, she was

          12       making some progress, so I felt at this stage we would

          13       continue with the same antibiotic which was started by

          14       the registrar the day before.

          15   Q.  If you look at page 40 of the records -- it is difficult

          16       to place this because it is not clear where this comes,

          17       but I suspect this is probably at the time of admission.

          18       If we go to page 41, we have there the admitting

          19       doctor's notes, and then, if we go to page 40, going

          20       backwards, does page 40 appear to be a continuation of

          21       page 41?

          22   A.  That's correct, yes.

          23   Q.  The notes on page 40 would relate to 7 October, the day

          24       of admission?

          25   A.  That's correct, yes.
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           1   Q.  The suggestion here, also, is that you had a ward round,

           2       then, on that day itself; is that right?

           3   A.  I'm not sure.  There is no date on that one.

           4   Q.  I understood you to say that 40 appears to be

           5       a continuation of page 41.  Can we put page 41 on the

           6       screen as well?  So we have page 41, which is, I think,

           7       the admitting clerking on 7 October.  If we look at 40,

           8       I think it does seem -- the writing looks the same, and

           9       it does seem to follow on from what is on page 41; is

          10       that correct?

          11   A.  It looks like it, yes.

          12   Q.  So it would seem that you had a ward round on the 7th?

          13   A.  Or it could be the 8th.  I probably would say the 8th,

          14       because the 7th was a Sunday, and the agreement that all

          15       patients admitted after 5 pm on Sunday will be going to

          16       the consultant on call for the following day, which is

          17       Monday.  I assume I was on call on that day, covering

          18       for Dr Carmichael, so I probably would say it is the

          19       next day.

          20   Q.  On that basis, then, the date should be 8 October?

          21   A.  Probably, it is the 8th, yes.

          22   Q.  But what I want to ask you about is this: in relation to

          23       your ward round, we have some information.  It is

          24       difficult to make it out.  What is the word before

          25       "?Infection"?
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           1   A.  "Legs ?Infection", I believe.

           2   Q.  "Legs ?Infection.  Source.  Bandages" --

           3   A.  Take the bandages down --

           4   Q.  Take the bandages off, and "swabs" --

           5   A.  -- that's "bandages down" and then "Take swabs".

           6   Q.  Then "Confusion".  Then we see "Start", does that say,

           7       "Start levofloxacin"?

           8   A.  It says "?UTI", yes, "Soft tissue infection".

           9   Q.  So "?UTI.  Soft tissue infection".  Is the next entry --

          10   A.  There is a "+".

          11   Q.  -- "Start levofloxacin"?

          12   A.  I'm not sure whether it was started.  We can look at the

          13       Kardex and see if it was the 7th or the 8th the

          14       levofloxacin was started.

          15   Q.  Let's see if I can take you to that.  I don't think it

          16       is very helpful, but I will take you to it.  It is

          17       GGC26530002.  The top date section has been cut off,

          18       I think, but if we look at the date when the

          19       prescription was started, it is 8 October, which I think

          20       you would suggest ties in with the ward round that you

          21       are talking about; is that right?

          22   A.  Sorry, where can we see the 8th?

          23   Q.  In the little box to the right.  We see

          24       "Levofloxacin" --

          25   A.  Oh, yes.
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           1   Q.  -- and we see the date for the starting of

           2       the prescription.  Although we can't now work out if the

           3       first actual administration of the drug was on the 8th,

           4       we can see that certainly there is a prescription given

           5       in the evening, and then we see some further entries for

           6       the ensuing days; is that right?

           7   A.  Yes, that's possible.  Yes, that's correct.

           8   Q.  If we then go back to your ward round note on the 8th on

           9       page 40, does it seem that the levofloxacin was started

          10       by you on the 8th?

          11   A.  That's quite possible, yes.  I did not have time to

          12       prepare this case because it was only added very

          13       recently.  So, yes, it must have been by myself, yes.

          14   Q.  The suggestion I think you made, that levofloxacin was

          15       started by a junior doctor --

          16   A.  No, I must have -- as I said, I haven't had the time to

          17       look at the notes.

          18   Q.  But I also understood from you that, in fact, you

          19       probably yourself would have preferred another

          20       antibiotic?

          21   A.  Yes, I would -- retrospectively, I would say, yes, it

          22       would have been co-amoxiclav for the cost and perhaps

          23       the less side effects, but it would still have been

          24       a very broad-spectrum antibiotic to cover both UTI and

          25       the soft tissue infection.

                                           100

           1   Q.  But levofloxacin would not be first choice for a UTI or,

           2       indeed, for a skin infection?

           3   A.  It is licensed for both, yes.  If you want to treat both

           4       of them, two in one antibiotic, then it wouldn't be

           5       a bad choice, but perhaps co-amoxiclav would have been

           6       a better choice.

           7   Q.  But levofloxacin is not the first choice?

           8   A.  Yes, it would have been the second choice, yes.

           9   Q.  So I can understand, then, going back to your note, you

          10       have prescribed the levofloxacin for possible UTI and

          11       also for, what, a skin infection; is that --

          12   A.  A soft tissue infection, yes, that's correct.

          13   Q.  I think a urine specimen was obtained in this case; is

          14       that right?

          15   A.  That's correct.

          16   Q.  If we turn to page 123 of the records, can we see here

          17       that the specimen was collected on 7 October, the date

          18       of admission; it was received on 8 October; and we can

          19       see what the result is.  Just before we look at the

          20       antibiotics, how would you categorise the result of

          21       the urine specimen?

          22   A.  It is positive, yes.  Coliform was isolated more than

          23       100,000 per ml.

          24   Q.  Do we take anything else from the description in the lab

          25       report?
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           1   A.  There is a lot of sensitivity to different antibiotics.

           2       One of them is obviously trimethoprim, but also it was

           3       sensitive to ciprofloxacin, which is also a quinolone,

           4       which is similar -- very much similar to levofloxacin.

           5   Q.  But we do not have in the sensitivities any mention of

           6       levofloxacin?

           7   A.  No, they don't do it routinely, no.

           8   Q.  If we go back to the Kardex, at page GGC26530002, can we

           9       see that the levofloxacin is continued, and I think, if

          10       one assumes it starts on the 8th, possibly to the 15th

          11       or 16 October; is that right?

          12   A.  That's correct, yes.

          13   Q.  Should the levofloxacin have been stopped once the

          14       result of the MSU had come through?

          15   A.  No, because we are treating both soft tissue infection

          16       and urinary tract infection --

          17   Q.  So what --

          18   A.  -- which, if we were to stop and change to trimethoprim,

          19       then we would have another antibiotic to cover the skin

          20       infection.

          21   Q.  What was covering the urine infection?

          22   A.  The levofloxacin.

          23   Q.  If we go back to the lab report, there is no suggestion

          24       of the levofloxacin -- to the organism being sensitive

          25       to the levofloxacin?
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           1   A.  I have just said quinolones are very much similar in

           2       their spectrum of activity, so if it was sensitive to

           3       ciprofloxacin, likely to be -- it is very likely to be

           4       sensitive to levofloxacin as well.

           5   Q.  When the lab result was available, would that be

           6       something that would be considered, then, by the junior

           7       doctor?

           8   A.  Yes, of course.

           9   Q.  Would the junior doctor consult with you to see what

          10       should happen, standing the fact that there was no

          11       mention of sensitivity to levofloxacin in the lab

          12       result?

          13   A.  Depending on how confident the junior doctors are and

          14       how much knowledge they have about the quinolones.

          15   Q.  Any suggestion that, when the specimen came through, the

          16       levofloxacin should have been stopped, you wouldn't

          17       agree with that?

          18   A.  I don't agree with that, because it was meant for the

          19       treatment of two infections.

          20   Q.  If we go back to the lab specimen, on page 123, we see

          21       that the organism is sensitive to co-amoxiclav; is that

          22       right?

          23   A.  That's correct.

          24   Q.  That, I think, certainly with hindsight, you think would

          25       have been a better option to begin with?
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           1   A.  I thought, yes.  I mean, I don't know, at that time, why

           2       I gave.  Obviously, it is a choice between this and

           3       that, you know, but, yes, it would have been a drug

           4       which is less expensive and perhaps has less side

           5       effects as well.

           6   Q.  Do I take it from that that, at least with hindsight,

           7       you think it would have been a better option.  It would

           8       have covered the possible diagnosis that you then had in

           9       mind: namely, the urinary tract infection and the soft

          10       tissue infection?

          11   A.  That's correct.

          12   Q.  Could it be said, then, if that is right, that having

          13       had the lab report to indicate that the organism in the

          14       urine specimen was sensitive to co-amoxiclav, there

          15       would have been a certain logic in simply prescribing

          16       co-amoxiclav at that point, to cover both?

          17   A.  But levofloxacin would cover both, and there was some

          18       sensitivity to quinolones.  After three days, there's no

          19       point, because you're going to have to start from --

          20       with another course for perhaps, at least, five or six

          21       days.  So it's not a routine practice to change when you

          22       have -- when you have already started an antibiotic.

          23   Q.  Although, with hindsight, you would have started the

          24       co-amoxiclav, you say that, even once the lab result is

          25       through, there would not have been a basis for moving
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           1       from the levofloxacin to the co-amoxiclav?

           2   A.  Yes, I would say there is no reason at that stage if the

           3       patient was responding.

           4   DAME ELISH:  My Lord, on this particular point, with

           5       reference to the choice of antibiotics, although it

           6       wasn't included on the list, the drug gentamicin has

           7       been referred to.  I wonder if my learned friend could

           8       ask the witness for his response to that, given that

           9       that was a recommendation from one of our experts?

          10   A.  Gentamicin would be -- you would need probably

          11       flucloxacillin to cover both the soft tissue and the

          12       urinary tract infection.  Plus it is a very toxic drug

          13       as well, given by injection only, it is not available

          14       orally.

          15   LORD MACLEAN:  It is an option?

          16   A.  It is an option, but a combination of two, rather than

          17       one drug.

          18   MR MACAULAY:  I think it is fair to say that you didn't have

          19       a great deal further to deal with this particular

          20       patient before the patient, I think, was transferred to

          21       ward -- was it ward 15?  In any event, one of

          22       the rehabilitation wards; is that right?

          23   A.  That's where she was discharged from, certainly, yes.

          24   Q.  I think one of the points that has been made in this

          25       connection is that the levofloxacin might not be the
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           1       antibiotic of choice if MRSA might be involved; is

           2       that --

           3   A.  Oh, yes, definitely.  None of these antibiotics which

           4       are listed in the sensitivity would have been the drug

           5       of choice if MRSA was cultured from the swab.

           6   Q.  So far as this patient was concerned, had she had

           7       a previous admission where there was MRSA discovered

           8       from some eye swabs?

           9   A.  I think it was swabs from the eye and not from the skin

          10       itself.

          11   Q.  Did that not feature in your thinking, then, at the

          12       time, as to whether levofloxacin was appropriate,

          13       standing the fact of what you said about its

          14       contraindication for MRSA?

          15   A.  It is not effective.  Neither of these drugs -- if

          16       I were to consider MRSA, I would have to start the

          17       patient on vancomycin or teicoplanin intravenously.

          18           But in the absence of -- I did say for swabs from

          19       the soft tissue side, but if there was MRSA, then, yes,

          20       I would have, but then, if the MRSA was isolated from

          21       the eye, it is not necessarily that you would isolate

          22       MRSA from everywhere in the body from the axilla or the

          23       groin or perineum.

          24   Q.  The prescription of levofloxacin then that you have

          25       accepted was made by you on 8 October, is that based on
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           1       any advice provided in the guidelines?

           2   A.  No, but I was trying to find an antibiotic to cover both

           3       the soft tissue and the urinary tract infection.

           4   Q.  Co-amoxiclav, I think you have agreed, which is covered

           5       in the guidelines, would cover both?

           6   A.  But it also has its side effects.  It is

           7       a broad-spectrum antibiotic as well.  That is how it

           8       covers the two sites of infection.

           9   Q.  Can we leave this case aside and move on to the last

          10       case that I would like to look at with you,

          11       Dr Al-Shamma, and that is Alister Johnston?

          12           The medical records for Mr Johnston are at

          13       GGC00300001.  If we turn to page 37 of the records, can

          14       we note here -- I'm sorry, I have moved ahead.  Just

          15       bear with me.

          16           I think I'm right.  This is the admission date for

          17       22 December 2007, where the admitting consultant is said

          18       to be Dr McCruden.  Do you see that?

          19   A.  I do, yes.

          20   Q.  Did you have some involvement with Mr Johnston?

          21   A.  Prior to admission?

          22   Q.  Or after admission?

          23   A.  Oh, after admission, yes, I was asked by Dr McCruden to

          24       see the patient.

          25   Q.  Were you, then, not the consultant in charge of
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           1       the patient?

           2   A.  No.

           3   Q.  Have you had the opportunity of looking at the records?

           4   A.  Yes, I had a call on 2 January from one of

           5       the registrars to see Mr Johnston on the request of

           6       Dr McCruden with regard to his chest.

           7   Q.  I will take you to the note, then, if that might help.

           8   A.  Yes, of course.

           9   Q.  It is page 40 of the notes.  Do we have for the 31st an

          10       entry by Dr McCruden; is that correct?  Is that his

          11       handwriting?

          12   A.  That is his handwriting, indeed, yes.

          13   Q.  There is reference there to you, I think, at the very

          14       end; is that right?

          15   A.  That's correct.

          16   Q.  Then, on 2 January -- the date is not clear, but I think

          17       it is 2 January 2008.  The note is, "Seen by

          18       Dr Al-Shamma"; is that right?

          19   A.  That's correct, yes.

          20   Q.  Is this the entry you had in mind a moment ago when you

          21       mentioned this?

          22   A.  Yes, this is the start of my short involvement with

          23       Mr Johnston, yes.

          24   Q.  Why were you being asked to look at Mr Johnston?

          25   A.  Mr Johnston is known to suffer from interstitial lung
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           1       disease.  That is a disease which causes inflammation of

           2       the lung tissue and ultimately leads to scarring of

           3       the lung tissue.  We call it lung fibrosis.  This can

           4       lead also to bronchiectasis, which is dilatation of

           5       the windpipes, and that makes the patient susceptible to

           6       infections, recurrent chest infections, which are

           7       difficult to treat.

           8           Because of his underlying chest condition and lack

           9       of response, he was admitted because of chest infection.

          10       I think he was started on co-amoxiclav and

          11       clarithromycin, but after a few days, or several days,

          12       of treatment, he was not improving and Dr McCruden asked

          13       for my opinion, my input.

          14   Q.  What conclusion did you come to, having --

          15   A.  I felt there is a chest infection, so I asked for

          16       a sputum culture to be sent and then some chest

          17       physiotherapy to help him with the expectoration of

          18       the sputum and I said, "I will review him again".

          19   Q.  I think you reviewed him on the 4th, and if we turn to

          20       page 42 of the records, we have an entry here for the

          21       4th.

          22   A.  Yes.

          23   Q.  What was the position at this point?

          24   A.  So I was wondering whether this continuous cough and

          25       phlegm and increasing breathlessness was simply due to
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           1       the progression of the underlying lung disease, which is

           2       called interstitial lung disease, or whether there is an

           3       infection ongoing.  So I requested a high resolution

           4       CT scan, another sputum culture sample to be sent for

           5       culture, and also I recommended changing the

           6       antibiotic -- I think it was co-amoxiclav rather than

           7       ampicillin -- to levofloxacin, and that is in accordance

           8       with the available guidelines for severe chest

           9       infection, if -- first-line therapy would be

          10       levofloxacin.

          11           Levofloxacin, also, apart from being a fairly

          12       broad-spectrum antibiotic effective against most chest

          13       infections, is also effective against atypical pathogens

          14       and, also, it does penetrate deep into the lung tissue

          15       and can be quite useful in patients with damaged lungs.

          16   Q.  So if we are looking at the note that's been made on

          17       your behalf on the 4th, are you saying that the reason

          18       you prescribed the levofloxacin was because you

          19       considered that he was suffering from a severe chest

          20       infection?

          21   A.  That's correct, yes, and has failed to respond to

          22       co-amoxiclav.

          23   Q.  How do we take that conclusion from the note that's been

          24       written on your behalf?

          25   A.  I just said "ongoing infection" in spite of -- you know,
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           1       obviously, I was aware that the patient was on

           2       antibiotic.

           3   Q.  Do you tell us in that particular note that the reason

           4       for the prescription is that you have concluded that he

           5       is suffering from a severe chest infection?

           6   A.  It's a resistant chest infection to the antibiotic.  No,

           7       I wasn't -- I did not write that down, but that's quite

           8       obvious, obviously, that somebody with interstitial lung

           9       disease, he has these infections which are deeply seated

          10       in his chest and you need to try to eradicate the

          11       infection before further lung damage is incurred.

          12   Q.  Then I think, if you go to page 43 of the records, there

          13       is a further ward round by you on 10 January; is that

          14       correct?

          15   A.  That's correct, yes.

          16   Q.  You have now got the CT chest results back; is that

          17       correct?

          18   A.  That's correct, yes.

          19   Q.  I think you start prednisolone; is that right?

          20   A.  That's very correct, because the CT scan had shown a lot

          21       of inflammation in the lung tissue, which means the

          22       disease was very active, the interstitial lung disease,

          23       and the presence of ground glass appearance on the

          24       CT scan is consistent with active inflammation, and this

          25       is when we decide to start some immunosuppressive

                                           111

           1       therapy, and that was prednisolone.

           2   Q.  I think you have noted "Continue with levofloxacin"; is

           3       that right?

           4   A.  Yes.

           5   Q.  We are six days into the therapy.  Has there been any

           6       improvement?

           7   A.  There has been, yes.  There was some improvement.

           8   Q.  How long did you envisage, then, that the levofloxacin

           9       would be prescribed for?

          10   A.  For severe chest infections, usually ten days.

          11   Q.  So if we go to the Kardex on page 106, I think the

          12       levofloxacin was prescribed on 4 January, and it seems

          13       to have been administered up until about what looks like

          14       17 January, that is some, what, 13 days or so; is

          15       that --

          16   A.  Yes, it is anything between 10 and 14 days.  It depends

          17       on the response.

          18   Q.  So you consider that is a reasonable duration?

          19   A.  Yes.  I would say yes.  I mean, for a deep-seated chest

          20       infection -- in fact, the response was quite

          21       satisfactory.  It reflected by the CRP.  Because, on the

          22       3rd, the CRP was 60, which is just the day before

          23       levofloxacin was started.  On 13 January, it was 13, and

          24       on the 14th, it was 9.  So the response was quite

          25       satisfactory, yes.
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           1   Q.  I will put the Kardex on the screen: GGC23410006.

           2       I think what I have taken from that was --

           3   A.  Yes, about 12 days.

           4   Q.  Thank you.  I have finished looking at individual

           5       patients, and there are a number of other points I want

           6       to raise with you, Dr Al-Shamma.

           7   DAME ELISH:  My Lord, I wonder, before my learned friend

           8       makes his general questions, if it is possible for us to

           9       return to the patient from yesterday's evidence, with

          10       reference to Elizabeth Valentine, and the state of

          11       knowledge of the clinicians regarding the question of

          12       C. difficile and the colitis?

          13           Overnight, we have looked again at the nursing

          14       records, and if the Inquiry's attention is drawn to

          15       GGC00800226 of the nursing records on 21 February at

          16       1250 there is an entry which my learned friend may wish

          17       to refer to.

          18   MR MACAULAY:  I will look at my records.  I'm not clear.

          19   DAME ELISH:  Sorry, it is 226, rather than 026.  The entry

          20       at 1250 on what appears to be still the 21st, although

          21       it has a hole punch through the first day, reference to:

          22           "Patient had scope Friday - shown pseudomembranous

          23       colitis."

          24           "Family aware", and then reference to:

          25           "Stool sample to be obtained and sent for C. diff
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           1       and C. diff toxin.  Oral metronidazole."

           2   MR MACAULAY:  I did look at this yesterday, I think.

           3       Perhaps my learned friend could indicate where I should

           4       take it now.

           5   LORD MACLEAN:  This is the nursing record?

           6   DAME ELISH:  That's correct, my Lord.  My understanding is

           7       there was a question of whether or not there was an

           8       awareness of this in the ward at that point in time.

           9   LORD MACLEAN:  I don't think that was the point being made.

          10   MR MACAULAY:  I think the point that I took from this

          11       yesterday -- perhaps you can correct me if I am wrong,

          12       Dr Al-Shamma -- was that there was some reference in the

          13       nursing notes to the pseudomembranous colitis, but not

          14       in the clinical notes?

          15   A.  Yes.

          16   Q.  I think that is what I took from you yesterday in this

          17       connection?

          18   A.  That's very correct.  But, I mean, the clinical notes

          19       would have included the colonoscopy report from

          20       Dr Carmichael.

          21   Q.  Yes.

          22   A.  That was available, and, indeed, the metronidazole was

          23       started on the same day.  Now, on that day, the SHO did

          24       not put a comment or make a note in the case notes that

          25       the colonoscopy had shown these findings, but he did act

                                           114

           1       and start the metronidazole immediately.

           2           There are times when we were short of SHOs and, in

           3       their defence, sometimes you have one SHO covering both

           4       ward 3 and 6 and they don't have the time to see all

           5       patients except the ill patients.

           6           So, yes, there are missing, you know, but, at the

           7       end of the day, my conclusion for that lady, I did not

           8       have a chance to say this: this lady, we were mainly

           9       focusing on cancer and advanced carcinomatosis, treating

          10       the hypercalcaemia.  The C. diff findings came as

          11       a surprise to us because, prior to admission, she had

          12       loose bowel motions and, when we had the results, we

          13       were a bit surprised, obviously.  It was the least of

          14       her trouble and the C. diff infection was very mild and

          15       was treated appropriately with metronidazole and

          16       certainly --

          17   LORD MACLEAN:  I think we have been there.

          18   A.  Yes, that is what I'm trying to say now.

          19   LORD MACLEAN:  I don't think we need to return to it.

          20   A.  No, I think there was a discussion whether it was mild

          21       or severe and I still think it is very mild, it

          22       responded to treatment.

          23   LORD MACLEAN:  I remember the exchange.

          24   A.  I would like to stress this point.

          25   MR MACAULAY:  Just some general points, having regard to
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           1       some of the evidence you have given generally, and then

           2       I will come back at the end to make some general points

           3       about the cases.

           4           Pre-June 2008, is it fair to say that you, as

           5       a doctor, really did not have any active involvement in

           6       infection control in the hospital?

           7   A.  No -- well, apart from when I have a patient with an

           8       infectious condition, I make sure that the patient is

           9       isolated and the patient is barrier nursed, and take the

          10       essential measures to make sure the infection doesn't

          11       cross to other patients and pass on to another patient.

          12   Q.  What was the position after June 2008, then, in that

          13       connection?  Were you more involved in infection control

          14       matters after June 2008, particularly after matters came

          15       to a head and there had been some investigation into

          16       these matters?

          17   A.  Apart from the training which we had, I don't think

          18       there was any, like -- I mean, we just had to continue

          19       doing what we were doing, but there wasn't any sort of

          20       active involvement.

          21   Q.  Were there any changes in the way in which you treated

          22       patients who developed C. diff after June 2008?

          23   A.  Treatment, no.  Treatment is the same.  It is always

          24       metronidazole and, in relapsing conditions, vancomycin,

          25       or more severe conditions.  No change at all.
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           1   Q.  In relation to the obtaining of specimens and the

           2       results from specimens, from your perspective, did you

           3       consider whether there was any delays in that, either

           4       getting specimens and specimens being reported back?

           5   A.  I think I'm always concerned about C. diff and my policy

           6       is always to phone the lab and get the results.  When

           7       C. diff or any other infective diarrhoeal disease is

           8       suspected.  So just basically phone the lab and try to

           9       find -- get the results, because I would expect the

          10       results to be available on the same day if the specimen

          11       was sent during the working hours, and the latest would

          12       be the following morning, if it was sent, after or late

          13       in the working hours or after the working hours.

          14   Q.  To come back to my question, were you conscious, then,

          15       of there being any delays in the way in which the system

          16       was operating?

          17   A.  I wasn't.  It came to my mind, but I wasn't aware that

          18       this was happening during the outbreak, but after the

          19       outbreak, it was discussed and pointed out that there

          20       were some delays in processing and sending the samples.

          21   Q.  In relation to contacting the lab in connection with

          22       a specimen, did you, yourself, actually do that in the

          23       course of the period we are concerned with?

          24   A.  During the period for C. diff --

          25   Q.  Yes.
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           1   A.  -- or for anything?  No, it is the junior.  We said that

           2       yesterday.  We just ask the junior to phone the lab and

           3       find out what's going on.  Sometimes they get results

           4       phoned later on during the day.

           5   Q.  The delays in processing samples I think is something

           6       you say was pointed out after it became apparent that

           7       there may have been a problem with C. diff?

           8   A.  Well, it was discussed, yes, it was an issue.  We had

           9       a few discussions, obviously.  But that did not -- you

          10       know, it wasn't -- none of my patients had this problem,

          11       as far as I remember, so basically, it wasn't -- it did

          12       not come to my attention during the concerned period,

          13       but it was raised and discussed afterwards.

          14   Q.  Were the discussions afterwards at a formal meeting of

          15       some sort, or was it just general discussion amongst

          16       the --

          17   A.  No, it's usually the general -- the medical division

          18       meeting where we discuss -- obviously, that issue was

          19       discussed at our consultant meeting, and the point of

          20       this is obviously to make sure that we get a call or we

          21       phone the lab or the lab will phone us.  If there is any

          22       delay, we should phone the lab for the results of

          23       the C. diff.

          24   MR PEOPLES:  My Lord, I wonder if I could ask Counsel to the

          25       Inquiry to clarify the situation in which the junior
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           1       doctor, on Dr Al-Shamma's behalf, would contact the lab:

           2       was that in a situation of delay, or was that the

           3       general situation, that the doctors were expected to

           4       phone the lab to find out the result of a specimen that

           5       was taken that day or late on the previous day?

           6   LORD MACLEAN:  I have inferred -- but we have to be careful

           7       about inferences -- that, of course, Dr Al-Shamma, being

           8       the consultant, wouldn't phone the lab, he would leave

           9       it to the junior; is that right?

          10   A.  It doesn't make any difference.  At the end of the

          11       day --

          12   LORD MACLEAN:  I'm not suggesting there is a difference, but

          13       that is what happened?

          14   A.  Yes.

          15   LORD MACLEAN:  But not because of a delay, he just phoned

          16       the lab to find out.

          17   MR PEOPLES:  That is what I took his evidence to be,

          18       although it was in this context of a discussion about

          19       delays.  It is just that we have heard evidence so far

          20       that the usual practice was for the lab to phone the

          21       ward.  I wonder whether this reflects a rather different

          22       situation.

          23   LORD MACLEAN:  The ward might not be the doctor, you see.

          24   MR PEOPLES:  No, I accept that.  It is just to note how that

          25       fits in with what we have previously heard.  It may be
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           1       Dr Al-Shamma can't really cast much light on it.

           2   LORD MACLEAN:  What do you say, Dr Al-Shamma?

           3   A.  I'm not talking only about C. diff.  I'm talking about

           4       any other results, like histology results for a lung

           5       biopsy I have taken during bronchoscopy or blood

           6       results, or, you know -- these things I'm talking about.

           7       Any results.  Well, for the -- I'm sorry, I have to

           8       correct that.

           9           For the lung biopsy, I would call, because it is

          10       always confidential and the results would be given to

          11       the operating consultant, but for other blood results,

          12       sputum culture results, there is more time for the

          13       juniors to phone and quite often you get phoned an hour

          14       later or "We will call you back when the result is

          15       available" and I might not be in the hospital, I could

          16       be in a peripheral clinic or doing bronchoscopy where

          17       I can't answer my page.

          18           I think most consultants would follow the same

          19       policy, unless it is a very important and urgent matter

          20       or it is a biopsy result and cancer is suspected, they

          21       would ask the junior to phone the lab.

          22   MR MACAULAY:  I think we have seen some entries in the

          23       records to, for example, chase up cultures, and so on.

          24   A.  That's correct.

          25   Q.  My own recollection is, in relation to cases that you
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           1       are concerned with, that we don't see in the records, in

           2       the clinical records --

           3   A.  I'm sorry?

           4   Q.  We don't see in the clinical records any suggestion that

           5       junior doctors were chasing up specimens in connection

           6       with C. difficile; would that be fair?

           7   A.  I mean, again, my cases -- there were only a few cases

           8       I was involved with C. diff.  If you are talking about

           9       general chase-up, sputum culture, or -- then it is

          10       a different thing.

          11           For C. difficile, most of the patients, there was

          12       no -- as far as I know, going through the notes, there

          13       was no delay.  So I don't see this as a problem in my

          14       own patients.

          15   Q.  In relation to the cases that we have looked at, is it

          16       the case that in some cases there were prescriptions of

          17       antibiotics that you would not agree with, and I think

          18       you have indicated that, on occasions, junior doctors

          19       should not have prescribed certain antibiotics?

          20   A.  Yes, like we had an example for, I think, Mrs Gaughan

          21       where ciprofloxacin was prescribed by the junior doctor

          22       who changed -- he took the action of changing the

          23       co-amoxiclav to cipro, and then, a day later, he phoned

          24       when there was no further response, no improvement,

          25       phoned the microbiologist, who suggested change to
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           1       moxifloxacin without my knowledge until the patient had

           2       deteriorated and she was transferred to Paisley with

           3       severe pneumonia, progressive pneumonia.

           4   Q.  Although it is the junior doctor who does that, the

           5       patient remains your responsibility?

           6   A.  Middle grade, yes.  The junior wouldn't change

           7       antibiotic unless they have discussed things with the

           8       middle grade or myself.  Yes, it is my responsibility,

           9       but I can't be, you know, standing five days a week on

          10       the ward and watching every change in antibiotic.  If it

          11       was a major change, I would expect the registrar to

          12       speak to me.

          13           If it was on the advice of a microbiologist, then

          14       probably I wouldn't expect him to speak to me.  If the

          15       patient becomes unwell, then I would expect him to speak

          16       to me.

          17           We had also arrangement that, if I am in

          18       a peripheral clinic, which is every Wednesday from

          19       12.30, and most Thursdays, then the consultant on call,

          20       if there is a patient of mine who has become unwell, or

          21       any other consultant, then the consultant on call would

          22       be advised to ask to come and see the patient in our

          23       absence.

          24   Q.  Are there also some instances of there not being

          25       immediate review of patients who are diagnosed with
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           1       C. diff?  So you might have a diagnosis on one day and

           2       perhaps it is a day or so later before there is

           3       a medical review?

           4   A.  By a junior or --

           5   Q.  Yes.  By any doctor.

           6   A.  Well, by any doctor.  Because the ward round is

           7       a routine thing, it has to be done every day, but we had

           8       an example, obviously, of Mrs Valentine, who had

           9       a review on that morning but the C. diff result I think

          10       came a bit later on, is it, and --

          11   Q.  But would you --

          12   A.  I don't think there was -- you know, we're reviewing

          13       patients every day in general, either by myself or by

          14       the middle grade, except the weekends, and we knew that

          15       this is a problem, but at the end of the day, there was

          16       no staffing.  This is what we had, and we have to stick

          17       to the European Working Hours agreement.

          18   Q.  I was focusing in particular on reviewing patients for

          19       C. diff.  Were there occasions when, although C. diff

          20       had been diagnosed, there may have been some delay on

          21       the part of the medical staff in reviewing the patient

          22       for the C. diff infection?

          23   A.  I'm not sure.  We had one example, but I'm not sure of

          24       the -- if it has happened again.  But that was only one.

          25       But the patient was reviewed on that morning, and
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           1       perhaps the middle grade felt that it's not essential to

           2       review the situation again.

           3   Q.  Do you consider, having looked at the records we have

           4       looked at, that the nature of the C. diff infection and,

           5       in particular, whether or not it was severe, was being

           6       properly assessed at the time of the medical review?

           7   A.  I think so, yes.

           8   Q.  If a patient is C. diff positive and has been diagnosed

           9       as such, are you suggesting it would be appropriate to

          10       wait until the next day before a proper review of that

          11       patient is carried out by a doctor?

          12   A.  Well, I mean, it depends on the situation.  If the

          13       patient was reviewed that morning and the abdomen was

          14       soft and he/she was haemodynamically stable, then

          15       I don't think there is anything urgent about reviewing

          16       the patient twice or three times on the same day.

          17           But, obviously, if he was unwell, like any other

          18       unwell patient, patients with, you know, septic shock,

          19       patients with severe hepatic encephalopathy or whatever,

          20       or peripheral shutdown, then they should be reviewed

          21       more frequently.

          22   Q.  The other point I want to pick up with you is this: do

          23       you consider whether, in relation to some of the entries

          24       we have seen as to why antibiotics were being

          25       prescribed, there is, at least on some occasions, a lack
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           1       of clarity as to why a particular antibiotic has been

           2       prescribed by the doctor?

           3   A.  I think most of the time there is a clear indication.

           4       It could be that -- there are one or two situations when

           5       there is no clear documentation as to why the antibiotic

           6       was not -- or was prescribed, sorry, but these things do

           7       happen all the time, to be honest with you.

           8   Q.  In relation to the gaps that we see in the clinical

           9       notes between reviews -- because I think you do say that

          10       a patient, particularly a patient who is not well,

          11       should be seen every day by a doctor.  If there are

          12       gaps, gaps should not occur.  Is that, as a matter of

          13       principle, correct?

          14   A.  I'm not sure if we have seen a lot of gaps.  Certainly,

          15       at the weekends, there is a gap, and we all know about

          16       that, and the patient will only be reviewed on the

          17       request of the nurse in charge, or if a message has been

          18       left from the previous day SHO to the oncall SHO to

          19       review this patient because he is unwell, but there is

          20       no way we could do a ward round and see all the patients

          21       in the ward when we had the short staffing.

          22           You also need to remember sometimes, for the whole

          23       weekend, like 9.00 to 9.00, we had an FY2, who is a very

          24       inexperienced middle grade, and they are responsible,

          25       and they are quite -- quite often, they are quite
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           1       hesitant to make major decisions and most of the time

           2       they end up contacting us with regard to decisions.  So

           3       we could have -- we could spend, you know, a Saturday

           4       and Sunday receiving ten or 15 calls from the oncall

           5       middle grade because they just have not much confidence

           6       in themselves.

           7           I recall a night where I had received -- from

           8       midnight to 7 o'clock the following morning, where I had

           9       received six or seven calls from the registrar.  Every

          10       hour you get awakened because there is a problem.

          11           I don't know that this answers your ...

          12   Q.  Can I then just look briefly at the statements you have

          13       provided to the Inquiry, Dr Al-Shamma?  The first

          14       statement you provided is at WTS00740001.  I want to

          15       pick up with you on page 3 of the statement, and it is

          16       paragraph 12.  You say there -- I will read this to you:

          17           "I am aware of the Scottish surveillance programme

          18       for Clostridium difficile associated disease.  I believe

          19       that, had figures been properly audited during the

          20       outbreak and something significant risen, I would have

          21       expected to have received some form of communication

          22       regarding this."

          23           I just wanted you to explain what you mean by that

          24       comment?

          25   A.  Basically, I was just saying that if anybody had looked

                                           126

           1       at the number of cases of C. diff happening in the Vale,

           2       whether the infection control team or the microbiologist

           3       or the nursing staff, then obviously I would have been

           4       informed about that and we would have known about it.

           5           Like the chart which I was shown yesterday, there

           6       was, I think, five or six cases of C. diff in December,

           7       between the 10th and the 20th, and if that has been

           8       picked up, then probably we would have averted further

           9       outbreaks or further C. diff infections.

          10   Q.  In your supplementary statement, if I can look at that,

          11       that's WTS01850001 in paragraph 19 what you say is this:

          12           "I have been asked if I used flowcharts for

          13       monitoring the progress of a patient suffering from

          14       C. diff.  I do not remember ever using them for any

          15       case.  I would have referred to the nursing notes for

          16       any information that I would have required and the

          17       nurses keep stool flowcharts."

          18           I understand your evidence to be, in fact, that you,

          19       yourself, would not pay particular regard to any stool

          20       charts kept by the nurses?

          21   A.  During that period, no, I was not, and I would just

          22       trust what the nurse tells me about the frequency,

          23       consistency and the amount of the bowel motion.

          24   Q.  In paragraph 22, what you say is this:

          25           "At the time, I would routinely use the CURB-65
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           1       score system and, as far as I am aware, the other

           2       doctors at the Vale of Leven Hospital used this system

           3       as well."

           4           Was that the case -- we had some discussion about

           5       this this morning -- that you did use the CURB system as

           6       a scoring system?

           7   A.  I did not document it in the notes, but I would use it

           8       in broad terms.  I mean, I should admit, although it is

           9       widely used, it is not the most specific and sensitive

          10       way to assess the severity of the chest infection of

          11       the pneumonia, and I tend to count on my clinical

          12       judgment, having, you know, had this experience in chest

          13       medicine for over 30 years now.

          14   Q.  Page 7 at paragraph 35, what you say here is this:

          15           "If I wished to consult a microbiologist, I simply

          16       got in contact with whoever was on call.  Although it is

          17       easier now, it was not particularly difficult then."

          18           But in relation to, certainly if we are focusing on

          19       C. difficile, I think your evidence has been that it

          20       would be the junior doctor's task to contact the

          21       microbiologist?

          22   A.  Yes.  I mean, when I say that, I would ask someone to

          23       contact the microbiologist on my behalf.

          24   Q.  At paragraph 46, you touch upon fluid management, and

          25       you say:
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           1           "I have been asked if there was awareness, during

           2       the period between January 2007 and June 2008, fluid

           3       management was important in the management of patients

           4       with C. diff.  Of course we were aware of this, and

           5       I have explained the significance of fluid levels

           6       elsewhere in this statement.  I would have expected the

           7       nurses to keep accurate fluid balance charts."

           8           In particular, with a patient with C. diff, would

           9       you expect the nurses to keep accurate fluid balance

          10       charts?

          11   A.  Yes, I would expect that, especially if the C. diff was

          12       fairly severe.

          13   Q.  If I can take you to paragraph 58, which is the last

          14       paragraph I want you to look at in your statement, where

          15       you are talking about changes:

          16           "I believe that the main changes that have come

          17       about since the incidences of C. diff at the

          18       Vale of Leven Hospital are that there is a clear-cut

          19       antibiotic prescribing policy, increased space between

          20       beds and in wards generally, more awareness of IC issues

          21       across all levels of staff including doctors and nurses,

          22       improved patient care, and a drop in the number of cases

          23       of C. diff."

          24           I did ask you about the awareness of infection

          25       control issues across all staff, and I think -- do you
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           1       accept that you have got a greater awareness since of

           2       infection control issues than you had before June 2008?

           3   A.  I have always, you know, followed the advice, or I would

           4       always ask the nurse, if a patient was in a single room,

           5       as to why he is in a single room, and quite -- well, all

           6       the time I would follow the advice of the nurse with the

           7       personal protection equipment.

           8           I mean, I believe more awareness within the staff,

           9       maybe the middle grade and the junior staff as well.

          10   Q.  What about the reference to "improved patient care"?

          11       Can I just ask you about that: what do you mean by that?

          12   A.  It must have been a mistake, to be honest with you.

          13       I don't think I meant that.  The patient care has been

          14       good.

          15   Q.  What you say there is that the changes have brought

          16       about, as I read it shortly, improved patient care?

          17   A.  As I'm saying, it must be a mistake.  I don't think

          18       I meant specifically patient care; in general, you know,

          19       because I don't think there was a problem with the

          20       patient care.

          21   Q.  I have been asked to put some questions to you on behalf

          22       of a number of the parties.

          23   LORD MACLEAN:  Before you go there, I just want to ask you

          24       one thing, Dr Al-Shamma: you will recall in your

          25       evidence yesterday, and to some extent today, that you
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           1       said that the junior doctor would make a record after or

           2       during your ward rounds reflecting what your instruction

           3       was, what you had found, of course, on examination, if

           4       that was the case, and what treatment you had indicated

           5       was to be carried out.

           6   A.  That's correct.

           7   LORD MACLEAN:  In some cases you will recall that was not

           8       recorded faithfully.  Either it was the wrong antibiotic

           9       or there was no reference to something that you had

          10       said.  Do you remember?

          11   A.  Sorry, wrong antibiotic, did you say?

          12   LORD MACLEAN:  Yes, there was one case yesterday.  I was

          13       just looking at it.  I think it was in Mrs Valentine's

          14       case, actually, ciprofloxacin, which you had not

          15       indicated was continued; do you remember that?

          16   A.  Oh, yes, I wasn't aware of it, yes.

          17   LORD MACLEAN:  That happened --

          18   A.  Yes.

          19   LORD MACLEAN:  -- and that was the immediate

          20       responsibility -- I say "immediate" because you carry

          21       the ultimate responsibility -- of the junior doctor;

          22       right?

          23   A.  The immediate responsibility --

          24   LORD MACLEAN:  Of getting the notes right.

          25   A.  Yes.
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           1   LORD MACLEAN:  What I'm not clear about is whether you ever

           2       checked these notes following ward rounds?

           3   A.  Sometimes I do, yes, and I'll try sometimes -- it

           4       depends on the middle grade, if he's very experienced

           5       and I'm happy with what he writes, I wouldn't, but if

           6       he's fairly junior, then, yes, I would check that.

           7   LORD MACLEAN:  You would check?

           8   A.  Yes, but not all the time.  I do that now, but obviously

           9       the difference that we were working under tremendous

          10       pressure there, and you could be responsible easily for

          11       25, 30 patients in one day, and you have to see all of

          12       them, plus you could get more admissions during the day,

          13       and you have to space your time and prioritise things.

          14   LORD MACLEAN:  I'm conscious, of course, that you are now

          15       working in the Royal Alexandra Hospital.

          16   A.  Sorry, it is Inverclyde Royal Hospital.

          17   LORD MACLEAN:  Sorry, Inverclyde, I beg your pardon.

          18   A.  Yes.

          19   LORD MACLEAN:  When you said, "We were working at that time

          20       under tremendous pressure", do you mean that,

          21       subsequently, that pressure eased and you had more time

          22       to check the records?

          23   A.  At the Vale?

          24   LORD MACLEAN:  Yes.

          25   A.  No.  There was not much difference, I mean, as far --
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           1       I mean, things were gradually changing with the closure

           2       of the hospital and gradually some of the extra sort of

           3       help we were getting, like the anaesthetists, gradually

           4       the number was coming down.

           5   LORD MACLEAN:  I'm just looking at it.  You said:

           6           "Answer:  ... I do that now, but obviously the

           7       difference that we were working under tremendous

           8       pressure there, and you could be responsible easily for

           9       25, 30 patients in one day, and you have to see all of

          10       them, plus you could get more admissions during the day,

          11       and you have to space your time and prioritise things."

          12           Now, did that improve in your time at the Vale,

          13       before you left to go to Inverclyde?

          14   A.  I don't think there was significant improvement, to be

          15       honest.  I think the number of patients admitted to the

          16       hospital started to drop significantly, and the reason

          17       for that, because, at that stage, after that or during

          18       that, I can't remember -- it would be after that period,

          19       there was more of sort of strict sort of guidelines as

          20       to which patients should be admitted to the Vale and

          21       which patients should go direct to RAH and which

          22       patients should not be managed -- should he arrive to

          23       the Vale should not be managed in the Vale and be

          24       transferred to the RAH.  So the number of patients and

          25       the difficult cases were dropping gradually, but the
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           1       actual sort of input or help from the middle grade did

           2       not change.

           3   LORD MACLEAN:  Thank you.

           4   MR MACAULAY:  I will begin, Dr Al-Shamma, by putting some

           5       questions to you that I have been asked to do on behalf

           6       of the patients and families.

           7   A.  Sure.

           8   Q.  The first is that, during the relevant period, would you

           9       always wear personal protection equipment before

          10       entering the room of a patient with confirmed C. diff

          11       infection?

          12   A.  Yes, I do.

          13   Q.  It has been suggested in evidence that there was an

          14       occasion -- this was by Mrs Chandler -- when you went to

          15       see Alister Johnston that you were not wearing gloves or

          16       an apron.  Is that possible?

          17   A.  Mr Johnston was not suffering from C. diff the time

          18       I was involved in his care, as far as I know.

          19   Q.  Just to be clear, if that suggestion were to be made in

          20       that context, it is something you would not accept; is

          21       that right?

          22   A.  No -- I mean, can we just go through the notes and find

          23       out when he suffered from or when he was confirmed to be

          24       C. diff positive?  Because I only saw him twice in the

          25       ward.
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           1   Q.  Can I see if I can come to it in this way?

           2   A.  Right, fair enough.

           3   Q.  If I can maybe look at the transcript at TRA00030143.

           4       You will see at the top it begins by saying -- I think

           5       the question is:

           6           "Question:  ... but I think you say your father was

           7       simply told he had a wee bug?

           8           "Answer:  Even if he had been told it was C. diff,

           9       he wouldn't have had a clue, as any of us did at that

          10       time ..."

          11           So that's the context.  Then at line 9:

          12           "Question:  When you saw your father, he told you

          13       then, did he, that he had been told he had a wee bug?

          14           "Answer:  Yes.

          15           "Question:  Was that the extent of it?  Was there

          16       any further discussion about that?

          17           "Answer:  The reason I'd said, 'Why are you in

          18       here?', and my mother, who was already there, was

          19       sitting with an apron on, and I made a joke at my mum's

          20       expense asking what she had come dressed as, and she

          21       said, 'I have to wear an apron because he's got this wee

          22       bug,' and I just said, 'Oh, right, okay,' and I just

          23       proceeded in as normal, gave my dad a kiss and sat on

          24       the edge of his bed, and there were doctors and nurses

          25       coming and going attending to the man in the opposite
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           1       bed.  Dr Al-Shamma also came in at that time and had

           2       a look at my dad's notes, not wearing an apron or gloves

           3       ..."

           4           So that's the context of it.

           5   A.  When was that?

           6   Q.  The context is it was at a time when he was suffering

           7       from C. difficile.

           8   A.  I don't remember.  I mean, even if that was the case, if

           9       I hadn't examined the patient, if that was the case --

          10       and I don't remember -- then you are okay with that.

          11   Q.  Perhaps just read on to the next page -- just go back to

          12       the previous page so I can pick up the context:

          13           "Answer:  ... The nurse that I believe was coming in

          14       and out, she did have an apron on.  As I say, I didn't

          15       have an apron, I wasn't told to put one on, although my

          16       mother had been told ten minutes earlier to put one on."

          17           I have been asked to put that to you, and I think

          18       your answer is you just don't remember this incident?

          19   A.  No, the patient wasn't under my care at all throughout

          20       his admissions when he was ill, so I wasn't attending

          21       him.  I only attended him on the request of Dr McCruden

          22       early in January when he wasn't suffering from C. diff.

          23   Q.  I think we have seen that from the records earlier.

          24   A.  Yes.

          25   Q.  The other point I have been asked to put to you is this:
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           1       during the relevant period, did you consider that the

           2       records kept by the medical and nursing staff were of an

           3       acceptable standard and in compliance with the GMC and

           4       NMC standards of record keeping?

           5   A.  I would say yes.  I mean, to be honest, if you go and

           6       pick up any medical notes during that period from any

           7       district general hospital and you look at them, you'll

           8       be bound to find some inconsistencies and some missing

           9       notes.  It is impossible to write down every single note

          10       or every single observation, and with the pressure

          11       which, you know, we were working under, I think there

          12       might be some missing, but I would accept that, but

          13       I would also like to say that it is probably happening

          14       in every hospital, in most hospitals, and I have got an

          15       example here.

          16           I had one set of notes from Royal Alexandra

          17       Hospital, that's the only set of notes I had, and the

          18       patient -- because the patient was admitted there and

          19       then transferred to me, and I could look at the notes

          20       and there are a lot of pages where there was no label or

          21       only a name without an ID number, and also there is

          22       a lot of inconsistent entries, and basically the entries

          23       were short, were not reflecting what's happening with

          24       the patient.

          25           So I think it's generally the standard.  Probably it
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           1       would be the same -- obviously, I'm not talking about

           2       the big major hospitals, the teaching hospitals, where

           3       they have very experienced registrars and they are

           4       dedicated to the wards, but I'm talking about the

           5       general hospital where there is, you know, a significant

           6       number of admissions and shortage of staff.

           7           I can't comment on the nursing notes because they

           8       were not filed in the same folder.

           9   Q.  Just returning to the situation of junior doctors, what

          10       degree of supervision did you exercise during the

          11       relevant period over junior staff who were caring for

          12       your patients?

          13   A.  I would always try to make sure they are providing the

          14       best possible care.  I would advise them.  I would do

          15       regular teaching for them, especially those doctors who

          16       are preparing for the higher degree, the MRCP, and

          17       I make sure, you know, everything goes smoothly, try to

          18       support them as well.

          19           I was the educational supervisor, for a long period

          20       of time, for the six FY1s, so I was looking after six

          21       FY1s, you know, from all aspects, education, comfort,

          22       on call and everything.  So, yes, I do my best to

          23       stimulate them and make them more interested in

          24       medicine.

          25   Q.  You have been asked questions over the last two days,
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           1       Dr Al-Shamma, about the management of individual

           2       patients under your care at the relevant time.  How

           3       reliant have you been in dealing with these questions on

           4       the medical records?

           5           By that, I mean, have you been able to remember --

           6       I think what is being meant here is, have you been able

           7       to also use your recollection, in addition to what's

           8       been written down in the records?

           9   A.  Yes, some of it, yes, I had to, but the vast majority

          10       I was relying on the medical records.

          11   MR MACAULAY:  My Lord, my learned friend has intimated to me

          12       there is a particular point that he would wish to raise

          13       with this witness that is probably more appropriate to

          14       be raised by him than through me?

          15   LORD MACLEAN:  Your learned friend being?

          16   MR MACAULAY:  Mr Peoples.

          17   MR PEOPLES:  My Lord, it is simply relating to one case,

          18       Mr Johnston, we just had questions about.  It is just

          19       that one piece of information was given to me today,

          20       which came from Mrs Johnston, his widow, about

          21       a conversation that she recalls having with

          22       Dr Al-Shamma.  I think, in fairness to Dr Al-Shamma,

          23       I should at least put it to him for his comment.

          24           It doesn't feature in the transcript to date, but it

          25       is information I got from her, and Mrs Johnston is
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           1       actually here this afternoon.

           2   DAME ELISH:  My Lord --

           3   LORD MACLEAN:  Let him finish.

           4   DAME ELISH:  Yes.

           5   MR PEOPLES:  I would ask your Lordship's permission to

           6       simply ask him whether he recalls this conversation and

           7       whether he has any comments to make upon it.

           8   DAME ELISH:  My Lord, I would have a concern about that

           9       taking place, if it hasn't been led in evidence before

          10       the Inquiry or lodged with the Inquiry, with an

          11       opportunity to do that simply to put the doctor on fair

          12       notice regarding this matter.  There is no evidence.

          13   LORD MACLEAN:  That is strictly true, Mr Peoples.  There is

          14       no evidence.

          15   MR PEOPLES:  I accept there is no evidence as yet given on

          16       this point, but since Dr Al-Shamma is here, and I'm sure

          17       he is anxious to get away without having to come back if

          18       there is to be such evidence, it would be better just to

          19       deal with this.  It is a short point.  It is a small

          20       conversation.

          21   LORD MACLEAN:  I think I know the doctor's answer now.

          22   MR PEOPLES:  I may anticipate, but I would like to put it.

          23       He obviously has been asked questions about something

          24       else that happened around the same time.

          25   LORD MACLEAN:  But that was led in evidence.
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           1   MR PEOPLES:  I fully accept that.  I wasn't aware this point

           2       was coming up.  I think, since it has been given to

           3       me --

           4   LORD MACLEAN:  The doctor has absolutely no notice of this,

           5       you know.

           6   MR PEOPLES:  No, I appreciate that and he may be able to

           7       simply say "Well, it is not a matter I can" --

           8   LORD MACLEAN:  He can say that if he wishes.  With some

           9       reluctance, I will let you ask the question.

          10   MR PEOPLES:  I'm grateful, my Lord.  I don't do it lightly.

          11       I simply want to put that to him.

          12   LORD MACLEAN:  Yes.

          13   MR PEOPLES:  Dr Al-Shamma, it is in relation to

          14       Alister Johnston whom you have been asked some questions

          15       about.  His widow, Mrs Johnston, recalls a conversation

          16       with you during which she raised with you certain

          17       concerns about her husband's diarrhoea.  I think the

          18       conversation was in January 2008, according to her

          19       recollection, several days before he was discharged on

          20       that occasion.

          21           She recalls you saying in that context, "I'm not

          22       interested in his diarrhoea.  I am more interested in

          23       his chest", to which her response was, "But that's the

          24       reason he's not getting home, so if we could only stop

          25       that", and she then recalls you simply walking away
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           1       without further comment.

           2           To the best of your recollection, did that happen?

           3   A.  I don't remember, obviously, but I wouldn't have walked

           4       away without, you know, further comments.  Obviously,

           5       the patient was under the care of Dr McCruden, and it

           6       has always been our policy that the consultant, the

           7       admitting consultant, will look after the patient and

           8       not the other consultants, although he asked my opinion.

           9       So, basically, he asked my opinion and then the CT scan

          10       had shown a mass lesion, therefore, there was

          11       a highly -- which was highly suspicious of lung cancer,

          12       so I was looking on that side, so if Mrs Johnston has

          13       asked me about that issue, then probably she

          14       misunderstood me.

          15           I would have probably said that the responsibility

          16       would be Dr McCruden, and I am only looking at his

          17       chest, and I am only basically trying to find out what's

          18       going on in his chest, but I think she misunderstood me

          19       in the way that I wasn't interested, not because I was

          20       not interested, but because the final and the full

          21       responsibility would fall on the shoulder of

          22       Dr McCruden.

          23   MR PEOPLES:  My Lord, I'm content to leave that at that.

          24   LORD MACLEAN:  Could I ask you about Mr Johnston?  It is

          25       just a recollection I have of the evidence.  Was it
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           1       asbestosis he had?

           2   A.  We suspected that he had asbestosis, yes.

           3   LORD MACLEAN:  Related to his previous employment?

           4   A.  Previous, yes.  But I think the CT scan was not fully

           5       consistent with asbestosis.  It was also consistent with

           6       inflammation of the lung tissue, something which we

           7       don't see in asbestosis.

           8   LORD MACLEAN:  But he had been exposed to some at work?

           9   A.  He was, yes.

          10   LORD MACLEAN:  Thank you very much.  Right?

          11   MR MACAULAY:  The next set of questions I was going to move

          12       on to are those provided to me on behalf of the health

          13       board.  I wonder if my learned friend Mr Kinroy would

          14       indicate whether he is insisting on all the questions,

          15       because I suspect some of them have been superseded?

          16       I am pleased to see he is coming in my direction.

          17           These questions I am now putting to you on behalf of

          18       the health board, Dr Al-Shamma.  The first is that

          19       I think it is right to say that you have not seen any of

          20       the GP records for the patients whose care you have been

          21       in charge of; is that right?

          22   A.  No, I wouldn't have seen it.  No.

          23   Q.  So you cannot exclude the possibility that, in such

          24       cases, the patient suffered from C. difficile or

          25       C. difficile diarrhoea in the six months preceding his
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           1       first admission to hospital in the relevant period?

           2   A.  Unless it was indicated in the GP referral letter.

           3   Q.  Or that such patients were prescribed antibiotics in the

           4       three months prior to the admission?

           5   A.  Again, unless it was indicated in the GP referral

           6       letter.

           7   Q.  Can you say whether, in the cases you had, it is

           8       possible that the patient's susceptibility to

           9       contracting C. difficile was caused by antibiotic

          10       prescribing in the community?

          11   A.  It's difficult for me to answer this question.  No way

          12       you could tell.

          13   Q.  This is another point: the rationale for empirical

          14       prescribing in the relevant period, and to this day, was

          15       that the sooner you gave an effective antibiotic, the

          16       better for the patient, at least in general terms.  Is

          17       that an appropriate proposition?

          18   A.  If you suspect infection, especially if it was

          19       a life-threatening infection, then the answer is yes.

          20   Q.  If you decided not to give antibiotics until you knew

          21       what the infection was, would there then be a risk that

          22       the patient would get worse while you waited for the

          23       result of testing?

          24   A.  It is quite possible, yes.

          25   Q.  There was the same consequence from giving the wrong
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           1       antibiotic prior to having a lab test result.  So the

           2       motivation was to treat broadly and quickly in order to

           3       reduce poor outcomes?

           4   A.  In order, sorry?

           5   Q.  To reduce poor outcomes.

           6   A.  Yes, as far as the -- if you give the right antibiotic

           7       to the best of your -- you could call it guess or best

           8       of your knowledge, obviously, yes, you would prevent

           9       poor outcome.

          10   Q.  If you had encountered systematic and material delays in

          11       the testing of samples -- again, I think we are here

          12       dealing with C. diff samples -- would you have done

          13       something about it?

          14   A.  I would have asked to call the lab.

          15   Q.  At the relevant time, was there a common background rate

          16       of unexplained diarrhoea from norovirus infection on

          17       wards at the same time as C. diff infection, and that

          18       would have made it more difficult to suspect a false

          19       negative on clinical grounds?

          20   A.  I am not aware of that happening.

          21   Q.  Were you able to treat your patients adequately --

          22       again, we are focusing on C. diff patients -- without

          23       fluid balance charts and stool charts being kept?

          24   A.  Well, in severe cases, no, I can't, especially when I'm

          25       talking about the fluid balance chart.  I would need
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           1       that.

           2   Q.  If you had been systematically hindered in the care of

           3       your patients by poor keeping of fluid balance charts

           4       and stool charts, would you have done something about

           5       it?

           6   A.  Well, I would speak to the nurse, obviously.  If the

           7       fluid chart is not precise -- and I'm talking generally,

           8       because there are other conditions which require a very

           9       precise fluid chart -- I would speak to the nurse and

          10       find out why the fluid chart is incomplete or, to my

          11       understanding, is inaccurate, and there is always

          12       a reason for that.

          13   Q.  Did you consider you were hindered in your care of

          14       the patients by the poor keeping of fluid balance

          15       charts?

          16   A.  By, sorry?

          17   Q.  By poor keeping of fluid balance charts?

          18   A.  I can't recall a very poor fluid balance chart in my

          19       patients.  Again, we are talking about a very limited

          20       number of C. diff, with mild.

          21   Q.  If you had been systematically hindered by the quality

          22       of nursing of your patients, would you have done

          23       something about that?

          24   A.  I would speak to the nurse in charge, yes, if there is

          25       a problem.
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           1   Q.  So far as you are able to say, was the quality of

           2       nursing adequate?

           3   A.  Yes.

           4   Q.  Can you commend individual nurses?

           5   A.  No.  They were all adequate, to be honest.

           6   Q.  Do you consider that more single rooms would have

           7       avoided the outbreak occurring?

           8   A.  Again, it is difficult to answer this question, because

           9       the few patients I had were all isolated in a single

          10       room, but if there was an outbreak, yes, if there was no

          11       single room, you need -- if there is more C. diff cases,

          12       then you need more single rooms.

          13   Q.  The last question I think I have been asked to put to

          14       you is this: you have been questioned in public and in

          15       detail about decisions you took, judgments you made and

          16       care you provided in the relevant period.  Did you

          17       anticipate and prepare for all the questions before you

          18       gave your evidence?

          19   A.  For this Inquiry?

          20   Q.  Yes.

          21   A.  Most of it, yes, except Mrs Cameron, I wasn't prepared,

          22       because she was added -- a few patients were added very

          23       late and I couldn't, you know, gather the full

          24       information.

          25   Q.  But did you consider that you were reasonably well
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           1       prepared for your evidence?

           2   A.  Yes.  For the rest, yes.

           3   Q.  The final list of questions -- I am pleased to see they

           4       have been pruned by my learned friend -- is questions

           5       I have been asked to put to you on behalf of the Medical

           6       and Dental Defence Union of Scotland, who are

           7       representing you.

           8   A.  Yes.

           9   Q.  The first is: what impact did the change of health board

          10       stewardship for the Vale of Leven have on the hospital,

          11       its staff and the care of patients?

          12   A.  Sorry, change of health board ...?

          13   Q.  Stewardship.  I take from that it is the change from the

          14       Argyll and Clyde to the Greater Glasgow?

          15   A.  I don't think it has made any impact on us.

          16   Q.  You may have covered some of this already, but what

          17       impact did the prospect of the proposed closure of

          18       the Vale of Leven Hospital have on investment in the

          19       estate equipment, resources and on recruitment of

          20       clinical staff?

          21   A.  The clinical staff -- again, I don't remember.  I mean,

          22       there would be odd times where there would be a shortage

          23       of locums because somebody is off sick, but this is

          24       a general sort of -- you can't find a locum immediately.

          25       But I don't think there was any delay -- sorry, there
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           1       was any sort of cut in recruiting doctors.  If somebody

           2       has dropped off or has found another job, they will be

           3       replaced.

           4   Q.  One of the points I have been asked to raise with you is

           5       whether vacancies were filled timeously, or at all,

           6       following the merger and during the relevant period of

           7       this Inquiry?

           8   A.  The medical vacancies, I think they were, yes.

           9   Q.  Was adequate time identified for training, generally,

          10       and in particular on infection control?  I think this is

          11       prior to June 2008?

          12   A.  No, we discussed that.  Only what we get through the

          13       post or through the emails.

          14   Q.  Again, I think you may have touched upon this, but what

          15       number of patient beds were under your charge during

          16       this period and how did that contrast with what had been

          17       the case in the past?

          18   A.  It varies, you see.  It depends on the day you are on

          19       call.  If you are on call for the weekend, you would

          20       have more than half of the ward under your care.  So you

          21       could have 30, 40 patients, but then, gradually, the

          22       number will drop until you are on call the following

          23       week.  It is quite variable.

          24   Q.  I think the question is seeking to focus on the

          25       period January 2007 to June 2008, in contrast to the
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           1       period prior to that, and whether there was any change

           2       in the number of patients that you were looking after.

           3   A.  No, but the number of patients was increasing over the

           4       years, compared when I started in 1996 until we finished

           5       in 2010.  The number has significantly increased.

           6   Q.  Were you ever aware of any regular and visible presence

           7       of members of the senior management team at the

           8       Vale of Leven following the merger?

           9   A.  Following the merger?  Well, I moved from the

          10       Vale of Leven after the merger, I believe, talking about

          11       the closure, rather than -- well, there is hardly any

          12       acute medicine now in the Vale of Leven.

          13   Q.  I think, just to put the question to you again, the

          14       context, as I understand it, is this: from April 2006,

          15       Argyll and Clyde were subsumed into Greater Glasgow and

          16       Clyde?

          17   A.  Oh, I see.  That was the plan, yes.  Oh, that's the

          18       merger of the health board, sorry.  No, I wasn't aware.

          19   Q.  Was there an adequate number of consultant physicians to

          20       deal with the numbers and nature of the patient profile

          21       at the Vale of Leven during the time we are looking at?

          22   A.  I think no.  The answer to that, we were short of

          23       physicians and, considering that we were on call, even

          24       at the best time, when we were six, the two consultant

          25       geriatricians agreed to take part in the oncall medical
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           1       rota, when we covered, which would provide for annual

           2       leave and everything, we work it out as 1 in 4.6, which

           3       means we are on call once every four and a half days and

           4       that is too much for any consultant to take, considering

           5       the juniors are fairly inexperienced.

           6           So we would have only one middle grade and there is

           7       no more senior middle grade to cover him or her, so all

           8       the calls will come to us and quite often we get called

           9       at 3 o'clock in the morning about a complicated case and

          10       we have to make a decision when you are in the middle of

          11       a deep sleep and then, after that, you are still -- you

          12       stay awake for an hour thinking whether or not you have

          13       given the right advice or not, and the next morning

          14       I would have a long clinic from 12.00, 12.30 until

          15       5 o'clock.  So, no, I think the answer is.

          16   Q.  Was there a problem recruiting to fill consultant

          17       vacancies as they arose?

          18   A.  I don't think there was any availability of further

          19       funding available for further consultants.

          20   Q.  But if a position became vacant, would it be filled by

          21       a consultant?

          22   A.  Yes, when we had our cardiologist left, we did manage to

          23       find a locum.  We couldn't replace him because there was

          24       not much interest in the hospital.

          25   Q.  How important is the use of broad-spectrum antibiotics
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           1       in the treatment of respiratory disorders or a known

           2       sepsis in patients over 65?

           3   A.  It depends on the sepsis and the severity of

           4       the respiratory disorder.  I think we talk -- even the

           5       first-line treatment which is recommended by the

           6       guidelines until now, which is amoxicillin, is still

           7       considered as a broad-spectrum antibiotic.  So it is

           8       generally, yes, accepted and we have to weigh the

           9       benefits and the risks of any antibiotic.

          10   Q.  Has your view remained the same since June 2008?

          11   A.  Yes, more now -- there is the poster, the antibiotic

          12       poster everywhere, and we try to -- our best to stick to

          13       that.

          14   Q.  I think that is all I propose to ask you in connection

          15       with the questions that have been submitted.

          16           The final thing I want to ask you, Dr Al-Shamma, is

          17       this and, indeed, you have, I think, touched upon some

          18       of this already, but you have been asked to look at

          19       a number of patients in preparation for giving your

          20       evidence, and I think in so doing you have also clearly

          21       looked at reports that have been provided by either

          22       expert geriatricians or microbiologists?

          23   A.  That's correct.

          24   Q.  Is there anything additional that you would like to say

          25       in response to any of the points that have been made by
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           1       these experts?

           2   A.  Yes.  I would like to say that I thought some of these

           3       reports from both the geriatrician and the

           4       microbiologist were unfair and they did not show just to

           5       the amount of work and the level of work which we were

           6       providing.

           7           To give an example, you know, like [Patient C],

           8       where the microbiologist felt that the C. diff was

           9       caused by cipro given at the Vale of Leven Hospital when

          10       it was given or started at the RAH for 11 days and only

          11       four doses of cipro was given in the

          12       Vale of Leven Hospital, I am just basically surprised at

          13       how he could come up with this conclusion, that the

          14       C. diff has resulted from the use of cipro, which is --

          15   LORD MACLEAN:  With respect, you have already said that.

          16   A.  Yes, but I am trying to stress the point that a lot of

          17       these reports were unfair and unjustifiable and it is

          18       the responsibility of the expert to be fair and to

          19       consider all aspects, and there was a lot of examples,

          20       and I can't imagine how an expert sitting at home in

          21       a very relaxed environment looking at the case notes and

          22       he can miss a CRP of 306 and report it as normal, when

          23       we work under tremendous pressure and we have too many

          24       patients to see and we are expected to look at every

          25       point and everything with regard to the patient.
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           1   MR MACAULAY:  I think the points you have made, and made

           2       previously, in relation to the expert reports have been

           3       based on the reports, and you haven't looked at the

           4       actual evidence that the experts gave; is that correct?

           5   A.  The changes, yes, of course.  They did change,

           6       obviously, the expert who said normal CRP, then he

           7       basically changed and said it is 306, but that is after

           8       looking at the other expert report, I assume.

           9   Q.  Is there anything else you would like to say,

          10       Dr Al-Shamma, then, in order to assist the Inquiry?

          11   A.  No, but I think wherever you go, you will find something

          12       missing in the notes, no matter how hard -- and

          13       I would -- you know, I would challenge the expert.  If

          14       I can pull 10 or 20 case notes of theirs and have a look

          15       at them in detail, I can assure you I can find a lot of

          16       missing important points, and I am sure they would have

          17       used antibiotics or have deviated from -- using

          18       antibiotic from the local guidelines.

          19           There is no way you can be perfect in this world and

          20       you would expect everything -- you try your best, but,

          21       like now, I am working in a more relaxed environment in

          22       IRH, I have a much better support from middle grade, the

          23       basically record keeping has improved significantly --

          24       well, it is much better than before, but that is only

          25       because I have more input or help from the middle grade.
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           1       It all depends, obviously, on the structure and the

           2       availability of the middle grade and their level of

           3       interest in medicine and their commitment.

           4   MR MACAULAY:  Thank you very much.

           5   MR KINROY:  My Lord, I wonder if there is some way of

           6       finding out specifically on what points Dr Al-Shamma

           7       considers these reports unfair and unjustifiable?  It

           8       does seem that that is an important matter for the

           9       Inquiry to know, since they are evidence in the Inquiry

          10       and he says he has given us one example only, of which

          11       there are many.  It would appear his evidence is perhaps

          12       not complete, because he clearly wishes to confront the

          13       criticisms inherent in these reports and explain his

          14       position on them.

          15   MR MACAULAY:  I wouldn't have any difficulty in Dr Al-Shamma

          16       being invited to provide a written critique, if that is

          17       what he would like to do.

          18   LORD MACLEAN:  It can be said, Mr MacAulay, he has had the

          19       opportunity of doing that.

          20   MR MACAULAY:  Indeed.  My own view is that the relevant

          21       points in the main have been raised as we have gone

          22       along, but if he wants to deal with specific points that

          23       have been raised in the reports, I, myself, have no

          24       difficulty with him dealing with that in writing,

          25       my Lord.
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           1   LORD MACLEAN:  It is a matter for you, but I would have said

           2       he gave an illustration in his own evidence, and he has

           3       done it again in the statement.

           4   MR MACAULAY:  It may be that Dr Al-Shamma is content with

           5       that.  I don't know.  My learned friend has raised it.

           6   A.  I had a chance to raise my concerns about the expert

           7       reports for the patients which we have discussed.

           8       Obviously, we have discussed the most difficult

           9       patients, which I did have a bit of concern, but I dealt

          10       with a lot of the other patients, but they were not

          11       discussed, where there was hardly any sort of difference

          12       in view of other experts or the Inquiry view, but

          13       obviously we had the chance to discuss the ones which

          14       I really was not quite 100 per cent convinced that --

          15       like Mrs Isabella Cameron.  I wasn't myself quite

          16       convinced, but these things do happen, and we had

          17       a chance to discuss everything, and, you know -- yes,

          18       there would be other criticisms, but I have done enough,

          19       I think.

          20   DAME ELISH:  My Lord, I wonder if I could just say, I think

          21       my Lord this morning made the observation that, if there

          22       were other criticisms to be made, the fact that they

          23       hadn't been put to the witness would be clearly an issue

          24       that you would, my Lord, take into account.  Therefore,

          25       on that basis, given that the specific reports have been
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           1       identified, I think we would be content to rely on the

           2       basis that those would be the reports on which the

           3       Inquiry might wish to probe.

           4   LORD MACLEAN:  I'm very reluctant -- there has to be some

           5       limitation on all this.  I am happy that in a general

           6       way, without being overspecific -- well, that is not

           7       true.  He has been specific.  Mr MacAulay has put

           8       criticisms to the witness by reference to parts of

           9       the records, and we have had Dr Al-Shamma's answer to

          10       those, actually.

          11           I think -- obviously, I have got to be satisfied

          12       that there is enough information on which to write

          13       a report, but thus far, I don't think I can invite

          14       witnesses -- well, Mr Kinroy was inviting him to do --

          15       to allow them to go away and write a critique, because

          16       the opportunity is there anyway, and it is always in

          17       relation to particular cases, as Dr Al-Shamma pointed

          18       out.  These were in relation to his cases, and that is

          19       really what it is about.  No doubt we will come on to

          20       the other doctors as well, similarly, and I hope they

          21       will equally be well instructed or instruct themselves

          22       on the particulars of the individual case.

          23           I am not in favour, I have to say, at the moment, of

          24       acceding to Mr Kinroy's request, and I don't think you

          25       are either, are you?
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           1   DAME ELISH:  No, my Lord, but on the basis of what was

           2       discussed this morning, my Lord, where my Lord alerted

           3       Counsel to the Inquiry that, if there was to be

           4       a criticism, then, if it had been made and not put to

           5       the witness, it would detract from the value of it and

           6       that was something that would be taken into account --

           7   LORD MACLEAN:  Absolutely.

           8   DAME ELISH:  -- therefore, that being the situation,

           9       I assumed that those areas where criticism was to be

          10       made had been put before the witness, in fairness to the

          11       witness, today, in those limited numbers of reports

          12       which were put to him.

          13   LORD MACLEAN:  I assume so, because it is this witness's

          14       evidence that matters.

          15   DAME ELISH:  Yes.

          16   LORD MACLEAN:  Thank you very much, Dr Al-Shamma.

          17   A.  Thank you.

          18   LORD MACLEAN:  Thank you for coming and giving us the

          19       benefit of your recollection as well.

          20                      (The witness withdrew)

          21   LORD MACLEAN:  We meet again on Monday, 16 January at

          22       10.00 am.

          23   (3.40 pm)

          24                 (The hearing was adjourned until

          25              Monday, 16 January 2011 at 10.00 am)
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