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IN THE CORONERS COURT IN NORTHERN IRELAND

BEFORE THE CORONER OF NORTHERN IRELAND
MARIA DOUGAN

IN THE MATTER OF AN INQUEST TOUCHING UPON THE DEATH OF
TRIONA ROSE McNABB

FINDINGS

Introduction

[1] The inquest was held in Laganside Courthouse on 16, 17, 18 and 19 September
2024. During the proceedings, I received evidence from a number of witnesses, and I
carefully considered several statements admitted pursuant to Rule 17 of the Coroners
(Practice and Procedure) Rules (Northern Ireland) 1963, along with voluminous
medical notes and records. While it is not feasible to set out all the evidence in these
findings, I wish to make clear that I have duly considered all evidence presented
before reaching my conclusions.

[2] The deceased, Triona Rose McNabb of 26 Aughnamoe Road, Dromore, County
Tyrone, died on 27 February 2017 in the South West Acute Hospital, Enniskillen.

Summary of evidence
Evidence of Mrs Maeveen Brown

[3] Mrs Maeveen Brown, sister of the deceased, gave evidence to the inquest. The
deceased was the youngest of four girls. She is survived by her three sisters: Edel;
Cathy; Maeveen and her parents Rosaleen and Patrick. Mrs Brown described her
sister as a talented and wonderful young woman. She recounted how the deceased
was kind and attentive, a great listener and how she knew instinctively to make people
teel better. The deceased was very athletic and enjoyed sports when she was younger.
She played ladies Gaelic football into her twenties and when she finished playing, she
was involved in managing teams from junior to senior level. She was passionate about
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football and about building and bettering the club for the community. After the
deceased’s death the club together with her family launched the “Triona Jersey” in her
memory.

[4] Mrs Brown told the inquest that the deceased had worked as a classroom
assistant for a couple of years and loved it, as she had a natural ability working with
children and teenagers. Mrs Brown stated that she was great with the children in her
family and she was known as “the cool auntie.’

[5] Mrs Brown told the inquest that the deceased had a wicked sense of humour
and always had a witty remark or one liner at the ready to make people laugh. She
used her many wonderful personality traits to make people feel loved and that they
belonged. Mrs Brown described how, since her sister’s death, the family have learned
much more about her impact outside the family. She touched the lives of many and
made an impression everywhere she went. Mrs Brown stated that her death has left
a void which is felt deeply, not just by her family and friends, but by the entire
community.

[6]  Mrs Brown told the inquest that in 2000, the deceased began to have persistent
health problems. She had been hospitalised on a couple of occasions that year and
suffered with low iron. She was prescribed iron tablets and needed occasional
blood/iron transfusions.

[7] In 2007, the deceased attended consultant gastroenterologist, Dr Simon
Johnston, in the Ulster Independent Clinic. An initial diagnosis of small bowel
Crohn’s disease was made in view of the location of the inflammation in the bowel.

[8]  From December 2007 until March 2008 the deceased continued to be treated by
Dr Johnston as in-patient in Belfast City Hospital. After discharge, she slowly began
to gain small amounts of weight and her potassium levels, haemoglobin and protein
all showed small improvement.

[9] In February 2008, the deceased had a capsule endoscopic procedure.
Mrs Brown stated that it was unsuccessful, and the medical team followed the capsule
passing through her body for 12 months, until it became lodged in her small bowel.
In July 2009, the deceased was scheduled to undergo a removal procedure, however,
the capsule was no longer visible on x-ray.

[10] It was around this time, that the deceased admitted to taking Nurofen Plus and
Codeine and in 2010 she was diagnosed with NSAID (Non-Steroidal
Anti-Inflammatory Drugs) related enteropathy (small bowel damage).

[11] The deceased continued to suffer persistent ongoing ‘gastro’” problems
including cramps, bloating and reflux. She had her bloods monitored regularly by her
GP and Dr Johnston.



[12] In 2016, the deceased moved out of the family home and worked full time in an
art gallery. Mrs Brown described the deceased’s health to be the best it had been in a
long time as she had gained substantial weight.

[13] In October 2016, the deceased started to feel poorly, she experienced varying
degrees of sickness; from mild nausea and bloating to prolonged vomiting and bouts
of diarrhoea with periods of severe constipation.

[14] On 30 December 2016 and on 6 January 2017 the deceased attended Belfast City
Hospital and was assessed by Dr Johnston. On 23 January 2017, she received an iron
transfusion. On 24 January 2017, she was due to attend Belfast City Hospital for a
Barium Swallow but was unable to attend because of vomiting. Her GP prescribed
medication.

[15] On 14 February 2017, the Barium Swallow was carried out and no
abnormalities were discovered. On 16 February 2017 she had an endoscopy procedure
and the deceased reported to her family that this found “nothing major only a hiatus
hernia” in her oesophagus and a few “minor defects” in the stomach.

[16] On 21 February 2017 the deceased was too ill to attend an appointment with
her GP and the GP suggested that she attend the South West Acute Hospital (SWAH).
Mrs Brown told the inquest that her family asked if she could travel to Belfast City
Hospital, as she was known there. They were told this was not possible. The deceased
arrived by ambulance in SWAH at approximately 16.30 hours and she was admitted
to ward one early the next morning.

[17] On Wednesday 22 February 2017, the deceased was assessed, firstly by a junior
doctor and then a consultant, Dr Campbell. He explained to the deceased that he had
a plan in place, and he mentioned a possible Vitamin K deficiency. Mrs Brown
explained to nursing staff that the deceased was under the care of Dr Johnston in
Belfast City Hospital and she provided contact details for Dr Ferguson, who was
covering for Dr Johnston, as he was on leave. Later that day, the palliative care team
attended to try and control the deceased’s nausea and vomiting. A syringe driver was
inserted and cyclizine administered. The deceased was then transferred to medical
ward three.

[18] On Thursday 23 February 2017, the deceased’s mother telephoned Dr Ferguson
in Belfast City Hospital, asking if she could arrange a transfer from SWAH.
Dr Ferguson advised that she was happy for the deceased to be treated by Dr
Campbell and his team in SWAH.

[19] On 24 February 2017, the deceased told her family that her infection markers
were up and that she may have an infection related to her kidneys or a kidney stone.
Later that evening she was complaining that she had a lot of pain, and the
anti-sickness medication was no longer working. Visits to the bathroom were
facilitated by her family, rather than nursing staff.

3



[20] On Saturday 25 February 2017, a CT scan was ordered by Dr Campbell,
although, he did not review the deceased in-person. The CT scan showed a small
piece of metal in her bowel. Mrs Brown stated that the family considered this may
have been a camera from an endoscopy or from dental work carried out in October
2016. They were told the CT scan showed a narrowing of the bowel, but the family
were of the view that there did not appear to be any action taken following the CT.

[21] In the early hours of 26 February 2017, the deceased was continually vomiting,
with Mrs Brown by her side, accompanying her to the bathroom. She was very weak
and anxious and there did not appear to be any record kept of her output. She was
eventually given anti-diarrhoea medication.

[22]  On the morning of Sunday 26 February 2017, the deceased told Mrs Brown that
she was frightened and that if she didn’t “break the cycle I am stuck in, I am going to
die.” Dr Geoghegan, another consultant, attended the deceased and explained that
there were two things wrong with her - a kidney stone and a piece of metal in her
bowel, both of which could be resolved. Ataround 11.30 hours, a consultant surgeon,
Mr Mullan attended the deceased, with her family present. He explained that he had
looked at the CT scan and commented, along the lines “I am here for one reason only
- to see if you need surgery today. Do you need surgery today? No. I cut out the bad
bits, I don’t fix things.” The family understood that it was a kidney stone causing the
issue and that this would be removed the next day.

[23] That afternoon, Mrs Brown stated that the deceased was not attended to
regularly and her fluids were infrequently replenished. That evening, the deceased
deteriorated and required oxygen. An anaesthetist arrived and advised that, at that
time, there were no beds available in the High Dependency Unit (HDU)/ intensive
Care Unit (ICU). Mrs Brown insisted that the deceased was “barely breathing” and
that if she were not moved, they would take her to another hospital. At 23.55 hours
the deceased was moved. During this time, she was very agitated and in a lot of pain.

[24] Mrs Brown told the inquest that at around 02.30 hours, the deceased was very
distressed. She was constantly trying to take the oxygen line out and trying to move
in the bed. She was trying to talk, but her voice was so faint it was hard to make out.
She cried out, “please just let me die” at least once. The chaplain was called for and
the deceased was anointed.

[25] At 03.30 hours, the anaesthetist told the family that there was nothing more
they could do. Mrs Brown told the inquest that at no point were the family given the
choice in relation to resuscitation. They did ask that the deceased be given morphine
for the pain. At 03.55 hours, shortly after the deceased was administered morphine,
she passed away surrounded by her family.



Evidence of Dr Paul Reilly

[26] Dr Paul Reilly, the deceased’s GP, gave evidence to the inquest which was
admitted by way of Rule 17. Dr Reilly outlined the deceased’s past medical history
which included: left renal calculus - December 2003; duodenal ulcer - diagnosed
November 2006; Osteoporosis - diagnosed March 2010; NSAID induced enteropathy
- diagnosed May 2010; recurring iron deficiency anaemia; right renal calculus - May
2015 and Opioid dependence for which she was treated by the addiction team with
Subutex (last review was 28 September 2016).

[27]  Dr Reilly described how the deceased presented at the surgery on 20 January
2017 complaining of ten days of vomiting and diarrhoea. It was recorded that she was
clinically not dehydrated, and a sample was sent to the lab. She was prescribed
cyclizine and loperamide. The deceased reattended on 24 January 2017 when she
reported that the diarrhoea had resolved and had only recurred on the previous night
following her iron transfusion in Belfast. It was confirmed there was no bacterial
growth from the sample.

[28] On 21 February 2017, the deceased made an emergency appointment with
Dr Reilly. Just before the appointment, the deceased cancelled, as she was too ill to
attend. She had severe bilious vomiting, was very weak and unable to get out of bed.
Dr Reilly stated that, knowing her history, she would need an urgent urea and
electrolyte blood test with intravenous fluids/potassium and so an urgent admission
to hospital was essential. Dr Reilly spoke with the deceased, and she was agreeable
to being brought by ambulance to the SWAH.

Evidence of Dr Simon Johnston

[29] Dr Simon Johnston, consultant gastroenterologist, gave evidence to the inquest.
He first met the deceased in September 2007 when she was an inpatient in Belfast City
Hospital. She was admitted for elective investigations for a history of two and a half
stone weight loss over a three-month period, iron deficient anaemia (low blood count
due to low iron levels), hypoalbuminemia (low protein) and amenorrhea (absence of
menstrual periods). She was also noted to have swelling of both legs due to the low
albumin causing fluid retention.

[30] Dr Johnston explained that the presumptive diagnosis was small bowel
Crohn’s disease in view of the location of inflammation in the bowel. The deceased
was commenced on oral steroids and a bowel anti-inflammatory and nutritional
supplements.

[31] Dr Johnston described how the deceased had further admissions and
investigations in 2007 and 2008, including a small bowel series, during which a
wireless capsule endoscopy was performed. It was noted that, after a number of
hours, the capsule had not exited. In January 2008, the deceased had required
nasogastric (NG) tube insertion for administration of an elemental diet and
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subsequently Total Parenteral Nutrition (TPN) for a period of two weeks. It was at
this time that the Nutrition Support Team raised the possibility of NSAID related
enteropathy (small bowel damage). Thereafter, the deceased admitted to taking
Nurofen Plus (Ibuprofen (NSAID)) plus Codeine (Opiate). Subsequently the deceased
had input from a clinical psychologist and regular review by dietetics. The initial
diagnosis of Crohn’s disease was therefore replaced by NSAID enteropathy, which,
Dr Johnston stated, can be a mimic for Crohn’s disease.

[32] Dr Johnston explained to the inquest that, “it’s widely acknowledged that
NSAIDs cause damage to the stomach and duodenum because those are readily
accessible areas for investigation. It is not so widely known that NSAIDs cause
damage to the small bowel, but when you do capsule endoscopy of patients who are
on chronic NSAIDs, about 70 per cent of them will have damage to the small bowel.
This may take the form of erosions, inflammation or ulcers in the small bowel. In
advanced cases, NSAID enteropathy may develop into so-called diaphragm disease
with these fibrotic web segments in the small bowel, as in the case...” of the deceased.
He went on to say that “over a ten-year period, we have a case series of 16 patients
with NSAID enteropathy, in which we have tried to highlight this condition. It is rare,
but if you look for small bowel damage, it is there. I recall Triona being the only
patient that I have met with diaphragm disease itself. This series of 16 patients over a
ten-year period was collected in the Belfast Trust and really served to highlight the
significant impact that the condition has on those patients.” Dr Johnston talked about
the treatment of NSAID enteropathy, including early identification and a referral to a
community addiction service with the potential of a substitute Subutex being
prescribed to reduce the craving for Codeine.

[33] Dr Johnston told the inquest that, over the succeeding years, the deceased
developed iron and folate deficiency and a low albumin associated with oedema of
the legs, which Dr Johnston assumed to be due to protein losing enteropathy. He
believed this was due to damage to the small bowel due to NSAID related
enteropathy. In April 2008, the deceased developed an episode of subacute small
bowel obstruction due to capsule retention. She was commenced on TPN and
regularly reviewed in the months that followed. The small bowel obstruction settled
spontaneously with conservative management following a CT scan. An abdominal
x-ray was conducted with a view to trying to remove the capsule, however, the
capsule was no longer present, and it was believed it had passed out of the intestine
through the rectum.

[34] In 2009, the deceased was noted to be engaging well with ‘Addiction Services’
at the Tyrone and Fermanagh Hospital. Throughout 2011, the deceased attended
Dr Johnston for further investigations, in view of her persistent and recurrent anaemia
which was documented at his Gastroenterology Outpatient Clinic. In 2012,
Dr Johnston convened a multi-disciplinary meeting with Addiction Services to
discuss the deceased’s denial of her problematic addiction and cover up, as she had
ongoing consumption of NSAIDs, as urine test samples tested positive. Dr Johnston



continued to review the deceased throughout, with the deceased attending Addiction
Services and an eating disorder clinic, from which she was discharged in 2015.

[35] On 30 December 2016, Dr Johnston assessed the deceased at the
Gastroenterology Clinic. =~ She described new onset of dysphagia (difficulty
swallowing) at the upper sternal level (above the breastbone), particularly for meats,
associated with nausea and episodes of vomiting. Her weight was down nine
kilograms since the last review, associated with poor appetite. The deceased admitted
to recent Nurofen ingestion for a four-month period, but, at the time of the clinic in
December 2016, she was back on Subutex. Dr Johnston stated that “his thoughts at
the time in terms of the nausea and vomiting and weight loss, would have been
around the fact that the ulceration most likely was affecting the stomach and
duodenum in the upper gastrointestinal tract.”

[36] An oesophago-gastro-duodenoscopy (OGD) was performed on 6 January 2017,
which appeared to show an oesophageal web and the deceased was referred for a
barium swallow. Dr Johnston’s last contact with the deceased was on 27 January 2017.
Dr Johnston agreed that further investigation of the bowel, such as a CT scan, could
have been considered at this time, but he explained “we wanted to clarify, first of all,
the cause of the swallow difficulty with the barium swallow and then to proceed to
gastroscopy to ensure that we have examined the stomach and the small bowel to see
if there’s mucosal inflammation there or ulceration which may be causing her
symptoms.”

[37] The barium swallow took place on 14 February 2017 and showed no evidence
of oesophageal web. Dr Johnston explained that the barium was designed to delineate
the oesophagus, stomach and duodenum - the first part of the small bowel and that it
does not necessarily give valuable information regarding the distal small bowel.
Further tests were undertaken and showed mild gastritis but were otherwise normal.
Dr Johnston went on annual leave from 13 February until 6 March 2017.

[38] Dr Johnston was asked, having read through the deceased’s notes and records,
if he had not been on leave and the deceased had come to be treated by him in Belfast,
was there anything he would have done differently or investigated more rapidly than
what transpired in SWAH. He stated that whilst the Western Health and Social Care
Trust’s (the Trust) Serious Adverse Incident (SAI) Report identified delays, in terms
of investigation, such as the timing of the CT scan, the process was similar to what he
would have conducted and he commented “I think for any patient who's acutely
unwell, medical advice would be to go to your nearest hospital with an emergency
department. I think it was appropriate for Ms McNabb to be treated in SWAH.” He
did state that a dietetic assessment about her nutritional intake would be helpful at an
early stage and a NG tube to decompress the stomach and provide intravenous fluids
should be a consideration. Furthermore, if a total bowel obstruction is prolonged then
TPN would be required.



Evidence of Dr Heather Ferguson

[39] Dr Heather Ferguson, specialty doctor gastroenterology, gave evidence to the
inquest. She first met the deceased on 16 October 2007 when she was an inpatient in
Belfast City Hospital, under the care of Dr Johnston. Dr Ferguson worked as a
specialist registrar in gastroenterology under the supervision of Dr Johnston.
Dr Ferguson reviewed the deceased on routine ward rounds during this admission
and admissions and appointments throughout 2008, 2010 and 2011.

[40] Dr Ferguson reviewed the deceased again on 13 June 2016, when the deceased
admitted to the use of Ibuprofen (a NSAID) after dental work three weeks earlier.

[41] On25 January 2017, the deceased contacted Dr Johnston’s secretary. As he was
on leave, Dr Ferguson spoke with her over the telephone. The deceased reported that
over the past three weeks she had diarrhoea up to ten times per day, with some
improvement over the preceding week. For the past eight weeks she had intermittent
vomiting, although she was tolerating liquids. She felt that she was losing weight.
Dr Ferguson arranged an urgent appointment at Dr Johnston’s outpatient clinic in
Belfast City Hospital on 27 January 2017, where she was subsequently seen by
Dr Johnston.

[42] On 13 February 2017, the deceased contacted Dr Johnston’s secretary and as he
was on leave, Dr Ferguson spoke with her. The deceased informed her that recent
bloods checked by her GP showed a low potassium level for which she was being
prescribed potassium. Dr Ferguson advised her to complete the course, and she wrote
to her GP asking for repeat bloods to be carried out.

[43] On 21 February 2017, the deceased again telephoned Dr Johnston’s secretary.
Dr Ferguson spoke with her, and she reported ongoing intermittent vomiting and
diarrhoea for the last six to eight weeks. Dr Ferguson noted that she had been assessed
by Dr Johnston on 20 December 2016 and 27 January 2017 and had a recent OGD.
Dr Ferguson wrote to her GP to prescribe Omeprazole and to repeat stool cultures to
rule out an infective cause for diarrhoea. She also arranged an appointment for
Dr Johnston’s next clinic on 6 March 2017. Dr Ferguson told the inquest that the
deceased did not request, during this telephone call, to be admitted to the Belfast
Health and Social Care Trust (the Belfast Trust) that day and she recalled that the
deceased appeared satisfied with the treatment plan and date for the next review.

[44] On 22 February 2017, the deceased’s mother contacted Dr Johnston’s secretary
and as he was still on leave, Dr Ferguson spoke with her. Mrs McNabb informed her
that the deceased had become unwell in the late afternoon on 21 February 2017, was
assessed by her GP, admitted via ambulance to SWAH and that she was under the
care of Dr Eugene Campbell. Dr Ferguson’s recollection of the telephone call was that
Mrs McNabb asked whether she thought the deceased should be treated in Belfast.
Dr Ferguson stated that she did not specifically ask her to have the deceased
transferred to the Belfast Trust. She reassured Mrs McNabb that Dr Campbell would
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be providing the same level of care as she would have in the Belfast Trust. She stated
that all the information from Dr Johnston’s clinic would be available on
Northern Ireland Electronic Care Record (NIECR) and that she would be happy to
discuss the deceased’s case further if contacted by Dr Campbell’s team. As she was
going on leave, Dr Ferguson discussed the deceased with Dr Michael Mitchell and
Dr Gerard Rafferty (consultant gastroenterologists in the Belfast Trust). Dr Rafferty
felt that the deceased’s treatment would be the same in the SWAH as in the Belfast
Trust and was happy to discuss her case if contacted. Dr Ferguson was not contacted
by the SWAH, and she subsequently went on leave until 27 February 2017.

[45] Dr Ferguson explained to the inquest that protein losing enteropathy, which
was Dr Campbell’s initial view, is a result of NSAID enteropathy. NSAID enteropathy
is inflammation and ulceration in the small intestine, caused by overuse of NSAIDs or
non-steroidal anti-inflammatory drugs. As a result of that, inflammation and
ulceration results in protein loss from the small intestine, so-called protein losing
enteropathy. She explained the records on the NIECR for the deceased went right
back to her first admission under Dr Johnston in 2007 and included in-patient
discharge summaries, out-patient clinic letters from Dr Johnston’s clinic. In relation
to the deceased’s diagnosis in SWAH, she commented “looking back through those, I
think it would have been clear that the underlying cause for the protein losing
enteropathy was NSAID enteropathy.”

Evidence of Dr Marek Oshodi

[46] Dr Marek Oshodi, consultant cardiologist and general physician, gave evidence
to the inquest. The deceased had attended the Emergency Department (ED) in SWAH
at 16.27 hours on 21 February 2017, with a history of vomiting and diarrhoea.
Dr De Wolf assessed her in the ED at 18.26 hours and referred her for admission to the
medical team. She was assessed by Dr Zuhair Ahmed, Staff Grade doctor in
gastroenterology, at 22.00 hours. He obtained a history of recurrent vomiting and
diarrhoea since the start of the year and since Sunday she had been feeling unwell,
with poor appetite, vomiting six to seven times a day and diarrhoea five to six times
a day. A history of ibuprofen abuse and protein losing enteropathy was documented.
Dr Ahmed admitted the deceased under the care of the medical team and ordered an
abdominal x-ray.

[47] At 06.15 hours on 22 February 2017, Dr Oshodi attended the deceased as part
of the ward round in the acute medical unit. He was the consultant physician on call
for the day. He noted that the deceased had a history of recurrent diarrhoea and
vomiting, loss of appetite and weight loss, several months in duration. He noted that
her medical notes recorded a background of Nurofen misuse, recurrent anaemia, a
low albumin, and nutritional deficiency.

[48] Dr Oshodi stated that, on examination, the deceased appeared pale, under
nourished and cachectic, however she was haemodynamically stable, lucid and
coherent.



[49] Dr Oshodi reviewed the x-ray ordered by Dr Ahmed, which was formally
reported at 08.41 hours. A note made in the deceased’s medical notes stated,
“abdominal x-ray-dilated loop of small bowel.” Dr Oshodi stated this may have been
made by Dr Ahmed who was with Dr Oshodi. The x-ray report stated “The gas
pattern is unremarkable. Please correlate with the clinical features.” Dr Oshodi
believed the note was written by Dr Ahmed. Dr Oshodi told the inquest that the
radiologist did not think that there was anything particularly abnormal about the
x-ray appearance”, however his view and Dr Ahmed’s at the time, was a dilated loop
of the small bowel.

[50] The fact that the deceased tended to feel more unwell after eating, made
Dr Oshodi consider the possibility of malabsorption or dumping syndrome which, he
explained, can happen when food is poorly digested or poorly absorbed in patients
who have been undernourished for a lengthy period of time. He also thought there
might be an element of small bowel dysfunction or brush-border enzyme dysfunction
and this may have been causing bloating and diarrhoea. He told the inquest that, at
that time, a potential obstruction was not a differential diagnosis. When asked if he
made any connection between the history of NSAID misuse and the deceased’s
symptoms, Dr Oshodi replied “I genuinely can’t say at this point in time, but I don’t
think it was the major thing, I just felt that the small intestine wasn’t working.”

[51] Dr Oshodi directed the deceased’s vitamin D levels be checked and he sought
an abdominal ultrasound and a surgical review to rule out the possibility of an
underlying surgical problem or intrabdominal pathology. He then assigned the
deceased to the gastroenterology team for further care. The ultrasound was reported
at 10.51 hours and stated, “large volume ascites noted with bilateral pleural
effusions...moderate right hydronephrosis.” Dr Oshodi did not review this
ultrasound, even though he ordered the ultrasound, as the deceased had moved under
the care of Dr Campbell. He explained that had he viewed the report of
hydronephrosis he would have wanted to explore that further by way of CT scan.

Evidence of Dr Mary McCaffrey

[52] Dr Mary McCaffrey, staff grade doctor, general medicine, gave evidence to the
inquest. At 08.30 hours on 22 February 2017, she commenced her shift on ward one,
the medical and surgical assessment unit. She noted that the deceased had been
admitted to the ward the night before and a post-take ward round was conducted by
Dr Oshodi at 06.15 hours. From the post-take notes, there was a concern of intestinal
malabsorption or pancreatic insufficiency and the plan included ultrasound scan of
abdomen. Dr McCaffrey requested this ultrasound within the first hour of work and
the deceased underwent the ultrasound at approximately 10.00 hours. The deceased
was reviewed by Dr Campbell mid-morning and was to be moved wards.

[53] Before the deceased moved wards, at around 13.00 hours, Dr McCaffrey
conducted a review of the deceased’s notes and test results. She looked up her chest
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x-ray, abdominal x-ray and ultrasound scan which was reported at 10.51 hours. Given
her very low albumin result and ultrasound findings, which included a large volume
of ascites (fluid) noted with bilateral pleural effusions, together with hydronephrosis,
she contacted Dr Campbell to discuss.

[54] Following their discussion, Dr McCaffrey documented the discussion in a
detailed note and recorded that the deceased was not for surgical review at that
present time. The deceased was transferred to medical ward three that evening.
Dr McCaffery told the inquest that she wanted to specifically check with Dr Campbell
whether a surgical review was required and to discuss the ascites and low albumin
level. She recalled they discussed the ultrasound results on the ward. She stated that
Dr Campbell felt that with the dietician and palliative care input, symptoms may
settle, so that would be the first plan of treatment. She stated “I cannot recall the full
detail of that discussion and how much I discussed the ultrasound. I'm pretty sure I
would have mentioned the ascites and the albumin because those were my concerns.”

[55] Dr McCaffrey explained to the inquest the importance of fluid monitoring in a
patient such as the deceased. She stated that she would be watching for input and
output monitoring for any patient, especially the deceased, given that she was having
episodes of vomiting and diarrhoea and given that her weight was low, there was
ascites and fluid within her bowel. She stated that she had already had some
intravenous fluids on the 21 February into the 22 February and it would be very
important to see what she was managing to take herself orally and what was being
passed out and how that was balancing as there would be a risk of fluid building up
within the body and perhaps her ascites or oedema worsening. There was a fluid
chart completed for 22 February 2017 when Dr McCaffrey was on duty and she could
not comment on why fluid monitoring was not conducted on other days during her
admission.

Evidence of Dr Eugene Campbell

[56] Dr Eugene Campbell, consultant gastroenterologist, gave evidence to the
inquest. Dr Campbell told the inquest that whilst he was in the SWAH he was assisted
by a junior doctor, whom he shared with Dr Geoghegan, the other gastroenterology
consultant. He did not have a registrar. He explained that, at the time, he did not
consider the staffing levels in SWAH to be adequate. In 2015, he submitted a clinical
incident report (known in the Trust as ‘a Datix’, a tool to highlight any patient safety
concerns), outlining how the Gastroenterology Department in SWAH was
understaffed. At one point Dr Campbell had nearly 40 in-patients for him and half a
junior doctor to treat. He repeated his concerns in 2016 to the manager for Acute and
Unscheduled Care in SWAH and the medical director. He produced a piece of work
which showed that SWAH had more patients and fewer doctors than other hospitals.
As a result, they received a locum staff grade, which was a temporary post. At the
time, this was filled by Dr Ahmed.
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[57] Dr Oshodi had requested an ultrasound abdomen and handed the deceased’s
care over to the gastroenterology team. Dr Campbell attended the deceased on the
morning of 22 February 2017, as the on-call medical consultant. The deceased had just
returned from the Radiology Department after an ultrasound scan, but no result was
yet available.

[58] Dr Campbell noted that NIECR recorded the deceased having attended a
gastroenterology team in Belfast and they had labelled her as ‘non-steroidal
addiction.” Dr Campbell noted an OGD conducted on 16 February 2017 did not show
anything sinister and was suggestive of reflux. No issues were highlighted following
a barium swallow.

[59] During his assessment of the deceased, she informed him that she had not taken
much food for nearly a month and that her issues were nausea, vomiting and
diarrhoea. She strongly denied an eating disorder, and she denied taking any
non-steroidal since October 2016. Her C-Reactive Protein (CRP) marker was slightly
elevated and albumin very low.

[60] Dr Campbell recorded in his notes “looks like protein losing enteropathy to
me” meaning the lining of the bowel has been scraped raw by NSAIDs and the
proteins within the body leech out into the gut and then are excreted, resulting in a
low protein level or albumin.

[61] When asked whether he considered liaising with Dr Johnston who was treating
the deceased in Belfast City Hospital, Dr Campbell replied “My involvement was one
day. I'd like to think that if I had not been on leave that I would have rang because I
do know Simon Johnston. But, on the first day of seeing her, I thought no obstruction,
nutrition, control symptoms, vitamins, I thought we had a plan. Obviously, I'd like to
think - and everything’s great with hindsight - that when we saw the plan wasn’t
working or wasn’t working as good as we wanted that we would have done a CT
earlier.”

[62] Dr Campbell told the inquest that an abdominal x-ray, ordered by Dr Ahmed,
did not look in keeping with bowel obstruction. He documented that it looked like a
protein losing enteropathy. He stated that, at the time, he did not have any suspicion
of small bowel obstruction. It was put to him that, an earlier note (made by Dr Ahmed,
who was with Dr Oshodi), documented “dilated loop of small bowel”, which proved
to be correct. He replied, “with hindsight and with the passage of time, yes, that is
correct, I am sad to say.” Dr Campbell explained to the inquest that, as the deceased
was having diarrhoea, this was indicative of something passing, to go against a
complete blockage and he also stated that he was “lulled also by the OGD in the City
[(Belfast City Hospital)] and the barium contrast” and there was nothing to suggest
an obstruction. When asked again, given her symptoms recorded by Dr Ahmed, why
he did not consider a small bowel obstruction, he replied “But was it there when she
came in? It was progressing, I would say. Did I not think of it? No, I didn’t think of
it and for that I'm very sad. Would I have thought of it? Well, then we’re into
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conjecture and guesswork.” He stated that if he had a query of bowel obstruction at
this time, the investigation of choice would have been a CT scan, with surgical review,
nil by mouth and possible NG tube insertion, known as the “drip and suck” method.

[63] When asked whether NSAID misuse linked to gastro issues crossed his mind
at any time, Dr Campbell replied: “At this time, no, it was not in my consciousness.”

[64] Dr Campbell queried a vitamin K deficiency, prescribed intravenous vitamin K
and asked the palliative care team to review the deceased, as she had little effective
nutrition for many weeks. He recorded ‘dietitian vital’ in her notes. This was
Dr Campbell’s last physical contact with the deceased. She was then reviewed by
Dr McCaffrey later that afternoon.

[65] The deceased was reviewed by a dietitian at 14.50 hours. The dietitian recorded
the deceased’s BMI as 17.2 and suggested pabrinex, forceval capsule and fortijuice
together with food record charts. She was subsequently reviewed by palliative
medicine, and the recorded plan was for the administration of a syringe driver with
cyclizine, to be reviewed and monitored as necessary.

[66] Dr Campbell accepted that his management plan did not request a check of the
ultrasound ordered by Dr Oshodi, nor did he go back and check on the deceased
before he finished his shift at 22.30 hours.

[67] Inrelation to the ultrasound, which was ordered by Dr Oshodi and reported at
10.51 hours, Dr Campbell stated that whilst he accepted Dr Oshodi believed it to be a
gastroenterology issue, he did believe that Dr Oshodi, who was on-call for 24 hours,
should have reviewed the ultrasound report, commenting “I think this was missed
opportunities by both of us is the best way to say it.”

[68] On 23 and 24 February 2017, Dr Campbell was off on study leave. During this
time, Dr Geoghegan covered his patients.

[69] On the morning of Saturday 25 February 2017, Dr Campbell attended the
hospital to catch up on patients. He was not on-call. He noted from NIECR that the
deceased’s CRP had climbed and that the ultrasound, requested by Dr Oshodi and
performed on the morning of 22 February 2017, showed moderate right
hydronephrosis, as well as ascites and bilateral pleural effusions. These findings
concerned Dr Campbell and so he telephoned Dr Lucyna Samiecova who was the
on-call radiology consultant. He ordered and she agreed to perform a CT
abdomen/ pelvis later that day. He was also concerned that the CRP was raised to
180, which was a measure of infection. On the Tuesday/Wednesday the CRP level
was 24.

[70] Dr Campbell told the inquest that he had no recollection of being contacted by
Dr McCaffrey in relation to the ultrasound report. Dr McCaffrey told the inquest that,
at 13.00 hours on 22 February 2017, she “...contacted Dr Campbell to discuss results
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and to check regarding surgical review as this was also part of the post-take plan
around the management. From this discussion, I documented that this lady was not
for surgical review at the present time.” He stated in evidence that he had no
recollection of this and that is why he ordered the CT scan on the Saturday. He
commented “that is just highly improbable of me to hear about hydronephrosis and
ascites and not say get a CT.” He stated that it was his recollection that the first time
he saw the ultrasound was on the Saturday and had he seen it earlier he would have
ordered a CT. He accepted that the ultrasound result should have been considered,
interpreted and acted upon prior to 25 February 2017, “that would have been optimal
and a much better plan.”

[71] Dr Campbell then went to ward three and spoke with Dr Geoghegan and
Dr Eanna Coffey, the on-call senior house officer (SHO). He explained his concerns
and informed them that he had ordered a CT scan of the abdomen/ pelvis. He did not
record any of this in the deceased’s notes. He then left the hospital at around 11.20
hours. Dr Campbell stated that he expected the CT scan to be conducted more rapidly
than the five hours that it took after he requested it. It was reported at 19.45 hours
that evening and reviewed by Dr Geogehan at 10.00 hours the following day
(26 February 2017). Dr Campbell stated that he would have assumed it would have
been done more rapidly.

[72] In relation to a comment made in the SAI Report, that the “Review of actions
and results from previous ward rounds [were] lacking. The notes from medical ward
rounds should include reference to abnormal investigations and outstanding tasks
from previous rounds. This may have led to an abnormal ultrasound scan and bloods
being acted upon sooner”, Dr Campbell replied that, in relation to the notes, the most
likely explanation was that junior doctors were looking at “‘what was the latest thing
happening.” That they were not going back to the very st