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Documents studied:

1. Client’s e-mail to Robert Campbell & Co and attachment, dated 02 August 
2012;

2. Client’s e-mail to Robert Campbell & Co, dated 03 August 2012;
3. Client’s e-mail and attachments, dated 05 August 2012;
4. Letter and enclosures from NHS Surrey, dated 07 August 2012;
5. Client’s e-mail to Robert Campbell & Co and attachments, dated 29 August 

2012;
6. Client’s e-mail to Robert Campbell & Co and attachments, dated 25 July 

2012;
7. Client’s e-mail to Robert Campbell & Co and attachments, dated 20 July 

2012;
8. Letters x 2 from Client and attachments, dated 05 July 2012;
9. Client’s e-mail to Robert Campbell & Co and attachments, dated 11 July 

2012;
10.Bundle of Client’s papers;
11.Correspondence with PCT;
12.Hospital records;
13.Decision Support Tool.
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1. Instructions

2. Instructed by Robert Campbell & Company, Solicitors, to provide a report on 

Avril Harris in respect of her eligibility for continuing health care funding.

3. Background of Expert

4. I attach to this report my brief  CV, which outlines my qualifications, honours 

and background experience. In addition to this information, I wish to draw  the 

attention of  the Panel to some specific experience relevant to this case. For 

many years I have had an interest in health economics and, in 1987, was 

awarded a Department of  Health research grant to examine the effectiveness 

of community psychiatric nurses. As part of this grant, I conducted an 

economic analysis of the work of community psychiatric nurses and, thus, 

during the course of the study (which took place over 3½  years) obtained 

considerable knowledge concerning the costing of care and treatment within 

the health services. The economic analysis included elements of costing 

relating to general health care as well as specific psychiatric care. In recent 

years, I have continued to carry out a range of  research projects, which have 

included economic components. In 2002, I was awarded a Medical Research 

Council research grant to examine the detection and management of 

psychological problems in the elderly. This involved collecting data on 454 

elderly patients with a mean age of  79.5 years. Of these patients, two thirds 

were female. The second part of  the study involved the development and 

testing of a training programme for district nurses. Part of  this component of 

this research included an examination for the assessment for nursing care. 

5. Over four years (2006 - 2010) I worked as a Special Advisor to the Priory 

Group, who – apart from their 14 hospitals – own a range of  care facilities, 

including residential homes and nursing homes. One of  my particular projects 

was acting as an advisor concerning the improvement of care plans and to 
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improve the nursing services as they relate to patients in receipt of  NHS 

funded continuing care. In order to provide advice which is of use to a range of 

Priory facilities, I took a special interest in one of our local care homes, The 

Grange at Potters Bar, which cares for an adult and elderly population with a 

range of  physical and mental health problems. As part of  an initiative to 

improve Care standards I have worked on no less than 18 specific nursing 

care plans, which covered the important domains of nutrition, continence, skin 

care, drug therapies and medication, psychological needs, communication and 

behavioural difficulties. This care planning exercise included consideration of 

the various scales and measures used, such as Moving and Handling 

Questionnaires, Risk Assessments and Pressure Area Assessment. This 

particular care home employs both Registered Nurses and care staff  and I 

believe that I can claim first hand, detailed knowledge of  the day-to-day 

routines of such facilities.

6. In the last five years, I have been personally involved in the development of a 

company that owns nursing and residential care homes in North Wales and I 

have provided specific advice about care planning for residents in those 

facilities; the great majority of these patients suffer from dementia of  varying 

degrees. If  necessary, I can provide evidence that my input to the development 

of nursing care in these homes has been substantial. I believe that this aspect 

of my work adds to my expertise.

7. With regard to policy and policy analysis, as my CV demonstrates, for more 

than a decade I was involved with a wide range of policy initiatives, primarily 

involving the Department of Health, England, and provided policy research, 

policy analysis and policy advice to a wide range of civil servants, ministers 

and Secretaries of State between 1995 and 2006.

8. I have served as a Specialist Advisor to the Joint UK (Parliamentary) 

Committee on Human Rights.
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9. Method of forming opinion

10. In order to form my opinion I have studied the information listed on page 2 of 

this report. I also conducted an assessment of Avril Harris on Friday 26 

October 2012 at Garth House, Dorking, Surrey.

11. Letter NHS Surrey – NHS Funded Health Care Team 13 July 2012

12. I have been provided with a copy of this letter to Mr Harris regarding the 

Multidisciplinary Team recommendation that Mrs Harris’s health care needs 

were not of a nature that they were sufficiently unstable, unpredictable, 

complex or intensive, and that she did not meet the eligibility for NHS 

Continuing Healthcare Funding. I also note that the letter recommended that 

Mrs Harris would be entitled to receive NHS Funded Nursing Care.

13. Decision Support Tool Assessment 2 July 2012

14. I have been provided with a copy of  a Decision Support Tool, signed by Mrs 

Harris’s husband, Derek, on 02 July 2012 and countersigned by Emma 

Cooling, Social Worker on the same day. The author of  the report was 

Christine Corcoran; the report dated 16 June 2012, which followed the Health 

Needs Assessment of 13 June 2012. The Decision Support Tool sets out a  

very brief account of social history and, under the heading, Medical History it 

was noted:

15. “Recurrent UTIs, CVA August 2009, PMR (polymyalgia rheumatica) 

hysterectomy 1978, angina, two stents 2008, hypertension and osteoporosis”.

16. Under Current history it was noted:

17. “Ongoing rehab following a third CVA. Recurrent UTIs”.

18. Under the heading Risks it was noted:

19. “Falls. Lack of insight into situation. UTIs because of catheter. Skin integrity”.
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20. I note that the Multidisciplinary Team members comprised Joy McDonald, 

Occupational Therapist; Michelle O’Sullivan, Assistant Psychologist; Lisa 

Maloney, Acting Care Manager; and Lisa Hopkinson, Physiotherapist. 

21. I will, below, provide commentary on the entries in the various domains of  the 

Decision Support Tool.

22. 1. Behaviour

23. Under the heading Behaviour, the assessor rated Mrs Harris’s needs as 

‘None.’ She noted one episode of physical aggression during her stay; that the 

behaviour did not occur during care interventions and the one episode 

occurred in the middle of the night, when the patient was woken up. It was 

noted that the behaviour was managed by reassurance and de-escalation.

24. 2. Cognition

25. Under the heading Cognition the assessor rated Mrs Harris’s need in this 

domain as ‘High.”  They described Mrs Harris as having difficulty with the 

cognitive aspects of  some tasks, becoming confused and demonstrating 

reduced insight. The assessor noted that Mrs Harris could make decisions, 

such as wanting to stay in her chair, returning to bed, having a cup of tea, and 

making a decision about her discharge destination. She also noted that Mrs 

Harris was able to decide on the toiletries she would like to use.

26. 3. Psychological and Emotional Needs

27. Under the heading Psychological and Emotional Needs the assessor deemed 

Mrs Harris to have a low level of  need. In the narrative section she described 

Mrs Harris as having very vivid dreams/hallucination, to which she responded 

in a variable way. She also described Mrs Harris’s need for antidepressants 

and her comment about “having had enough.”

28. 4. Communication

29. Under the heading Communication the assessor rated Mrs Harris as having a 

low  level of need, describing the way in which information needed to be 
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broken down and the need to recheck Mrs Harris’s eyes following her cataract 

surgery.

30. 5. Mobility

31. Under the heading Mobility the assessor rated Mrs Harris’s needs as high, 

stating that she had had no falls since admission. She described pain in the 

lumbar region and risk of contractures. She also described Mrs Harris as 

requiring a full sling hoist and a hospital bed.

32. 6. Nutrition

33. Under the heading Nutrition the assessor deemed Mrs Harris to have a low 

level of need, noting that she had a BMI of 25, that her MUST score was low, 

that her food required cutting up – but Mrs Harris was able to feed herself.

34. 7. Continence

35. Under the heading Continence the assessor deemed Mrs Harris to have a 

moderate level of  need in this domain, noting that she had had two or three 

episodes of  urinary tract infection since admission. The assessor also noted 

continual faecal smearing.

36. 8. Skin

37. Under the heading Skin the assessor deemed Mrs Harris to have a moderate 

level of need in this domain. Her Waterlow  Score was 22. The assessor noted 

the presence of a fistula in ano and history of psoriasis.

38. 9. Breathing

39. Under the heading Breathing the assessor deemed Mrs Harris to have a low 

level of need, noting the history of chest infections.

40. 10. Drug Therapies and Medication

41. Under the heading Drug Therapies and Medication the assessor deemed Mrs 

Harris to have a high level of need, listing a range of  medications and the 

need for nursing staff to monitor. The assessor noted that Mrs Harris was 

concordant with medication. The medications prescribed at that time were 

Prednisolone, Omeprazole, Adcal, D3, Lamotrigine, Bisoprolol, Paracetamol, 

Prof Kevin Gournay CBE AVRIL HARRIS November 2012    7



Venlafaxine, Diazepam and Microlax Enema (the Diazepam was prescribed as 

a premedication to enema).

42. 11. Altered States of Consciousness

43. Under the heading Altered States of Consciousness the assessor deemed Mrs 

Harris to have a moderate level of need, noting that Mrs Harris had suffered a 

grand mal seizure on the ward, lasting four to five minutes.

44. 12. Other Significant Care Needs

45. Under the heading Other Significant Care Needs the assessor set out seven 

particular needs:

· Assistance with all transfers;

· Assistance when using wheelchair and repositioning;

· Full assistance with toileting and incontinence;

· Hygiene needs – managing catheter;

· Assistance with meal preparation;

· Assistance with washing and dressing;

· Assistance with bed mobility.

46. I note that on the summary sheet (page 41 and 50) Mrs Harris’s level of  need 

in the domain of Cognition has been altered from medium to high. Thus, Mrs 

Harris’s level of need in the Summary is as follows:

· High: Three domains – Cognition, Mobility, Drug Therapies and 

Medication;

· Medium: Three domains – Continence, Skin, Altered Stated of 

Consciousness;

· Low: Four domains – Psychological Needs, Communication, 

Nutrition, Breathing;

· No Needs: One domain – Behaviour.

47. Holistic Care Plan, dated 01 August 2012

Prof Kevin Gournay CBE AVRIL HARRIS November 2012    8



48. I have been provided with this Care Plan, which was co-ordinated by Mr Harris 

with input from Dr Kalmus, the GP; Pippa Savage, the Modern Matron; Lisa 

Maloney, NHS Care Manager; Joy McDonald, Occupational Therapist; Lisa 

Hopkinson, Physiotherapist; Michelle Sullivan, Assistant Psychologist; and 

Emma Cooling, Social Services Case Manager.

49. I note that the Care Plan referred to a family meeting on 12 June 2012, a 

Health Needs Assessment on 13 June 2012, the Decision Support Tool of  02 

July 1012 and the Medical Assessment Meeting on 24 July. I particularly note 

on page 3 of that Care Plan the information was contained under the four key 

indicators, i.e. nature, intensity, complexity and unpredictability. The Plan sets 

out a range of problems and the nursing interventions needed. The issues are 

as follows:

· Low blood pressure;

· Angina;

· Cholesterol;

· Low blood oxygen level;

· Back pain;

· Fistula;

· Osteoporosis;

· Vascilitus;

· Gastric pain;

· Depression;

· “Fits”;

· Bowel movements;

· Urine Infections;

· Transfer;

· Left leg, right leg, left arm;

· General health and exercise;

· Rash in anal area;
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· Bruising on arms;

· Rash over body;

· Mattress;

· Face;

· Hallucinations and very vivid dreams;

· Depression;

· Cognitive;

· Eyes;

· Liquid;

· Food;

· Wheelchair;

· Toileting;

· Washing;

· Bed mobility.

50. The document also includes a very helpful summary of Mrs Harris’s medical 

history.

51. NHS Surrey – Health Needs Assessment  - 26 September 2012

52. I can confirm that I have read the Health Needs Assessment of  Rosa 

Andalajau, Registered Nurse at Garth House Nursing Home. I will here provide 

brief commentary on this assessment. I note that the document sets out at 

page 4 the past medical history and current diagnosis. The document further 

notes that Mrs Harris is under the Neuro-rehabilitation Team.

53. Under the heading Risk (page 6) it is noted that Mrs Harris is at risk of  falls 

and that there are risks to others of her being physically violent and verbally 

abusive. The assessment also notes that she is at risk from physical abuse by 

others.

54. With regard to behaviour, the assessment notes that Mrs Harris displays 

disinhibition, extreme nosiness, extreme restlessness and that she displays 
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physical violence, the threat of physical violence and that she can be verbally 

abusive. It is also noted that Mrs Harris is less frequently restless.

55. Under the domain of  Cognition there is a note that Mrs Harris’s cognitive 

function varies.

56. Under the domain of  Psychological and Emotional Needs it is noted that Mrs 

Harris displays distress, low  mood and anxiety and is, less frequently, 

withdrawn. At the time of  completing the Needs Assessment it was noted that 

she had not received a specialist psychological assessment (since admission 

to Garth House).

57. Under the domain of Communication it was noted that there had been no 

assessments by a speech and language therapist.

58. Under the domain of Mobility it was noted that Mrs Harris was unable to walk, 

could weight bear with assistance, would be unable to get out of bed, unable 

to get on and off of  the toilet, and would require positioning in bed. It was 

noted that Mrs Harris was not compliant with all transfers.

59. With regard to the domain of  Nutrition it was noted that Mrs Harris needed her 

food to be cut up for her.

60. With regard to the domain of Continence it was noted that Mrs Harris had a 

suprapubic catheter, that she was incontinent of faeces, was subject to 

constipation and required laxatives.

61. With regard to the domain of Skin, it was noted that Mrs Harris had a skin tear 

on the left leg; grade II.

62. With regard to the domain of Breathing there are no comments.

63. With regard to the domain of  Drug Therapies and Medication: Symptom 

Control it was noted that Mrs Harris described herself as being in pain.

64. With regard to the domain of Altered States of Consciousness, the presence of 

brain injury/epilepsy and transient ischaemic attacks was noted.
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65. Background medical (GP) records

66. The summary of the background medical history is in accord with the 

information contained in the bundle with which I have been provided. This 

describes Mrs Harris as having been very fit as a young woman. The summary 

notes the history of high blood pressure and a hysterectomy for cancer in 

1978. The document also makes reference to the history of  angina, treated 

with stents, polymyalgia rheumatic, osteoporosis and cataract. The remaining 

items in the summary refer to the cerebrovascular accidents suffered and the 

various consequences of the cerebrovascular accidents.

67. Summary of Mrs  Harris’s care, 15 May to 02 August 2012 – Daily Notes of 

Mr Harris

68. The Daily Notes made by Mr Harris regarding Mrs Harris’s condition is very 

helpful to me as this describes Mrs Harris’s health problems and her function 

whist in hospital. I particularly note the reference to the various domains of 

need and of the central characteristics of her presentation, notably in respect 

of pain, cognition and mobility.

69. Correspondence with PCT

70. I can confirm that I have read this section of the bundle. I will not here provide 

any further information. I can confirm that I particularly note that there is 

considerable disagreement between the Multidisciplinary Team and the family 

regarding assessment of Mrs Harris’ needs. 

71. Central Surrey Health records

72. I can confirm that I have read this bundle. I particularly note the Care Plans 

and Daily Notes made during Mrs Harris’s hospital admission.

73. I will here provide commentary on additional documents, which, in my opinion, 

are relevant to the various domains of need.
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74. Depression questionnaires

75. I can confirm that I have seen the Depression questionnaires used, in 

particular the questionnaire that is specific for people who have suffered 

cerebrovascular accidents – thee Stroke Aphasic Depression Questionnaire. I 

note that this questionnaire was administered on three occasions during May 

of 2012. The scores indicated that Mrs Harris’s level of  depression was below 

the cut-off for a condition of significant clinical severity.

76. I note that Mrs Harris was subject to a number of  assessments while she was 

in hospital. I particularly note the record of the Neuropsychologist, who 

described the presence of  epilepsy and visual field deficits because of 

cataracts. I note that the Neuro-rehabilitation Pathways Team monitored Mrs 

Harris. I also note the physiotherapy assessment.

77. There is a Barthel Index completed on 16 May 2012, which assessed Mrs 

Harris as having a moderate level of dependency, with a score of 5. The 

bundle contains an undated Occupational Therapy Assessment.

78. Joy McDonald of the Neuro-rehabilitation Team completed a Canadian 

Occupational Performance Measure. This is a structured assessment of 

activities of daily living and function, primarily aimed at assisting with the 

measurement of progress with rehabilitation over time. There is a note of the 

need to consider problems, including falling, transfers, eating and drinking and 

washing and dressing. I note that there is also a wheelchair assessment.

79. Minutes of Family Meeting

80. I can confirm that I have read the minutes of  the Family Meeting held on 12 

June 2012 at New Epsom and Ewell Cottage Hospital.

81. Professor Gournay’s Assessment of Avril Harris 26 October 2012
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82. I visited Mrs Harris at Garth House on 26 October 2012. I conducted my 

assessment in the company of  her husband, Derek. The assessment took 

place over a period of  some two hours and 20 minutes. In the course of the 

assessment I was able to examine the Nursing Notes, assessments and Care 

Plans of Garth House.

83. When I met Mrs Harris she greeted me with a smile and I was able to engage 

her in conversation. For the first few  minutes of the interview, Mrs Harris 

conveyed the impression of  a woman with not only good social skills, but also 

very reasonable comprehension. However, over the course of  the interview, 

Mrs Harris demonstrated a number of features of  obvious and very significant 

cognitive impairment and thought disorder.

84. Thus, although Mrs Harris was initially orientated in time, place and person, 

and told me something of  her medical history (quite accurately) as the 

interview  progressed she also said quite clearly that she was able to walk and 

became quite angry with her husband for suggesting otherwise.  Indeed it 

seemed clear that she had little perception of  risk. It also appeared to me that 

her orientation to time and place also became disordered. Again, although (as 

noted above) Mrs Harris initially presented as a well-mannered, sociable and 

cheerful person, over the course of the assessment she displayed frustration, 

irritability and anger. During the interview  I noted that Mrs Harris’s right hand 

shook and, when she attempted to pick up a cup, the shaking increased. She 

was eventually assisted by her husband to take a drink.

85. I will, below, provide further observations on Mrs Harris’s condition when I 

address the domains of the Decision Support Tool.

86. Professor Gournay’s Assessment of Need 26 October 2012 – Domains of 

Decision Support Tool

87. I will below  set out a summary of  my Assessment of Need in each of the 

domains of the Decision Support Tool.
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88. 1. Behaviour

89. As I have noted in my comments regarding an assessment of  Mrs Harris, her 

state is certainly variable and there is evidence of verbal and physical 

aggression and non-compliance with care. In my opinion, Mrs Harris’s 

behaviour is out of keeping with her previous personality and disposition and, 

in my opinion, her challenging behaviour is caused by cognitive and 

psychological and emotional variables, in turn caused by cerebro vascular 

events. 

90. In my opinion, the brain injury suffered by Mrs Harris has led to disinhibition, 

disorientation and thought disorder, which in turn causes behavioural 

problems. In addition, Mrs Harris at times demonstrates clear frustration, which 

can cause her to become irritable and, in turn, abusive towards others. Mrs is 

unable at times to understand the consequences of her behaviour. I am 

emphasising these points because of  the obvious interaction between three of 

the domains of the Decision Support Tool, i.e. Behaviour, Cognition and 

Psychological and Emotional Needs.

91. I also note that, at times, Mrs Harris’s behaviour is triggered by urinary tract 

infections and Mrs Harris’s daughter has noticed that there appears to be a 

correlation between the onset of  a urinary tract infection and disturbances in 

her behaviour. This is, of course, a common phenomenon in older people.

92. In my opinion, Mrs Harris displays challenging behaviour that poses a 

predictable risk to others. I can see that the nursing and care staff  at Garth 

House are able to minimise the effect of Mrs Harris’s behaviour, but are not 

always successful in eliminating risks. As I have noted elsewhere, her 

compliance is variable but, in general, she responds to interventions by 

nursing and care staff.

93. I am of  the opinion, therefore, that the most accurate determination of  need in 

this domain is High. I also wish to emphasise the matter of  well managed 

needs. It is clear that both the staff members at Garth House and Mr Harris, 
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who spends a considerable amount of time with his wife on his daily visits, are 

able to manage this behaviour. If it were not for such good management of Mrs 

Harris’s needs, her level of need would undoubtedly be greater.

94. 2. Cognition

95. With regard to the domain of Cognition, as I have noted, Mrs Harris’s cognitive 

state is variable and, at times, she demonstrates fairly minimal impairment. 

However, over the course of  my assessment, and taking into account the 

opinions of  others – notably the Neuro-rehabilitation Team, who previously 

assessed Mrs Harris, staff members at Garth House and Mrs Harris’s family – 

there is clear memory impairment and disorientation in time and place. It is 

also clear that Mrs Harris had awareness of  only some needs and basic risks. 

Although she is able to make appropriate choices, she is only able to do so on 

basic matters. Anything that requires relevant processing of  information 

becomes impossible for her, even when she is supervised or prompted. I am of 

the opinion that Mrs Harris lacks capacity in a number of key areas of her life. I 

say this as one who has capacity in making mental capacity assessments for 

the Court, in keeping with the Mental Capacity Act of 2005.

96. I am of the opinion that Mrs Harris’ level of need in this domain is High

97. 3. Psychological and Emotional Needs

98. With regard to the domain of Psychological and Emotional Needs, as I have 

noted above Mrs Harris is superficially cheerful. However, she displays great 

frustration at her physical incapacity and I am of the opinion that underlying 

her superficial cheerful presentation, she is suffering from a very significant 

degree of depression. She has made comments about having “had enough” 

and other comments to the effect that life is not worth living. In my opinion she 

continues to display a number of features of, what I would describe as, 

“smiling depression”, i.e. someone who is, at heart, fundamentally depressed 

but who displays the superficial impression of  euthymia. It is clear to me that 

both Mrs Harris’s family and staff members at Garth House are insightful about 
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Mrs Harris’s level of depression. Nevertheless, their efforts and treatment with 

antidepressant medication has not provided the benefit that one might expect. 

It appears to me that Mrs Harris might respond to some cognitive therapy, 

which would obviously need to be modified to take into account her cognitive 

impairment. There is a support in the literature to providing cognitive therapy to 

people with cognitive impairment and I know  from my own clinical experience 

and my experience obtained during study of people with cognitive impairment, 

some secondary to Multiple Sclerosis, that cognitive therapy, in combination 

with antidepressant treatment, may be more beneficial that antidepressant 

treatment alone.

99. In addition to Mrs Harris’s depression, at times she also displays features of 

anxiety and this reported by both nursing home staff and Mrs Harris’s family. 

Mrs Harris is also subject to very vivid dreams which, by the account of staff 

members at Garth House and her family, last into her waking state. Her 

husband graphically described a dream that Mrs Harris had experienced of 

being in Paris, where she and her husband lived at one time, and that even 

when she awoke she continued to think she was in Paris. These episodes 

have continued over the months since Mrs Harris’s last cerebrovascular 

accident and, of particular importance, these events, at times, cause her to 

feel significantly distressed. Unfortunately, there seems to be little that can be 

offered for such phenomena, other than support from staff  and family and 

reassurance. I note that Mrs Harris has been referred for further psychiatric 

assessment and, at the time of writing this report, the results of  this 

assessment are awaited.

100. Mrs Harris is largely engaged in activities and shows infrequent withdrawal. 

Nevertheless, I am of the opinion that she demonstrates significant levels of 

mood disturbance, hallucinations and periods of distress. I have considered 

the descriptors of the Decision Support Tool and, at present, I am of  the 

opinion that Mrs Harris falls on the borderline between Moderate  and High 
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level of need, i.e. borderline between the psychological phenomena having an 

increasing impact on her health and wellbeing and phenomena that have a 

severe impact on her health and wellbeing.

101. 4. Communication

102. With regard to the domain of Communication, Mrs Harris is at times articulate 

and communicative. However, because of her cognitive impairment, she does 

require assistance to communicate and, at times, there is a need to interpret 

her communication. I am therefore of the opinion that her level of need in this 

domain should be deemed as low.

103. 5. Mobility

104. With regard to the domain of  mobility, Mrs Harris is not independently mobile 

and requires a full sling hoist for transfers, an air mattress and a wheelchair. 

The Falls Risk Assessment deemed Mrs Harris to be at high risk of falls (I was 

able to see the Falls Risk Assessment carried out at Garth House and noted 

that Mrs Harris’s score was 13 (above the cut off for high risk). There is clearly 

a need to take great care when moving Mrs Harris due to pain on movement 

because of her underlying orthopaedic condition and she needs careful 

positioning and repositioning. She is largely unable to assist with transfers. I 

also note the presence of contractures in her left arm, hand, leg and foot. 

There are clearly risks of harm and positioning is critical.

105. Mrs Harris is not completely immobile, but her clinical condition is such that 

there are risks attached to physical harm on positioning. I have taken into 

account the family’s view  that Mrs Harris is at high risk of physical harm on 

movement or transfer and that positioning is critical. I accept that there is 

significant risk of physical harm on transfer. However, Mrs Harris is provided 

with skilled care from nursing and care staff, which reduces the risks posed. I 

am therefore of  the opinion that Mrs Harris’s level of need in this domain is 

high, although once more I would draw  the attention of the panel to matter of 

well managed needs. I say this (once more) because of the obvious level of 
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skill provided by nursing and care staff members at Garth House and because 

of their experience in dealing with patients such as Mrs Harris.

106. 6. Nutrition, Food and Drink

107. With regard to the domain of Nutrition, Food and Drink Mrs Harris requires 

some supervision and prompting and requires her food to be cut up, otherwise 

I was unable to identify any particular risks. I particularly note the stability of 

her weight. I am of the opinion that her level of  needs in this domain should be 

deemed as low.

108. 7. Continence

109. With regard to the domain of Continence Mrs Harris is incontinent of  faeces 

and has a suprapubic catheter. She suffers from recurrent urinary tract 

infections. Mrs Harris is now  prescribed Trimethoprim as a long-term 

prophylactic (prescribed by her GP since admission to the nursing home) but 

continues to suffer episodes of urinary tract infection. Mrs Harris’s condition is 

also characterised by two other complications, i.e. faecal smearing and the 

development of an anal fistula. Both of  these conditions render Mrs Harris at 

risk and, therefore, in my opinion, her continence care is problematic. I am of 

the opinion that her level of need in this domain should be deemed as high.

110. 8. Skin

111. With regard to the domain of Skin Mrs Harris is at risk of skin breakdown, 

which requires preventative intervention. I note that her Waterlow  scores are 

recently and currently borderline between high and very high risk. However, 

she does not meet the criteria for a high or severe level of need. I am therefore 

of the opinion that her level of need in this domain should be deemed as 

moderate. 

112. 9. Breathing

113. With regard to the domain of Breathing Mrs Harris still suffers occasional 

episodes of angina, which cause shortness of breath. However, these 
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episodes respond to a spray for her angina. I am therefore of the opinion that 

the most appropriate level of need in this domain is low.

114. 10. Drug Therapies and Medication

115. With regard to the domain of Drug Therapies and Medication Mrs Harris is on 

a range of different medications, which all require monitoring by a Registered 

Nurse. There is potential for fluctuation in a number of  her health conditions. 

Mrs Harris is also in pain and requires regular analgesia. I am therefore of the 

opinion that her level of need in this domain should be deemed as high.

116. 11. Altered States of Consciousness

117. With regard to the domain of Altered States of Consciousness Mrs Harris has 

a history of epilepsy, is taking anticonvulsant medication and suffers 

occasional transient ischaemic episodes. I am therefore of the opinion that her 

level of need should be deemed as moderate.

118. 12. Other Significant Care Needs

119. Mrs Harris has a clear history of cerebrovascular accidents and received 

neuro-rehabilitation. In my opinion, she continues to demonstrate the need for 

further rehabilitation and, although one must be realistic about the progress 

that can be made, I am of  the opinion that there are a number of areas where 

rehabilitative efforts would be very helpful. At the time of my assessment, I 

discussed the need for rehabilitation with both Mr and Mrs Harris. In my 

opinion it would be very helpful if, with appropriate professional staff, the family 

might use this report to consider further interventions. In the case of  Mrs 

Harris, as in many others, it appears that comprehensive rehabilitative efforts 

virtually ceased on her discharge from hospital. In my opinion, there are a 

number of  domains where Mrs Harris would benefit from rehabilitative efforts – 

for example, in my opinion, continuing physiotherapy is essential to deal with 

matters such as contractures and, as with anyone who is dependent upon a 

wheelchair, there is continuing need for assessment of  the suitability of seating 

and positioning. I was informed by Mr Harris that he had recently acquired an 
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adapted vehicle that would enable him to take Mrs Harris out of  Garth House 

and I understand that Mrs Harris is taken to her home. It appears to me that 

other outings, which would enhance the quality of her life and contribute to 

further rehabilitation, might be considered. I know  that access to a swimming 

pool is often of benefit to patients post-stroke and that even the presence of a 

supra-pubic catheter can be accommodated. I know  this from my own 

knowledge of spinal injury units and other rehabilitation settings, such as the 

Royal National Orthopaedic Hospital at Stanmore. 

120. As I have noted above, psychological intervention might also provide effective 

and it might also be helpful if Mrs Harris was availed of further assessment to 

consider whether some of the deficits in cognitive function and communication 

could be further addressed. I of course accept that Mrs Harris was provided 

with assessment and rehabilitative efforts in hospital. Nevertheless, I believe 

that even small changes in cognitive function are worthwhile. There is, of 

course, a literature on the effectiveness of cognitive rehabilitative efforts in 

patients following a stroke and evidence that these efforts should be continued 

in the medium term at least.

121. I heard from Mr and Mrs Harris that, prior to Mrs Harris’s stroke, they attended 

meetings of  the University of  the 3rd Age. While I can see that many of  the 

activities of  the University of 3rd Age would not be suitable for Mrs Harris, I 

know  from experience that some events are relatively brief  and may be helpful 

in continuing to stimulate Mrs Harris’s interest and orientation – thus 

enhancing the quality of her life. I would therefore respectfully recommend 

that, if there are opportunities for listening to a talk or watching a film for 

relatively brief periods of time, Mrs Harris might benefit from attendance.

BACKGROUND POLICY AND LEGAL ISSUES 
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122. I will in this section set out a range of  information concerning Policy and Legal 

issues so as to provide some context for the assessments of Mrs Harris 

carried out on behalf of the NHS Trust and by myself.  

2001 Health Service Circular HSE 2001/015 “Continuing Healthcare: NHS and 

Local Councils’ Responsibility” 

123. I can confirm that I am very familiar with this document and note under 

paragraph 18 that there is a statement of  a number of key issues to consider 

when arranging continuing NHS healthcare. Furthermore, Annex C of  this 

circular contains key issues to consider when establishing continuing NHS 

healthcare eligibility criteria. 

R-versus-North and East Devon Health Authority Ex-Parte Coughlan  

124. I can confirm that I am very familiar with this judgement and I am also very 

familiar with the facts of Ms Pamela Coughlan’s case and the care plan of Ms 

Coughlan, which was signed and dated 17 October 2000.

Department of Health NHS Continuing Care: Action following the Grogan 

Judgement dated 3 March 2006  

125. I can confirm that I am very familiar with this document and in particular with 

paragraphs 11-17, which sets out further guidance and background on 

eligibility. I note that paragraphs 18-20 contain further guidance on the 

application of the criteria and assessment process. I note that the key 

principles considering eligibility for NHS continuing care funding concern the 

issue of  primary health need and also whether the needs of the individual are 
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or are not merely incidental or ancillary to the provision of  the accommodation 

which the local authority is under a duty to provide.

The National Framework for NHS Continuing Healthcare and NHS Funded Care  

126. I can confirm that I am very familiar with this document and the associated 

Decision Support Tool. I can also confirm that I am familiar with both versions 

of the Tool and that it is the 2009 version which I have used in my assessment

127.  I will here provide some comments about this document, pointing out some 

important issues. This document is of course underpinned by a legal 

framework and I have, above, noted the central issues of two cases, i.e. 

Coughlan and Grogan. It also needs to be said that the National Framework 

for NHS Continuing Healthcare was developed to provide uniformity in the 

decision-making process across the NHS. 

128. In paragraphs 23-29 the National Framework document sets out considerable 

information concerning the issue of  Primary Health need and in paragraph 26 

states that a practical approach to eligibility is necessary, which will apply to a 

range of different circumstances including situations in which the “incidental 

and ancillary” test is not applicable. This will include, for example, cases where 

people are cared for at home or currently fund their own care in a care home. 

The paragraph also sets out the issues of nature, intensity, complexity and 

unpredictability. It states that:  

129. “Each of these characteristics may, in combination or alone, demonstrate a 

primary health need because of the quality and/or quantity of care required to 

meet the individual’s needs”. 

130. In paragraph 28 it is noted:  

131. “To minimise the variation in interpretation of these principles and to inform 

consistent decision-making, we have developed the National Decision Support 

Tool in conjunction with stakeholders”. 
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132. It is further noted:  

133. “The Decision Support Tool, combined with practitioners own experience and 

professional judgement should therefore enable them to apply the primary 

health need test in practice in a way which is consistent with the limits on 

which can lawfully be provided by the local authority in accordance with the 

Coughlan and Grogan Judgements.”  

134. In paragraphs 44-63 of that document there is a very helpful description of 

process. This describes the use of  the Decision Support Tool and sets out on 

page 19 a very helpful matrix. It is noted that individuals may have needs that 

are not easily categorised in the care domain described. It is also noted that 

there is a need to consider interaction between the needs and evidence from 

relevant risk assessments. It is importantly noted that, although the tool 

supports the process of determining eligibility and ensures consistent and 

comprehensive consideration of  an individual’s needs, it cannot directly 

determine eligibility. It is noted that professional judgement should be 

exercised in all cases to ensure that the individual’s overall level of  need is 

correctly determined.

135. Importantly, in paragraph 37 of the document it is noted: 

136. “The decision making rationale should not marginalise a need because it is 

successfully managed: Well managed needs are still needs. Only where the 

successful management of a healthcare need has permanently reduced or 

removed an ongoing need will this have a bearing on NHS continuing 

healthcare eligibility.” 

137. The document sets out, in the preamble to the description of the care domains, 

a number of issues concerning use of the tool and whether a primary health 

need is established. From paragraph 16 onwards, page 5, there is some 

guidance given to the way in which the Decision Support Tool may indicate 

eligibility. For example, if a level of priority needs in one of the four domains 

that carries this level is indicated or if  a total of two or more incidences of 
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identified severe needs across all of the care domains then eligibility may be 

demonstrated.

138. Opinion

139. I have been instructed by Robert Campbell & Company, Solicitors, on behalf of 

Mrs Harris’s family to provide a report in respect of her eligibility for continuing 

health care funding. By way of  background, Mrs Harris has been a patient in 

Garth House Nursing Home since 02 August 2012. Prior to this time, Mrs 

Harris received hospital care following the cerebrovascular accident on 27th 

February 2012 – a matter to which I will refer below.

140. Mrs Harris was subject to an assessment by NHS Surrey in June 2012 and 

she was then deemed to be ineligible for NHS funded health care funding. Mrs 

Harris’s husband, Derek, received a letter to this effect dated 13 July 2012. 

Mrs Harris was subsequently admitted to Garth House Nursing Home on 02 

August 2012. Mrs Harris’s family disagreed with the findings of  NHS Surrey 

and I was then instructed by solicitors acting on behalf of  Mrs Harris’s family to 

provide an independent Expert report. I therefore visited Mrs Harris at Garth 

House Nursing Home on 26 October 2012 to conduct an assessment of her 

needs – a matter to which I will refer below.

141. At this point I note that the assessment by NHS Surrey took place some weeks 

before Mrs Harris’s admission to Garth House. My assessment took place 

some time after her admission to Garth House.

142. As the Panel will note, the matter of  eligibility only has significance from the 

period following Mrs Harris’s admission from 02 August 2012.

143. I have, above, set out the results of my assessment, which followed a face-to-

face meeting of some two hours and 20 minutes duration, conducted in the 

company of  Mrs Harris’s husband. In addition, I read a substantial amount of 

information (listed on page 2 of  this report). I have, above, set out my findings 
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and find myself in agreement with the assessment of NHS Surrey in respect of 

eight domains of the Decision Support Tool, i.e:

· Cognition – Agreed high;

· Communication – Agreed low;

· Mobility – Agreed high;

· Nutrition – Agreed low;

· Skin – Agreed moderate;

· Breathing – Agreed low;

· Medication – Agreed high;

· Altered States of Consciousness – Agreed moderate.

144. I disagree with the ratings of NHS Surrey in respect of the following:

· Behaviour: NHS Surrey rated no needs. My own rating was that of a 

high level of need in this domain, for the reasons set out above;

· Psychological and Emotional Needs: NHS Surrey rated a low  level of 

need. I rated Mrs Harris’s level of  need as borderline between 

moderate and high, for the reasons set out above;

· Continence: NHS Surrey rated a moderate level of need. I rated a high 

level of need, for the reasons set out above;

145. Therefore, in summary, I found Mrs Harris to demonstrate a high level of  need 

in five domains of  the Decision Support Tool, a borderline level of  need 

between Moderate and High in one further domain, a moderate level of need 

in two domains and a low level of need in three domains. 

146. I also noted other significant health needs and I have, above, outlined my 

opinion on the matter of rehabilitation. I believe that it is worth emphasising 

that Mrs Harris is in continuing need of efforts to maximise her function and 

quality of life and I have drawn attention to additional strategies that may assist 

– principally those involving physiotherapy and cognitive therapy.

147. Once more, I need to identify the area of psychological and emotional needs, 

where I formed the opinion that Mrs Harris’s needs were not being met.
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148. In addition to my opinion on the level of need demonstrated to me in each of 

the domains of the Decision Support Tool, I wish to make the additional point 

that, in this case, these ratings need to be seen within the context of needs 

that are well managed. I have drawn attention to this important matter above. 

In the case of Mrs Harris, I believe that this is very relevant and that the ratings 

of need with which I have been provided needed to be seen within this context. 

Once more I should emphasise that which is set out in the NHS documentation 

regarding well-managed needs. I have particularly drawn attention to the 

matter of  mobility, where I am of the opinion that the skill of  the care and 

nursing staff at Garth House leads to the risks associated with Mrs Harris’s 

transfers to be diminished. Members of the staff at Garth House also 

demonstrate skill in managing Mrs Harris’s behaviour and, in addition to the 

efforts made by staff  members, once more I need to emphasise that Mr Derek 

Harris spends a considerable amount of time with his wife and, thus, adds to 

her care in a significant way - thus, in effect, adding to the management of her 

condition. Mrs Harris’s cognitive impairment and psychological needs lead to 

difficulties in communication and there is evidence, from the Care Plans and 

notes, that the nursing and care staff of Garth House have become skilled at 

anticipating Mrs Harris’s needs and dealing with them with a high level of skill.

149. I have, above, mentioned the issue of  some aspects of Mrs Harris’s emotional 

state, which appeared to be very difficult to manage, notably the distress 

caused by her hallucinations and thought disorder. In other domains: Nutrition, 

Continence, Skin and Medication, there is evidence, from the notes, of  these 

needs being well managed by staff at Garth House.

150. With regard to the Primary Health Needs Test, I have considered the matter of 

the four key indicators, i.e. Nature, Complexity, Intensity and Unpredictability. 

151. With regard to Nature, Mrs Harris presents with a number of  active medical 

conditions; principally those stemming from cerebrovascular accidents and, 

notably, the last (third) cerebrovascular accident of  27th February 2012. In 
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addition, Mrs Harris has other active health problems: Polymyalgia rheumatica 

(PMR) and osteoporosis, both of which cause pain. I am of  the opinion that it is 

uncontentious to say that the array of  medications that are prescribed 

demonstrate the complexity of her condition. In addition, I am of the opinion 

that one needs to bear in mind that, given her history of  cerebrovascular 

events and other cardiovascular problems (notably the need for treatment for 

coronary artery occlusion and hypertension) in the past, it is likely that Mrs 

Harris’s condition will change over time, thus providing a background of an 

unpredictable condition. In addition to this contextual unpredictability, there is 

also unpredictability in a number of  the domains of need – for example her 

behaviour is unpredictable. The evidence for this comes from the Nursing 

Notes and the reports of her husband. Similarly, Mrs Harris’s psychological 

and emotional state has an element of unpredictability. I observed the way in 

which Mrs Harris’s presentation switched from that of  a sociable woman with 

relatively intact cognition, to someone who was clearly irrational, irascible, 

disorientated and thought disordered. Mrs Harris has a suprapubic catheter 

and has a history of  significant urinary tract infection, currently managed by 

long-term treatment with Trimethoprim. Nevertheless, Mrs Harris does suffer 

urinary tract infections on occasion. The nature of  Mrs Harris’s condition, which 

in my opinion is complex and unpredictable, leads to the need for her to be 

provided with intensive health care over the 24-hour period.

152. One striking feature of Mrs Harris’s presentation over the period that I was with 

her was the variation in her condition and, as my assessment progressed, it 

was clear that nursing and care staff  were dealing with an array of health 

problems.

153. On the basis of my assessment of need in the domains of the Decision 

Support Tool and my consideration of the Primary Needs Test and the matter 

of the four Key Indicators, I formed the opinion that Mrs Harris meets the 

criteria for continuing health care funding and is eligible for this funding, by 
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reason of the Primary Needs Test. I have, above, drawn attention to a number 

of matters that I believe are relevant to her condition and, once more, I need to 

emphasise the unmet needs in respect of her psychological condition and the 

need for rehabilitation. 

154. Finally, with regard to legal tests, I have carefully considered the case of 

Pamela Coughlan, and have considered a comparison between Mrs Harris 

and Ms Coughlan in respect of health care needs.

155. While not wishing in any way to diminish the level of need presented by Ms 

Coughlan, I am of  the opinion that it is worth noting that Ms Coughlan had no 

mental dysfunction, and once she was up and about in the morning in her 

powered wheelchair she was able to manipulate this with considerable skill 

and dexterity. She was able to undertake day trips, visits to friends, read, listen 

to CDs, watch the TV, listen to the radio and use the telephone, albeit that she 

needed some assistance with dialling. Ms Coughlan was turned at two- to four-

hourly intervals during the night. 

156. By contrast, Mrs Harris has a number of needs across a wide range. I am 

therefore of  the opinion that the level of health care needs demonstrated by 

Mrs Harris is greater than that of Pamela Coughlan.
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Declaration

I, Kevin Gournay CBE, declare that:

¨ I understand my duty to the Panel, and I have complied with that duty. for 

Instruction of Experts to give Evidence in Civil Claims.

¨ I have set out in my report what I understand from those instructing me to be the 

issues in respect of which my opinion as an Expert is required;

¨ I have done my best in preparing this report to be accurate and complete. I have 

mentioned all matters that I regard as relevant to the opinions I have expressed;

¨ I have drawn to the attention of the Panel all facts, of which I am aware, that 

might affect my opinion;

¨ I have not included anything in this report that has been suggested to me by 

anyone, including the lawyers instructing me, without forming my own 

independent view of the matter;

¨ At the time of signing the report, I consider it to be complete and accurate. I will 

notify those instructing me if, for any reason, I subsequently consider that the 

report requires any correction or qualification;

¨ I understand that this report will be the evidence that I would be prepared to give 

under oath, subject to any correction or qualification I may make before swearing 

to its correctness;

¨ I confirm that I have not entered into any arrangement where the amount or 

payment of my fees is in any way dependent on the outcome of the case;

¨ I believe that the facts I have stated in this report are true and that the opinions I 

have expressed are correct;
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¨  I confirm that I have made clear which facts and matters referred to in this report 

are within my own knowledge and which are not. Those that are within my own 

knowledge I confirm to be true. The opinions I have expressed represent my true 

and complete professional opinions on the matters to which they refer.

  Date…5 November 2012 
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14 Cassandra Gate, Cheshunt, Herts EN8 0XE
Tel: 01992 446817
Fax: 01992 466281

Email: kevingournay@aol.com

I am by professional background a Registered and Chartered Psychologist, 
Chartered Scientist and a Registered Nurse. I am Emeritus Professor of 
Psychiatric Nursing at the Institute of Psychiatry, Kings College, University of 
London (This Post Graduate Medical School is regarded as the most 
important research institution of its type in the world). I was Chair of the 
Academic Board of that institution from 1997-1999. My experience in mental 
health care spans 40 years and includes  experience of mental health and 
learning disabilities  nursing and psychology, working in both hospital and 
community settings. Until my retirement from the Institute in June 2006, I was 
engaged in a wide range of research including studies of acute inpatient care 
(which led to the writing of a report to ministers), medication management, the 
management of violence, patient observation, suicide, ethnicity, learning 
disabilities, assertive community treatment and community psychiatric 
nursing. The Department that I headed has the highest psychiatric nursing 
research profile of any in the UK and Europe. I have also conducted several 
studies in more general areas of Mental Health care and Psychology, 
including epidemiology, health economics, cognitive processes, addictive 
behaviour and the evaluation of psychological and pharmacological 
treatments. I was responsible for several educational programmes and have a 
range of experience of training Doctors, Psychologists and other professions.

I am currently a Visiting Professorial Fellow in the Faculty of Medicine at the 
University of New South Wales, Australia with specific responsibility for 
activities within the National Drug and Alcohol Research Centre (NDARC) 
until 2015.  

In 1997 I was  appointed by the Secretary of State to membership of the 
United Kingdom Council for Nursing Midwifery and Health Visiting and served 
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on professional conduct and health committees. I was a member of the group 
that developed the National Service Framework for mental health services 
and was a member of 2 Clinical Standards Advisory Groups on Schizophrenia 
and Depression respectively (reporting to the Secretary of State in 1995 and 
1999). Between 2002 and 2005 I chaired the Guideline Development Group 
for the National Institute for Health and Clinical Excellence (NICE) on the 
management of disturbed behaviour/violence in mental health and emergency 
settings – published in 2005. I was a member of several other national 
initiatives and advisory bodies, including the expert groups advising on the 
treatment of people with Dangerous and Severe Personality Disorders and 
mental health in prisons. I served as a special advisor to the Joint 
Parliamentary Committee on Human Rights with a specific brief for Deaths in 
Custody (2004 - 2005).  I held office, including a term as Chair, in the Mental 
Health Nursing Society of the Royal College of Nursing from 1992 to 1999. I 
frequently give advice at a National level, including to Department of Health 
officials and Ministers. 

I am an Expert Witness on several expert registers in both Standards of Care 
and Post Traumatic Stress Disorder (see below), with considerable 
experience (more than 600 reports and 40 or more court appearances in 
England, Northern Ireland and Eire). I can confirm that I have received 
various trainings  as an expert; indeed I have also taught others on expert 
witness matters.  I have provided evidence to various public inquiries (eg the 
inquiry into the Death of David Bennett, the Fallon Inquiry into Ashworth 
Hospital, to a number of homicide inquiries including the cases involving 
Christopher Clunis, Chloe Fahy, Raymond Sinclair, Martin Murcell, the Boland 
family and others). I have provided more than 150 reports on patients  in 
receipt of mental health services or in prisons who have committed suicide 
and many on people who have come to serious harm. I also have 
considerable experience of providing reports for Mental Health Act Review 
Tribunals, notably on treatment and nursing issues in patients detained in 
High Secure Hospitals.

Over the past 36 years  I have also had extensive clinical experience as a 
Psychologist in the treatment of anxiety disorders and currently work 20 hours 
per week in clinical practice. I have considerable experience in treating 
patients with post-traumatic stress disorder. I have been responsible for the 
assessment and treatment of people from a range of disasters including the 
Moorgate tube crash, the King's Cross fire, the Potters Bar and Paddington 
train crashes, the sinking of the Herald of Free Enterprise ferry and the 
Tottenham riots. I have also treated and assessed people involved in a whole 
range of domestic, industrial and road traffic accidents and other trauma 
including crime and war related events. I have also worked with terminally ill 
patients and their families, providing psychological treatment.  

I am the founding Patron and President of a mental health charity (No Panic) 
and have been a Trustee, advisor or Patron to other charities including 
Cancerlink, OCD Action, the Samaritans and Barnet Cancer Care. I am the 
author of approximately 300 journal articles, conference papers National and 
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International), books and book chapters. I am the co-editor of a standard 
textbook of Mental Health Nursing, now in its second edition. I have made 
numerous radio and TV appearances and my clinical work has been the 
subject of a number of TV and radio programmes. 

My current role includes substantial clinical contact with patients suffering a 
variety of mental health problems, including post-traumatic stress disorder, 
obsessive compulsive disorder, depression and schizophrenia. I have had 
periods of attachment to various universities in the USA, Australia and 
Europe, where I have been involved in teaching psychiatrists, psychologists 
and nurses on a range of topics, including post-traumatic stress  and the 
management of severe mental illness. I have taught and advised in the Czech 
Republic, Russia, Romania, New Zealand, Canada, Eire and several other 
European countries. I am currently a consultant to the World Health 
Organization in the occupied Palestinian territories. 

In 1998 I was  elected as a Fellow of the Royal College of Nursing for my 
contribution to education, research, policy and practice development in 
Mental Health Nursing. I was elected as a Fellow of the Academy of Medical 
Sciences in 2000 for my distinguished contribution to Medical Sciences. In 
2002 I was elected as an Honorary Fellow of the Royal College of 
Psychiatrists for my outstanding contribution to Psychiatry. I was appointed 
CBE in the New Year Honours in 1998/9 for my services to Psychiatric 
Nursing, Research and Education. In 2004, I was elected as the “Psychiatric 
Nurse of the Year”, by the American Psychiatric Nurses Association.
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