


















 

   
 

  

            
            

           
  

 
              

              
              

           
           

    
 

              
               

            
           

               
              

            
              

                
     

 
                  

               
       

             
                  

                
                

              
                 
                 

           
         

 
             

              
              

              
            

 
                

          

PAT-000217

SECTION C – Details of concerns raised/complaints reported 

1. Please provide full details of any concerns and/or complaints raised by you, 
specifying the nature of those concerns in as much detail as possible. 

I submitted a formal complaint letter to the Corporate Complaints Officer on the 
19th September 2016. 

I was notified by Mr O’Brien via Mr Tyson to come into for admission to CAH on 
Easter Sunday 27th March 2016 as I needed to be admitted to have a ureteroscopy 
performed as an emergency. When I arrived at the ward, they were not expecting 
me, this hadn’t been communicated to them. A minor thing overall, but it was an 
inconvenience as it was Easter Sunday and I was away for the weekend, so I had 
to cut things short. 

The operation was undertaken on Monday 28th March 2016 and I had a stent 
inserted, this is where my main complaint lies. As admitted by the hospital later on 
1st December 2016, in a response to my complaint letter, a stent inserted should 
have this removed and have an ureteroscopic lithotripsy performed four to six 
weeks later. I didn’t get this stent removed until 10th August, nearly 5 months later. 
During these 5 months I was in excruciating pain throughout, right from the start, 
particularly when passing urine. I was passing fresh blood post exercise and had 
severe urgency and severe frequency. It was very disruptive to my home and work 
life. I had to bear the pain for so long and take painkillers all the time, likely putting 
more strain on my kidneys. 

I only got this stent removed because I was so ill and had to get admitted via A&E 
on 6th August 2016. I had a very nasty bacteria in my urine that produced 
Extended-Spectrum Beta-Lactamases (ESBLSs). To remove this infection, I 
needed different kinds of strong anti-biotics. I was fearful of septicaemia at this 
point. I also learnt at this time from a further CT scan that a stone was still in my 
ureter and it lay next to the stent. The stent removal went well thankfully as I was 
warned about a risk of damage during its removal as it had been in there for that 
length of time. However, while I was discharged on 14th August I was re-admitted 
on 17th August. I felt poorly since I was discharged, so I visited my GP, who sent 
me straight to A&E. I was then transferred to 3 South, with query Sepsis, and I was 
on another anti-biotic for 7 days. The anti-biotic was an even stronger one named 
Meropenum. Finally, I was discharged on 24th August 2016. 

The stent not only worsened the kidney stone blockage issue I was originally 
admitted for, but it was also causing extreme pain while inserted, and it then 
caused me to become really ill by causing infections. It should have been removed 
much sooner as was recommended and known but I continued to get fobbed off by 
Mr O’Brien via his secretary. I phoned many times to speak to him. 

I feel there was a definite breach of duty of care to me. The staff including the 
different consultants during my unnecessary stays were excellent but Mr O’Brien 
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PAT-000642

MR Patient 18

I have initiated a degree of androgen blockade by prescribing Bicalutamide 50mg 
daily. I also prescribed Tamoxifen 10mg daily, in order to prevent gynaecomastia. 
I have arranged to review him at my clinic at the Thorndale Unit in January 
2012. I have written to Mr Patient 18 , asking him to have his serum PSA 
repeated by your practice nurse during December 2011, and so that a result will 
be available when he returns for review. He may require an increased dose of 
Bicalutamide, in order to achieve a satisfactory biochemical response prior to 
considering proceeding to radical radiotherapy. 

Yours sincerely 

Dictated but not signed by 

Mr Aidan O’Brien FRCS 
Consultant Urological Surgeon 

Date Dictated: 16/09/11 Date Typed: 16/09/11 SC 





 
  

  

 
 

 
  

  
   

 

 
 

 
 
 

 

  

    
 

 
    

         
  

        
     

    
    

      
        

      
     

         
    

   
     

        
   

     
       

      
    

PAT-000641
CRAIGAVON AREA HOSPITAL 

68 LURGAN ROAD 
PORTADOWN, BT63 5QQ 

UROLOGY DEPARTMENT 
OUTPATIENT LETTER 

Telephone: 028 3861 2634 
Fax: 028 3833 3839 
Email: Personal information redacted by USI

Secretary: Mrs M McCorry 

16 September 2011 

DR Patient's GP

Personal information redacted by USI

Dear DR Patient's GP

Re: Patient Name: 
D.O.B.: 
Address: 
Hospital No: 

MR 

HCN: 

Personal Information 
redacted by USI

Personal Information redacted by USI

Personal Information 
redacted by USI

Personal Information redacted 
by USI

Patient 18

Date/Time of Clinic: 09/09/11 Follow Up: REV JAN 2012 
Procedure (if applicable) 

Further to the letter of 23 June 2011 from Mr Thwaini, I write to advise you that 
there was no evidence of any skeletal metastatic disease, when Patient 18 had radio-
isotope bone scanning performed on 7 July 2011. Moreover, there was no 
evidence of extracapsular disease on MRI scanning performed on 20 July 2011. 

When I reviewed Mr Patient 18 on 9 September 2011, I found him to be keeping 
very well indeed. He remains almost completely devoid of any lower urinary tract 
symptoms, only occasionally having to rise at night to pass urine. I found his 
serum total PSA level that day to be 11.71ng/ml. 

It is interesting to note that Mr Patient 18 had a serum total PSA of 19.3ng/ml in 
2006, and just prior to having his prostate resected then following an admission 
in acute urinary retention necessitating catheterisation. There was no evidence of 
any prostatic carcinoma on histological examination of resected tissue then. His 
serum total PSA level subsequently fell to 7.6ng/ml in 2007. This value should 
be regarded as the relevant baseline, from which to estimated PSA velocity and 
doubling time. His PSA level had increased significantly to 13.86ng/ml by March 
2011, resulting in a doubling time of approximately 5 years. It is somewhat 
reassuring to note that his serum total PSA level has fallen a little, 
spontaneously, to 11.71ng/ml by 9 September 2011. 




