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that this is one example of too much wrong communication from those who 
may not be there the following morning. 

Patient 84 had right ureteric stenting performed on 28 March 2016 following 
ureteroscopy and migration of the obstructing stone into the hydronephrotic 
right kidney. Another wrong communication is the advice, 
information or assurance that claims to have been given that the stent 
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would or should be removed during or after six weeks. In almost 25 years as a 
consultant urologist, I have never, ever committed myself to perform a 
procedure within any particular time unless I have actually fixed a date. 
However, during those 25 years, such commitments have been given to 
patients on numerous occasions by junior staff who have never once seen a 
waiting list. 

In my view, it would have been ideal or optimal for Patient 84 to have had his stent 
removed and to have had ureteroscopic lithotripsy two to four weeks later as 
stent-induced, ureteric relaxation by then would 

Patient 84
have been adequate to 

permit ureteroscopy. If it had been possible for to be readmitted after 
such an interval, then all of his subsequent morbidity would have been 
avoided. It is in that regard that I have complete empathy for him. 
Unfortunately, that was not possible as he was then competing for 
readmission with scores of other patients waiting for longer periods with 
similar priorities. 

In my defence, I have been entirely aware of the morbidity, sometimes serious, 
associated with ureteric stents since the 1980s. Most substantively, I have used 
every available, additional operating session during those months in an 
attempt to reduce the waiting times for patients in similar situations, and have 
done so without remuneration. As a consequence, the total number of 
patients on my inpatient waiting list has been reduced from 275 
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on 28 April 

2016 to 232 on 13 October 2016. Unlike , or my colleagues whose 
sessions I used, I did not have any family holiday during that time. To some 
degree as a consequence, I have not had the time to read every email sent to 
me each day, never mind resolve the issues raised. 

An email was sent to me advising me that had a holiday in 
and that he was wondering whether he 

could have his surgery performed before then. I was unable to facilitate that 

Patient 84 Personal 
information 

redacted by USI
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request. I did not read the email of the 05 May 2016 requesting that I contact 

to give him advice concerning his stent while on holiday. I did read the 
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email of 17 June advising that Patient 84 had had urinary infection and requesting 
his admission as soon as possible. Once again, other patients in an identical 
situation were waiting longer to have the same 

Patient 84
procedure. I was unaware that 

I had ignored numerous calls made by . 

I have tried my very best to contact and communicate with as many patients as 
possible but have found it physically impossible to contact all of them. It is 
necessary to contact patients during their waking hours. Contacting and 
communicating with patients during their waking hours has resulted in 
administrative work being displaced to their sleeping hours, and rendering it all 
the more difficult to complete that work, even with the use of most of my 
supposedly free time. 

More importantly, with a total of 232 patients awaiting inpatient admission, 
136 of them categorised as urgent, it has been impossible to facilitate all 
patients, enquiring about and seeking admission, irrespective of the gravity of 
the indication. However, recently circulated data has revealed that four of my 
consultant colleagues have had totals of 29, 77, 59 and 41 patients awaiting 
inpatient admission. Indeed, the total number of patients of those four 
colleagues awaiting urgent admission was 131 on 13 October 2016, less than 
the number of patients awaiting urgent admission on my waiting list. It is my 
view that these figures portray such a disparity in the fortunes of patients on 
different waiting lists as to render that disparity indefensible. 

Patient 84 suggested that a ‘window’ be established each day to phone patients 
with urgent concerns. This could well be considered an attractive and practical 
proposal for those who have such relatively small cohorts of patients from 
whom concerns may be received. I believe that it would be more profitable to 
pool operative resources to ensure that such patients are admitted after the 
shortest period possible, thereby minimising the need for any such window of 
communication, 

Aidan O’Brien. 

16 October 2016 










