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Root Cause Analysis report on the 
review of a Serious Adverse 

Incident including
Service User/Family/Carer 

Engagement Checklist  

Organisation’s Unique Case Identifier: 
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Date of Incident/Event: 31/10/2019 

HSCB Unique Case Identifier: 
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redacted by USI

D.O.B: Gender: M Age: 70 
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Responsible Lead Officer: Dr Dermot Hughes 

Designation: Former Medical Director Western Health 
and Social Care Trust. Former Medical Director of the 
Northern Ireland Cancer Network (NICAN) 

Report Author: The Review Team 
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1202 AOB-61217

1.0 EXECUTIVE SUMMARY 

, a 70-year-old man, was referred to urology services in Craigavon Area Hospital 
(CAH) via the Emergency Department (ED) following an episode of retention of urine 
in May 2019. He was reviewed by Dr.1 who noted a raised PSA. Suspicious of 
prostate cancer, Dr.1 commenced on Bicalutamide (50mgs od) whilst awaiting 
transurethral resection of the prostate (TURP). 

A TURP was performed. The findings were thought to be in keeping with bladder 
outlet obstruction due to bladder neck hypertrophy (enlargement). The bladder neck 
and prostate gland were partially resected and histology showed benign disease only. 

was able to pass urine prior to discharge home. A routine review for September 
2019 did not happen. presented in ED in May 2020 complaining of abdominal pain 
and urinary retention. Following digital rectal examination an initial diagnosis of bowel 
cancer was made; histological examination later concluded had advanced 
prostate cancer. 

2.0 THE REVIEW TEAM 
Dr Dermot Hughes – External Independent Chair: Former Medical Director Western 
Health and Social Care Trust. Former Medical Director of the Northern Ireland Cancer 
Network (NICAN). 
Mr Hugh Gilbert - Expert External Clinical Advisor from the British Association of 
Urological Surgeons BAUS 
Mrs Fiona Reddick – Head of Cancer Services (SHSCT) 
Ms Patricia Thompson – Clinical Nurse Specialist (Formally SET recently SHSCT) 
Mrs Patricia Kingsnorth – Acting Acute Clinical  and Social Care Governance 
Coordinator (SHSCT) 

3.0 SAI REVIEW TERMS OF REFERENCE 
The aims and objectives of this review are to: 

 To carry out a systematic multidisciplinary review of the process used in the 
diagnosis, multidisciplinary team decision making and subsequent follow up 
and treatment provided for each patient identified, using a Root Cause Analysis 
(RCA) Methodology. 

 To review individually the quality of treatment and care provided to each patient 
identified and consider any factors that may have adversely influenced or 
contributed to subsequent clinical outcomes. 

 To engage with patients / families to ensure where possible questions 
presented to the review team or concerns are addressed within the review. 

 To develop recommendations to establish what lessons are to be learned and 
how our systems can be strengthened regarding the delivery of safe, high 
quality care. 

 Examine any areas of good practice and opportunities for sharing learning from 
the incidents. 

 To share the review with the Director of Acute Services/ Medical Director/ staff 
involved/ patient. 

 To share with the HSCB. 
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1203 AOB-61218

4.0 REVIEW METHODOLOGY 
Review of Medical Notes 

Interviews with Staff 

Family Engagement – discussion with patient 

Review of the Northern Ireland Health Care Record 

MDT pathway for Cancer Management 

Comparative analysis against Regional and National Guidelines 

5.0 DESCRIPTION OF INCIDENT/CASE 

 

 
  

 
   

 

  

   

 

  

   

 
  

    
   

   
 

   
   

  
  

 
  

   

      

  
 

  
  

   
   

      
 

 
   

 
 

 
 

  
   

    

At presentation, Patient 
9 was a 70-year-old gentleman who attended the Emergency 

Department (ED) in Craigavon Area Hospital (CAH) on 1 May 2019 complaining of 
severe abdominal pain and urinary retention. He was catheterised and referred to 
urology. 

was seen on 24 May 2019 by Dr.1 (Consultant Urologist) who noted a history of Patient 
9

lower urinary tract symptoms and a failed trial removal of catheter (TROC). A serum 
prostate specific antigen (PSA), (which is a blood test that indicates the risk of the 
presence of prostate cancer), was elevated. Following examination, Dr.1 was 
suspicious of the presence of significant prostate cancer.  He initiated partial 
androgen blockade by prescribing bicalutamide (50mgs, once daily) whilst awaiting a 
prostatic resection which was arranged for 12 June 2019. 

On 12 June 2019, Patient 
9 attended for TURP. The procedure was performed by Dr.1 who 

noted that the prostate gland did not look “particularly enlarged or obstructive”. Severe 
bladder neck hypertrophy and a trabeculated bladder were seen, (trabeculation 
represents bladder muscle that has thickened over time, possibly, but not exclusively 
as a result of obstruction to outflow of urine). The findings were thought to be in 
keeping with bladder outlet obstruction due to bladder neck hypertrophy 
(enlargement). The bladder neck and prostate gland were partially resected and 
was able to pass urine prior to discharge home. 

Patient 
9

was reviewed on 2 July 2019 when he was noted to have suffered an increase in 
Patient 

9

urinary symptoms since discharge. It was noted there was no evidence of malignancy 
on histopathological examination, however, Dr.1 documented in the patient’s GP letter 
that he suspected there may be a cancer in the unresected prostate gland and 
therefore arranged a repeat PSA level, an ultrasound scan of the urinary tract and a 
MRI scan of the prostate.  Depending on the PSA result, Dr.1 stated in the GP letter 
that he was considering performing a prostatic biopsy of the gland remnant but 
deferred this until a planned review in September 2019. 

No appointment is recorded until Patient 
9 attended the Emergency Department (ED) at 

CAH on 8 May 2020. He complained of severe urinary symptoms and was found to be 
in retention of urine. He was also noted to have some diarrhoea with associated rectal 

Version 3.4 

Received from Tughans OBO Mr Aidan O'Brien on 27/01/2022. Annotated by the Urology Services Inquiry

3 



 

 
  

  
      

  
   

   
    

   

   
 

   
      

 

     
   

   
    

      
 

   
  

   
  

     
    

   
    

 

 
   

   

     
 

  
  

  
 

 
  

    

  
   

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

1204 AOB-61219

5.0 DESCRIPTION OF INCIDENT/CASE 
bleeding and tenesmus (an uncomfortable feeling or pain indicating a need to open 

the bowels). He was reviewed by Dr.2 (a specialist surgical trainee, ST4) who 
documented that was known to urology services and queried if he had been lost to 
follow up. On digital rectal examination Dr.2 felt a rectal mass and suspected prostate 
cancer.  Bloods for a PSA level was taken. was catheterised and allowed home 
with a referral to both urology and colo-rectal surgery. 

According to a letter, dated 12 May 2020, from Dr.1 to following a virtual clinic 
review, Doctor 1 prescribed bicalutamide (50mg) for the suspected prostate cancer, in 
addition to tamsulosin (0.4mg) for the urinary symptoms. He had asked for ’s GP to 
arrange for the district nurse/ practice nurse to review on 18 May 2020 for a trial 
removal of catheter (TROC). 

On 18 May 2020 attended for the TROC as arranged. He was unable to void urine 
and as a bladder scan showed 500mls of residual urine a catheter was reinserted. He 
was reviewed by Dr.3 (specialist urology trainee, ST3) who noted that the serum PSA 
level (9.5ng/ml) was elevated. Dr.3 also noted that during ’s attendance at ED that 
Dr.2 had recorded that the prostate felt malignant. Dr.3 requested a MRI scan of the 
prostate and pelvis and wrote a referral letter to request an outpatient review by Dr.1. 
In addition, a red flag referral to general surgery was made and a letter for information 
was sent to ’s GP. 

On 27 May 2020, attended for the MRI scan, which demonstrated a pelvic mass 
that was highly suspicious of prostate cancer causing an urethro-rectal fistula. 

On 12 June 2020, attended for a CT scan which showed a large rectal mass with 
small volume groin nodes but no distant metastasis. 

was reviewed by Dr.4 (General Surgery Consultant) on 30 June 2020 who 
performed a biopsy of the mass per rectum. Histology confirmed poorly-differentiated 
(aggressive) prostate adenocarcinoma (Gleason 9/10). 

’s case was discussed at the urology MDM (2 July 2020) which noted a locally 
advanced prostate cancer. The MDM recommended prompt urology review, to 
commence androgen deprivation therapy (ADT), and that a bone scan was arranged. 

Dr.5 (Consultant Urologist) saw (6 July 2020) and found that he continued with 
rectal bleeding and tenesmus. had stopped his bicalutamide (May 2020) and, so, 
was on no treatment for his prostate cancer. The MDM recommendations were 
followed. Further discussion at MDM was planned for when the bone scan results 
were available. It was intended that if there was no metastatic disease, he would be 
referred to oncology. 

attended the ED (27 July 2020) with ongoing problems with his urinary catheter 
which was changed earlier in the day but was still not draining. His catheter was 
changed again and he was commenced on oral antibiotics. He was discharged home. 

Two days later (29 July 2020) returned to the ED with urinary retention after again 
having his catheter changed in the community. He was noted to have a very low urine 
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5.0 DESCRIPTION OF INCIDENT/CASE 
output through the catheter despite good hydration. reported passing urine per 
rectum.  Faeces were seen in the catheter bag. 

was admitted under the care of Dr.6 (Consultant Urologist) as he was in painful 
urinary retention, but the urology team were unable to pass a urethral catheter. He 

Patient 
9

Patient 
9

was taken to theatre for the open insertion of a suprapubic catheter under general 
anaesthetic. 

A bone scan did not show metastases. 

was reviewed by the acute oncology service during this admission; palliativ
Patient 

9
Patient 

9

e Patient 
9

treatment was recommended. It was decided that would need a defunctioning 
faecal stoma and possibly an ileal conduit (stoma bag for the bladder).  was 
reviewed by the stoma nurse regarding future stoma. 

The surgeons planned surgery for the defunctioning colostomy when 
Patient 

9 felt able: he 
wanted to return home to recuperate before undergoing any further intervention. He 
was discharged home on 1 August 2020. 

’s case was discussed at MDM on 6 August 2020. The recommendation for de-Patient 
9

functioning colostomy was confirmed, but the supra pubic catheter was to be 
maintained for urinary drainage. Palliative radiotherapy could be considered after Patient 

9 ’s 
surgery and he was to remain on hormone therapy. 

On 13 August 2020 
Patient 

9 attended the ED complaining of severe abdominal pain and 
was noted to have a recto-vesical fistula. He was admitted under the general surgical 
team and underwent an emergency laparotomy and defunctioning sigmoid loop 
colostomy on 14 August 2020. He was discharged home with a planned review by the 
urology team. 

On 19 October 2020 
Patient 

9
Patient 

9

was reviewed by Dr.5 (Consultant Urologist), it was noted 
that was having intermittent episodes of diarrhoea and penile discomfort. His PSA 
was noted to have risen to 17.30ng/ml and a referral was made to Clinical Oncology 
in Belfast City Hospital for further assessment. 

6.0 FINDINGS 
presented in urinary retention and demonstrated features of possible prostate 

cancer. This possibility should have been pursued by the request of a MRI of the 

Patient 
9

 

 
  

  
 

  

 
  

 
 

  

  
    

     
   

      
   

  

   
  

  
  

    
  

    
  

 

   
   

      
  

 
 

  
       

          
        

         
      

          
 

           
       

   

prostate and pelvis and ultrasound guided needle biopsy of the gland. Alternatively, 
an urgent TURP and the needle biopsies could have been performed simultaneously 
after the MRI scan. This would have established the diagnosis and, following staging 
with a bone scan, the patient could have been referred for a specialist opinion on 
radical therapy. 

 The review team believe that Dr.1 suspected prostate cancer based on clinical 
examination and raised PSA. Following TURP, which showed benign disease, 
there was no intention to consider this further until 3 months after presentation. 
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6.0 FINDINGS 

 

 

 

 

 

 

 

 

 

 

 

 

Although the possibility of prostate cancer was considered from the time of 
presentation - the PSA was elevated - there was no record in the medical notes 
of a digital rectal examination (DRE). 

During the operation further signs might have been elicited and appropriate 
(ultrasound guided needle) biopsies could have been performed. A transrectal 
biopsy, performed at the time of the TURP, would have secured the diagnosis. 

TURP is not an adequate way to biopsy the prostate gland. NICAN Urology 
Clinical Guidelines 2016 indicate that TURP is a poor clinical tool for cancer 
diagnosis and recommend prostate biopsy by the trans-rectal or trans-perineal 
approach. 

The Review Team conclude that the signs of localised prostate cancer were 
apparent from the time of presentation and that the correct course of action 
would have been to arrange appropriate staging scans and biopsies. 
should have undergone investigation with a MRI scan of the prostate and 
pelvis together with a bone scan. 

Arrangement could then have been made to start androgen deprivation therapy 
(a LHRH analogue) before referral on to a clinical oncologist for consideration 
of external beam radiotherapy (EBRT) with a realistic prospect of effective 
disease control. 

Dr.1 still suspected cancer within the prostate gland in a GP letter (dated 24 
May 2019) but deferred definitive investigation until a review planned for 
September 2019. 

’s appointment in September was not made and he was lost to follow up. 

presented to Emergency Department (ED) on 8 May 2020 with urinary tract 
symptoms and signs of locally progressive prostate disease. 

After interactions with Urology and Lower Gastro-Intestinal Surgical colleagues, 
was diagnosed with high grade carcinoma of prostatic origin, Gleason 

score 9. The patient had locally advanced disease and a colo-vesical fistula. 

When was reviewed at a virtual clinic in May 2020 by Dr 1, he was 
commenced on bicalutamide 50mgs. Bicalutamide (50mg) is currently only 
indicated as a preliminary anti-flare agent and is only prescribed before 
definitive hormonal (LHRH analogue) treatment. 

The review team note that this treatment was not in adherence with the 
Northern Ireland Cancer Network (NICAN) Urology Cancer Clinical Guidelines 
(2016) which was signed off by the Southern Health and Social Care Trust 
(SHSCT) Urology Multi-disciplinary Meeting, as their protocols for Cancer Peer 
Review (2017). 

This guidance was issued when Dr.1 was the regional chair of this group and 

Version 3.4 

Received from Tughans OBO Mr Aidan O'Brien on 27/01/2022. Annotated by the Urology Services Inquiry

6 



 

 
  

  
   

          
 

          
 

        
   

           
    

       
       
         

         
 

         
         

        
 

       
         

    
         

        
 

  

            
   
  

       

 
  

  
   

    
     

   
 

   
 

   
 

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

Patient 
9

1207 AOB-61222

6.0 FINDINGS 

 

 

 

 

 

 

 

 

had full knowledge of its contents. 

The review team note that following discussion with , he was unaware that 
his care given was at variance with regionally recommended best practice. 

The review team believe that could not and did not give informed consent 
to this alternative pathway. 

was not referred to a Urology Cancer Nurse Specialist no phone numbers 
were provided, despite ’s delayed diagnosis and immediate complex needs. 

The review team met with and his wife as part of the family engagement for 
the SAI. He described feeling isolated with no guidance on how to seek support 
or further care when he needed it. This resulted in numerous attendances to 
the Emergency Department with blocked catheters and urinary retention which 

found to be quite distressing. He was advised that the ED was the wrong 
place for him and that he should seek help from his GP. His experience in ED 
was further compounded by the Covid-19 restrictions. 

The review team acknowledge that the ED was not the most appropriate route 
for to access. However, did not have access to a urology CNS to 
support him and his family with his diagnosis and despite having complex 
healthcare needs. 

The Southern Health and Social Care Trust Urology Cancer Peer Review 
submission 2017 states “all newly diagnosed patients have a Key Worker 
appointed, a Holistic Needs Assessment conducted, adequate communication 
and information, advice and support given, and all recorded in a Permanent 
Record of Patient Management which will be shared and filed in a timely 
manner.” (1) 

Multidisciplinary Team Meetings 

was not referred to MDM in a timely fashion because of non-adherence to 
diagnostic pathways Northern Ireland Cancer Network (NICAN) Urology 
Cancer clinical Guidelines 2016 and a delayed diagnosis of cancer. 

The MDM was quorate 11% 2017, 22% 2018, 0% 2019 and 5% 2020 

7.0 CONCLUSIONS 
The possibility of localised prostate cancer should have been considered from the 
time of presentation; although there is no record of a digital rectal examination the 
PSA was elevated. Further, signs should have been elicited during the TURP and 
appropriate biopsies could have been performed. TURP does not provide an 
adequate biopsy of the prostate gland. 

A MRI scan prompted by a digital rectal examination together with the elevated PSA 
might have revealed the need for biopsy.  A transrectal biopsy performed either 
before or at the time of the TURP would have secured the diagnosis. Arrangements 
could have been made to start appropriate hormone therapy (a LHRH analogue) prior 
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1208 AOB-61223

to referral to a clinical oncologist for an opinion on external beam radiotherapy with a 
realistic prospect of effective disease control. 

To compound this, the patient was apparently lost to follow up after his appointment in 
July 2019. 

is likely to have suffered an unnecessary outcome owing to delays in the 
Patient 

9

investigation of his symptoms and signs, the unconventional treatment of prostate 
cancer, and failures in follow up procedures. 

Had the appropriate investigations and treatment been instituted in a timely fashion, 
there is likelihood that Patient 

9 would have enjoyed a good quality of life for an extended 
period. 

8.0 LESSONS LEARNED 

The effective management of urological cancers requires a co-operative multi-
disciplinary team, which collectively and inter-dependently ensures the support of all 
patients and their families through, diagnosis, treatment planning and the completion 
and survivorship. 

A single member of the team should not choose to, or be expected to, manage all the 
clinical, supportive, and administrative steps of a patient’s care. 

A key worker, usually a cancer nurse specialist, should be independently assigned to 
every patient learning of a new cancer diagnosis. 

Any divergence from a MDT recommendation should be justified by further MDT 
discussion and the informed consent of the patient. 

The clinical record should include the reason for any deferments in management 
decisions. 

After any patient interaction, best practice includes the prompt communication, with 
the patient and their General Practitioner, of the rationale for any decisions made. 

The MDM must have an open supportive culture allowing members to raise clinical 
concerns 

References 

1. Peer review Self-Assessment report for NICaN 2017. 

9.0 RECOMMENDATIONS AND ACTION PLANNING 

Recommendation 1 

The MDT should audit all aspects of its primary function. 
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9.0 RECOMMENDATIONS AND ACTION PLANNING 
Recommendation 2 

The multi-disciplinary team meeting is primarily a forum in which the relative merits of 
all appropriate treatment options for the management of their disease can be 
discussed. Any other function is secondary to, and if necessary be sacrificed to, this 
aim. 

Recommendation 3 

The multi-disciplinary team meeting should be quorate, and all participants must feel 
able to contribute to discussion. 

Recommendation 4 

An operational system that allows the future scheduling of any investigations or 
appointments should be available during all clinical interactions. 

Recommendation 5 

The Trust must ensure that patients are discussed appropriately at MDM and by the 
appropriate professionals, especially as disease progresses. 

Recommendation 6 

The Southern Health and Social Care Trust must develop cancer service governance 
processes to identify deficits in care and to escalate these appropriately. 

10.0 DISTRIBUTION LIST 

Mr Shane Devlin – Chief Executive  SHSCT 

Mrs Melanie McClements – Director of Acute Services SHSCT 

Dr Maria O’Kane – Medical Director SHSCT 

Mrs Heather Trouton – Executive Director of Nursing Midwifery and AHPs 

HSCB 

PHA 
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Personal Information 
redacted by the USI

1210 AOB-61225
Checklist for Engagement / Communication with 

Service User1/ Family/ Carer following a Serious Adverse Incident 

(This checklist should be completed in full and submitted to the HSCB along with the completed SAI Review Report 
for all levels of SAI reviews) 

Reporting Organisation
SAI Ref Number: 

HSCB Ref Number: Personal Information 
redacted by the USI

SECTION 1 

INFORMING THE SERVICE USER1 / FAMILY / CARER 
1) Please indicate if the SAI relates 

to a single service user, a number 
of service users or if the SAI 
relates only to a HSC Child Death 
notification (SAI criterion 4.2.2) 
Please select as appropriate () 

Single 
Service User 

x Multiple 
Service Users* 

HSC Child Death 
Notification only 

Comment: 

*If multiple service users involved please indicate the number involved 

2) Was the Service User1 / Family / 
Carer informed the incident was 
being investigated as a SAI? 

Please select as appropriate () 

YES x NO 

If YES, insert date informed: 26 October 2020 

If NO, please select only one rationale from below, for NOT INFORMING the 
Service User / Family / Carer that the incident was being investigated as a SAI 
a) No contact or Next of Kin details or Unable to contact 

b) Not applicable as this SAI is not ‘patient/service user’ related 

c) Concerns regarding impact the information may have on 
health/safety/security and/or wellbeing of the service user 

d) Case involved suspected or actual abuse by family 

e) Case identified as a result of review exercise 

f) Case is environmental or infrastructure related with no harm to 
patient/service user 

g) Other rationale 

If you selected c), d), e), f) or g) above please provide further details: 

For completion by HSCB/PHA Personnel Only (Please select as appropriate () 

Content with rationale? YES NO 

SHARING THE REVIEW REPORT WITH THE SERVICE USER1 / FAMILY / CARER 
(complete this section where the Service User / Family / Carer has been informed the incident was being investigated as a SAI) 

3) Has the Final Review report been 
shared with the Service User1 / 
Family / Carer? 

Please select as appropriate () 

YES NO x 

If YES, insert date informed: 

If NO, please select only one rationale from below, for NOT SHARING the SAI 
Review Report with Service User / Family / Carer 
a) Draft review report has been shared and further engagement 

planned to share final report 
b) Plan to share final review report at a later date and further 

engagement planned 
x 

c) Report not shared but contents discussed 
(if you select this option please also complete ‘l’ below) 
d) No contact or Next of Kin or Unable to contact 

1
Service User or their nominated representative 

This checklist should be completed in line with the HSCB Procedure for the reporting and follow up of SAIs October 2013 
and the HSC Guidance for staff on engagement/communication with Service Users

1 
/ Families/Carers following a SAI 

Received from Tughans OBO Mr Aidan O'Brien on 27/01/2022. Annotated by the Urology Services Inquiry



 

 

   

 

 

  
               

 

 
 

 

   

    

    

  

 
 

 

 

    

   

   

        
 
 
 

        

     

 
 

 
 

 
   

     
 

     
  

 
     

 

     

  

  
 

     
    

   
     

     

  

  
 

     
       

  
 

     

     

  

  
 

 
 

  
 

 
 

 

SHARING THE REVIEW REPORT WITH THE SERVICE USER1 / FAMILY / CARER 
(complete this section where the Service User / Family / Carer has been informed the incident was being investigated as a SAI) 

Continued overleaf e) No response to correspondence 

f) Withdrew fully from the SAI process 

g) Participated in SAI process but declined review report 

(if you select any of the options below please also complete ‘l’ below) 

h) concerns regarding impact the information may have on 
health/safety/security and/or wellbeing of the service user1 

family/ carer 
i) case involved suspected or actual abuse by family 

j) identified as a result of review exercise 

k) other rationale 

l) If you have selected c), h), i),  j), or k) above please provide further details: 

For completion by HSCB/PHA Personnel Only (Please select as appropriate () 

Content with rationale? YES NO 

1211 AOB-61226

SECTION 2 

INFORMING THE CORONER’S OFFICE 
(under section 7 of the Coroners Act (Northern Ireland) 1959)
(complete this section for all death related SAIs) 

1) Was there a Statutory Duty to 
notify the Coroner at the time of 
death? 
Please select as appropriate () 

YES NO 

If YES, insert date informed: 

If NO, please provide details: 

2) Following or during the review of 
the SAI was there a Statutory 
Duty to notify the Coroner? 
Please select as appropriate () 

YES NO 

If YES, insert date informed: 

If NO, please provide details: 

3) If you have selected ‘YES’ to any 
of the above ‘1’ or ‘2’ has the 
review report been shared with 
the Coroner? 
Please select as appropriate () 

YES NO 

If YES, insert date report shared: 

If NO, please provide details: 

DATE CHECKLIST COMPLETED 

1
Service User or their nominated representative 

This checklist should be completed in line with the HSCB Procedure for the reporting and follow up of SAIs October 2013 
and the HSC Guidance for staff on engagement/communication with Service Users

1 
/ Families/Carers following a SAI 

Received from Tughans OBO Mr Aidan O'Brien on 27/01/2022. Annotated by the Urology Services Inquiry
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Root Cause Analysis report on the 
review of a Serious Adverse 

Incident  

Organisation’s Unique Case Identifier: 
Personal Information redacted 

by the USI

Date of Incident/Event: 6 January 2016 

HSCB Unique Case Identifier: 

Service User Details: 

Personal Information redacted by USI

D.O.B: 
Personal Information redacted by USI

Gender: F    Age: 66 yrs 

Responsible Lead Officer: Connie Connolly 

Designation: Lead Nurse Acute Governance 

Report Author: Review Team 

Date report signed off: 15 March 2017 

Date submitted to HSCB: 16 March 2017 
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1.0 EXECUTIVE SUMMARY 

is a 66 year old lady with a past medical history of colon cancer in 2010 and 
breast cancer in 2013. 

While was under review and follow up by the Breast Surgeons in June 2014, a 
Computer Tomography Scan (CT Scan) of the abdomen and pelvis was arranged and 
this was performed on 24 June 2014. This CT scan reported a number of cysts in both 
kidneys. On the right side, there was a large upper pole cyst, a small lower pole cyst 
and a cyst on the anterior aspect of the right lower pole which had increased in size 
with increased complexity from scans completed in 2010. An Ultra Sound Scan (USS) 
of kidneys was recommended and this was completed on 24 July 2014. A Magnetic 
Resonance Image with contrast (MRI) was advised, and this was done on 26 
September 2014. The MRI report did not comment on the anterior cyst about which 
concerns were raised, but did confirm a cyst with no abnormal enhancement. 

On the basis of this incomplete MRI report, ’s GP made routine referral to the 
Urology Team in Craigavon Area Hospital (CAH). This GP letter was received by the 
CAH Booking Centre on 29 October 2014. This letter was given to the Urology 
Surgeon of the week on 30 September 2014 to triage. There is no evidence that this 
GP referral letter was triaged or returned to the Booking Centre for processing. As a 
result of triage omission,  was managed as a ‘New Routine’ patient as per the 
Trust’s process in place at the time and waited until 6 January 2016 to be seen by a 
Consultant Urologist. A wait of 64 weeks. 

was diagnosed with a probable cystic renal tumour. Surgery was scheduled for 25 
January 2106 but this was postponed due to the recurrence of breast cancer at this 
same time. Right partial nephrectomy was performed on 31 October 2016. 

The Review Panel agree that there are 3 main contributing factors which directly 
impacted ’s delay in diagnosis. The first contributing factor was the content of the 
MRI report dated on the 29 September 2014. The wording of the report appears 
truncated and does not reference the main clinical focus, which was anterior cyst on 
the right kidney. The Reporter did not grade the cyst. As a result, the Breast Surgeon 
Dr 3 and the GP Dr 5 reading this report, did not appreciate there was growth in size 
of the right cyst. This was a significant missed opportunity for clinicians to expedite 

’s referral to Urology. 

Secondly, following the CT of chest and abdomen of 29 October 2014 which noted a 
complex right renal cyst, the letter to  from Dr 3 did not include this information and 
the result did not trigger a referral to Urology. Again this represents a missed 
opportunity to expedite ’s care. 

The third contributory factor is that ’s GP referral letter was not triaged by the 
Urology Consultant on call. The Review Panel agree that review of radiology at triage 
is likely to have resulted in an upgrade of the referral to Red Flag in October 2014. As 
a result of no triage and the Trust’s reliance on the routine category assigned by the 
GP to the referral, waited 16 months to be assessed by the Urology Team and 
diagnosed with renal carcinoma. 
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2.0 THE REVIEW TEAM 

Mr Anthony Glackin Consultant Urologist 

Dr Aaron Milligan Consultant Radiologist 

Christine Rankin Acting Booking Manager 

Connie Connolly Lead Nurse Acute Governance 

3.0 SAI REVIEW TERMS OF REFERENCE 

Terms of Reference for the Serious Adverse Incident Investigation are as follows: 

• To carry out a review into the care provided to  in Craigavon Area Hospital, 
from 24 June 2014 until 6 January 2016 

• To carry out this review into the care provided to  using the National Patient 
Safety Agency Root Cause Analysis methodology 

• To use a multidisciplinary team approach to the review 

• To provide an agreed chronology based on documented evidence and staff 
accounts of events 

• To identify the key contributory factors which may have had an influence or 
contributed to ’s delay in treatment. 

• To ensure that recommendations are made in line with evidence based 
practice. 

• To set out the findings, recommendations, actions and lessons learnt in an 
anonymous report 

• To adhere to the principles of confidentiality throughout the review. 

• To report the findings and recommendations of the review through the Director 
of Acute Services SHSCT, to the relatives of  and the staff associated with ’s 
management 
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4.0 REVIEW METHODOLOGY 

• To carry out a review into the care provided to  within the SHSCT from 8 
April 2014 until 1 March 2016. Records electronic records available on the Patient 
Administration System (PAS), Northern Ireland Electronic Care Record (NIECR) the 
Northern Ireland Picture Archiving and Communication System (NIPACS) will be 
examined in conjunction with all Clinical and Nursing documentation. 

• To carry out this review into the care provided to  using the National Patient 
Safety Agency Root Cause Analysis methodology 

• To use a multidisciplinary team approach to the review 

• To provide an agreed chronology based on documented evidence and staff 
accounts of events 

• To identify the key contributory factors which may have had an influence or 
contributed to the timing of ’s clinical management. 

• To ensure that recommendations are made in line with evidence based 
practice. Accompanying appendices to the report will provide evidence of recent 
researched-based management of 

• To set out the findings, recommendations, actions and lessons learnt in an 
anonymous report 

• To adhere to the principles of confidentiality throughout the review. 

• To report the findings and recommendations of the review through the Director 
of Acute Services SHSCT, to  and the staff associated with ’s care 

This list is not exhaustive 
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PAT-000005

5.0 DESCRIPTION OF INCIDENT/CASE 

On 18 November 2010 Patient 
10  had CT of Abdomen and Pelvis (CTAP) and was reported 

on 3 December 2010 which stated simple renal cyst particular on the right. 

On 13 January 2013 CTAP reported by Dr 10. Bosniak type 1 cyst right kidney noted. 

On 24 June 2014, Patient 
10 had a CTAP with contrast as ordered by Dr 1. Dr 7’s report in 

relation to the CTAP was issued on 7 July 2014 and reported multiple and bilateral 
simple cysts. A cyst arising from the anterior aspect of the right lower pole 
demonstrates subtle layering with high density in its medial aspect. The cyst appears 
minimally larger. A cyst in the anterior aspect of the right lower pole appears minimally 
larger and complex with high density in its medial aspect. Localised ultrasound was 
recommended to ensure no soft tissue component. 

On 24 July 2014, Dr 1 ordered at ultrasound of the urinary tract. Dr 2’s report on 30 
July 2014 concluded a right lower pole complex renal cyst? Solid component. Advised 
MRI with intravenous (i/v) contrast to determine if the solid component enhances. 

On 23 September 2014, Patient 
10  seen by Dr 3 who ordered CT of Chest and Abdomen 

(CT CA). 

On 26 September 2014 Patient 
10  had a MRI of renal tract completed at the request of, or 

requested on behalf of, Dr 1. Dr 2’s report on 29 September 2014 compared the 
previous CT 25/06/14 and USS 24/07/14. There is a large well-defined ovoid cystic 
mass, arising from the upper pole cortex of the right kidney. Appearances are 
consistent with cyst. 

On 29 October 2014 Patient 
10  attended for CT CA with i/v contrast. Dr 4 compared CT on 

20/06/14 and on 1 November 2014 reported simple cyst seen in the upper pole. 
Complex cyst right kidney. On the same day, a routine GP referral was received in 
CAH Booking Centre from Dr 5 requesting assessment and advice in relation to the 
MRI findings reported on 26/09/14 re: large renal cyst and mentioning a history of 
bowel cancer and breast cancer. 

On 7 November 2014, letter sent to Patient 
10 from Dr 3 informing her of unchanged findings 

of CT CA done on 29 October 2014, and that there would be further Surgical 
Outpatient review. The CT 

Patient 
10

reported a complex right renal cyst. This finding was not 
included in the letter and was not escalated to either Urology or Radiology for 
further opinion. 

On 6 January 2016, Patient 
10 was seen by Dr 8 in Urology Outpatients in response to GP 

referral on 29 October 2014. The MRI images were reviewed by Dr 8 in advance of 
the consultation. Dr 8 noted that the MRI report from 29/09/14 did not comment on the 
anterior lower pole of the right kidney. Dr 8 spoke with Dr 7 regarding the findings. In 
retrospect, Dr 7 reported the complex cyst on the right kidney had internal solid 
nodules with one area showing some enhancement with contrast. This raised the 
possibility of cystic renal cancer. Surgery arranged for 13th January 2016. 

On 12th January 2016, Patient 
10 was reviewed by Dr 3 with an enlarged left axillary noted 
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5.0 DESCRIPTION OF INCIDENT/CASE 

on CT. A malignant node in the let axilla with invasive lobular carcinoma was 
confirmed. 

15 February 2016  had a left axillary node clearance. Staging and further 
management of s renal cyst has been postponed. 

is recovering from a laparoscopic partial nephrectomy for confirmed papillary 
renal cell carcinoma which was performed on 31 October 2016. 

6.0 FINDINGS 

The Specialists within the Review Panel individually assessed each of ’s 
radiological investigations in the timeframe between 24 June 2014 and 
6 January 2016. The report by Dr 2 on 29 September 2014 references the findings of 
the USS and CT images done in June and July 2014. The Panel agree that when Dr 2 
mentioned the earlier findings within the 29 September 2014 MRI report, it implied 
that the ovoid cystic mass noted had been seen and had been investigated. The 
inclusions of previous imaging findings are ambiguous. The consensus is that Dr 2’s 
reported findings in relation to ’s MRI of both kidneys were misleading and were 
inappropriately condensed. The Panel contribute this to human error. This error was 
the primary contributing factor to the delayed recognition of a potential renal cancer 
and its subsequent management. 

The Review Panel agree that the absence of a complete right kidney assessment, 
and the wording of the MRI report, made it extremely difficult for clinicians to detect 
the missing clinical detail. This provides sufficient rationale to why  was not 
referred to Urology for immediate assessment by Dr 3 or the GP Dr 5. The CT chest 
and abdomen of 29 October 2014 reported a complex right renal cyst. This important 
finding was not included in the letter by Dr 3 to  on 7 November 2014 and was not 
referred on for urological opinion. This represents a missed opportunity to expedite 
investigation of a reported abnormality. 

The Review Panel reviewed the GP Referral Letter management for  in October 
2014 .In summary; Dr 6 was the Consultant Urologist on-call on 30 October 2014 and 
was responsible for the triage of the GP letters for that week. was one of eight 
letters for Triage. 

The Triage form for 30 October 2014 was not returned to medical records for 
processing. After 10 working days, the booking centre e-mailed Dr 6’s personal 
secretary seeking management advice for the 8 patients with outstanding triage. After 
no reply, a second email request was sent to Dr 6’s personal secretary seeking 
management advice which was outstanding from 30 October 2014. At this point the 
informal booking centre default process for patients with no referral triage was 
initiated. The informal default triage management process was introduced in May 
2014 to ensure the GP’s referrals were allocated to a ‘waiting list’ in the event that the 
triage was not returned. A default management process was  formally circulated on 6 
November 2015.The pathway for GP referrals without triage is for the medical records 
team to accept the GP Grading, code the patient specialty as ‘General Urology’ and 
allocate the next available new patient appointment. The length of time until 
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6.0 FINDINGS 

assessment is solely dependent on the Urology waiting time- which was a minimum of 
42 weeks in 2014. The default management process provides an explanation to why 

’s ‘Routine’ referral letter was not upgraded and why was not seen by the 
Urology Team until 16 January 2016.

 is now recovering from a laparoscopic excision of a papillary renal carcinoma 
which was done on 30 October 2016. This procedure was superseded by breast 
surgery in 2016 for breast lobular carcinoma on 14 February 2016. It had been agreed 
by the Oncology and Urology teams that the breast histology was priority and 
treatment proceeded in advance of renal surgery. 

Relevant members of the Review Team completed a ‘look-back’ exercise in relation to 
the remaining 7 other GP letters to establish the patient management and outcome. 
The Panel can confirm that the other 7 patients have been seen by the Urology Team 
on or before 26 January 2016, and have not been known to have been exposed to 
significant harm. 

7.0 CONCLUSIONS 

The MRI report by Dr 2 on 29 September 2014 as previously discussed, was 
misleading and was inappropriately condensed. The quality of the information resulted 
in the evolving right renal cyst being overlooked by Drs 3 and Dr 5. 

The SHSCT Radiology Team continuously review and audit the quality and accuracy 
of their reporting. On this occasion, the MRI report irregularities were not detected 
until viewed by a Urology Consultant. 

All available evidence suggests that Dr 6 did not triage ’s GP referral letter on the 
week ending 30 October 2014. The default triage management process was initiated 
which resulted in waiting 64 weeks for Urological assessment. 

The Review Panel agree that in relation to , the opportunity to upgrade the referral 
to red flag was lost by the omission of triage, this resulted in a 64 week delay to 
diagnosis of a suspicious renal mass. 

While the remit of this Serious Adverse Incident (SAI) Review was to examine the 
factors in ’s delayed management of papillary renal cancer. The Review Panel 
were provided evidence that a significant number of letters within Urology are not 
being triaged by the minority of the Team. It is clear that the default triage 
management process continues to be initiated secondary to the omission of Triage by 
individual members of the urology team and not the entire Urology Team. 
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8.0 LESSONS LEARNED 

There will always be an element of human error in the interpretation and reporting of 
radiological imaging. 

Triage of GP referral letters remains a key element in validating appropriate utilisation 
of specialist services and ensuring patient safety. Triage also serves as an 
opportunity for early intervention for patients at risk of malignant disease or clinical 
deterioration. 

9.0 RECOMMENDATIONS AND ACTION PLANNING 

This SAI has demonstrated that patients will be at an increased risk of harm when the 
opportunity for early intervention at Triage is omitted. The Review Panel recommend 
that the Trust reviews the process which enables the clinical triaging and escalation of 
triage non-compliance in accordance with IEAP 

In particular the fundamental issue of triaging GP referral letters remains a challenge 
within Urology.  The urology operational and medical management teams immediately 
need to address the issue of un-triaged referrals not being processed in accordance 
with IEAP. 
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10.0 DISTRIBUTION LIST 

HSCB 

SHSCT Litigation 

SHSCT Medical Director 

SHSCT Director of Acute Services 

AMD for Surgery and Elective Care 

AMD for Integrated Maternal/Women’s Health and Clinical Services 

AD’s for Surgery and Elective Care, Integrated Maternal/Women’s Health/Clinical Services 
and Functional Support Services 

Chair of Surgical Morbidity and Mortality 
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PAT-000010
Checklist for Engagement / Communication with 

Service User1/ Family/ Carer following a Serious Adverse Incident 

(This checklist should be completed in full and submitted to the HSCB along with the completed SAI Review Report 
for all levels of SAI reviews) 

Reporting Organisation 
SAI Ref Number: 

ID HSCB Ref Number: 
Personal Information redacted by 

USI

SECTION 1 

1INFORMING THE SERVICE USER / FAMILY / CARER 

1) Please indicate if the SAI relates 
to a single service user, a number 
of service users or if the SAI 
relates only to a HSC Child Death 
notification (SAI criterion 4.2.2) 

Please select as appropriate () 

Single 
Service User x 

Multiple 
Service Users* 

HSC Child Death 
Notification only 

Comment: 

*If multiple service users involved please indicate the number involved 

2) Was the Service User1 / Family / 
Carer informed the incident was 
being investigated as a SAI? 

Please select as appropriate () 

YES x NO 

If YES, insert date informed: 6 January 2016 

If NO, please select only one rationale from below, for NOT INFORMING the 
Service User / Family / Carer that the incident was being investigated as a SAI 
a) No contact or Next of Kin details or Unable to contact 

b) Not applicable as this SAI is not ‘patient/service user’ related 

c) Concerns regarding impact the information may have on 
health/safety/security and/or wellbeing of the service user 

d) Case involved suspected or actual abuse by family 

e) Case identified as a result of review exercise 
f) Case is environmental or infrastructure related with no harm to 

patient/service user 
g) Other rationale 
If you selected c), d), e), f) or g) above please provide further details: 

For completion by HSCB/PHA Personnel Only (Please select as appropriate () 

Content with rationale? YES NO 

SHARING THE REVIEW REPORT WITH THE SERVICE USER1 / FAMILY / CARER 
(complete this section where the Service User / Family / Carer has been informed the incident was being investigated as a SAI) 

3) Has the Final Review report been 
shared with the Service User1 / 
Family / Carer? 

Please select as appropriate () 

Continued overleaf 

YES NO x 

If YES, insert date informed: 

If NO, please select only one rationale from below, for NOT SHARING the SAI 
Review Report with Service User / Family / Carer 
a) Draft review report has been shared and further engagement 

planned to share final report 
b) Plan to share final review report at a later date and further 

engagement planned 
x 

c) Report not shared but contents discussed 
(if you select this option please also complete ‘l’ below) 

d) No contact or Next of Kin or Unable to contact 

e) No response to correspondence 

f) Withdrew fully from the SAI process 



 

 

 

  
               

 

 

 

    

  

 

 
 

 

    

   

   

        
 
 
 

        

     

 
 

 
 

 
   

     
 

     
  

 
     

 

     

  

  
 

     
    

   
     

     

  

  
 

     

       
  

 
     

     

  

  
 

 
 

  
  

 
 

 

PAT-000011
SHARING THE REVIEW REPORT WITH THE SERVICE USER1 / FAMILY / CARER 
(complete this section where the Service User / Family / Carer has been informed the incident was being investigated as a SAI) 

g) Participated in SAI process but declined review report 

(if you select any of the options below please also complete ‘l’ below) 

h) concerns regarding impact the information may have on 
health/safety/security and/or wellbeing of the service user1 

family/ carer 
i) case involved suspected or actual abuse by family 

j) identified as a result of review exercise 

k) other rationale 

l) If you have selected c), h), i),  j), or k) above please provide further details: 

For completion by HSCB/PHA Personnel Only (Please select as appropriate () 

Content with rationale? YES NO 

SECTION 2 

INFORMING THE CORONER’S OFFICE 
(under section 7 of the Coroners Act (Northern Ireland) 1959) 
(complete this section for all death related SAIs) 

1) Was there a Statutory Duty to 
notify the Coroner at the time of 
death? 
Please select as appropriate () 

YES NO x 

If YES, insert date informed: 

If NO, please provide details: 

2) Following or during the review of 
the SAI was there a Statutory 
Duty to notify the Coroner? 
Please select as appropriate () 

YES NO x 

If YES, insert date informed: 

If NO, please provide details: 

3) If you have selected ‘YES’ to any 
of the above ‘1’ or ‘2’ has the 
review report been shared with 
the Coroner? 
Please select as appropriate () 

YES NO x 

If YES, insert date report shared: 

If NO, please provide details: 

DATE CHECKLIST COMPLETED 
15 March 2017 
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Acute Services Directorate 
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redacted by USI

Patient 10

Meeting Room 2, Admin Floor 

Craigavon Area Hospital 

PAT-000023

PRESENT: Mr Anthony Glackin, Consultant Urologist, Chair 
Mrs Connie Connolly, Lead Nurse Acute Governance 

Patient 10

Patient 10's 
Husband

Mrs Roisin Farrell, Acute Governance administrator 
, patient 

, Husband of patient. 

Mrs Connolly welcomed 
Patient's 
Husband & Patient 10 to the meeting. She 

with 
Patient's 
Husband

introduced 
Patient 10
the staff and 

outlined the process and format of the meeting. She confirmed & they 
had received a copy of the report. 

Patient 10's Husband  said they had read and understood the report. 

Mr Glackin asked if there were any specific issues. 

advised she had an understanding of the report and what happened was quite Patient 10

clear. 
report there 

Patient 10
were 4 x-ray’s/ scans /MRI reported. The first was requested by Mr 

Patient 10's Husband

Hewitt. After the scan received a letter reporting the scan was ok but had 
shown a couple of cysts which he believed 

Patient 10's Husband

Patient 10

to be water filled, Mr Hewitt requested a further 
scan to confirm his suspicion. This is where feels the mistake was made as 
there was no mention of the third cyst.  had another scan along with her routine 
monogram
Patient 10's Husband

 which was reported

Patient 10

 as clear.
 questioned if the same radiologist reported on all scans? 

Mrs Connolly replied no. asked was this reason there was more than one 
doctor named on the report. Mrs Connolly confirmed that was the reason. 

Mr Glackin stated the key element identified in the SAI report was some scan/x-ray/MRI 
reports were not as comprehensive as they should have been. He added there were errors 
and omissions from radiology. 

Patient 10's Husband

Patient 10's Husband

acknowledged the SAI report was comprehensive and the report had highlighted 
3 mistakes. Mr Glackin agreed there were 3 issues identified by the report. 

asked if there were any other scans showing cancer other than the ones 
reported.  Mr Glackin advised as far as he was aware all were reported correctly. He advised 
when the imaging was reviewed retrospectively there was a small cyst on one kidney; this 
was on some reports but not on the report that was requested. He believed the cyst was 
there for quite some time before surgery but was not reported on. 

advised it came as a shock when she attended Mr Haynes to be told she had Patient 10

cancer as she was feeling well and considered cancelling the appointment. She said over 
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thought several times of what if but feels if she dwelled “it would only eat you up”. 
had to focus on her breast surgery and treatment before she could focus on her 

year year 
Patient 

10

this last she has had horrendous with a roller coaster of emotions. She has PAT-000024

other cancer. She added that during her illness she fractured her spine which delayed her 
recuperation and had her chemotherapy delayed. She added the surgery was very 
traumatic. 

added she had received excellent treatment and care from all medical and Patient 10

nursing staff during the past while. 
She spoke of the mixed emotions she had when she received the report as she felt very very 
confused as there was 3 mistakes made which has since made her scared of something else 
happening and she dreads getting results of her tests. She advised she has an appointment 
on 11.4.17 and was dreading getting those results. 

Mrs Connolly empathised with Patient 10 and advised her emotions were normal 
considering what she went through. 

advised she was surprised to receive the report in the format she did.  She was Patient 10

aware Mr Haynes was reporting the incident but the family thought no more of it until she 
received a letter advising the report was complete. 

Mrs Connolly advised 
Patient's 
Husband & Patient 10 then review team were aware Patient 10 was 

going through treatment 
Patient 10

and that was the reason they decided to delay sending the report to 
them. appreciated the delay in sending the report. She added whilst it was not 
a good report from a medical point of view she hoped the report would highlight the issues 
raised and try to prevent similar happening again. 

Mr Glackin advised there was a long establish process in place a multi-
disciplinary meeting takes place to highlight issues raised, this works well when brought to 
the attention of those at the meeting but fails when not brought to the meeting. 

& 
Patient's 
Husband

Patient 10

expressed her hopes the report would help someone else and 
added his hope was it would benefit the hospital in general. Mr Glackin informed &

 the recommendations were put in place. 

advised his wife has a scan tomorrow and wants to make absolutely sure and 
have the confidence that the report will be accurate. advised the scan has 
been organised by Mr Haynes for CT of upper abdomen and pelvic area.  She added she has 

Patient 10 Patient 10's Husband

Patient's 
Husband

Patient 
10

Patient 10

Patient 10

four different cancers and is being prioritised due to this. 

Mr Glackin offered with the permission of Patient 10 he would speak to Mr Hayes 
regarding the scan. 

added a great system needs good staff to operate the system and hoped the Patient 10's Husband

system would be improved and work better. 

Mrs Connolly added the report was not to name and shame or to upset the family it is to 
identify failings and put a process in place to improve the service. 

other families. 

Patient 10 concluded by saying she hoped the report and the issues identified would help 
finished be expressing his appreciation of the detail within the Patient 10's Husband

report. 
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Carroll, Ronan 

PAT-000054

From: Corrigan, Martina 
Sent: 09 May 2022 16:46 
To: Carroll, Ronan 
Subject: FW: Datix Incident Report Number Personal 

Information 
redacted by USI

-----Original Message-----
From: Carroll, Ronan <Ronan.Carroll Personal Information redacted by USI t> 
Sent: 07 January 2016 08:48 
To: Corrigan, Martina <Martina.Corrigan 

Personal Information redacted by USI

Cc: Boyce, Tracey <Tracey.Boyce 
Personal Information redacted by USI

Jeanette <Jeanette.Robinson 
Personal Information redacted by USI

Personal Information 
redacted by USI

> 
>; Trouton, Heather <Heather.Trouton 

Personal Information redacted by USI >; Gracey, David <David.Gracey 
Personal Information redacted by USI >; Hall, Stephen <Stephen.Hall Personal Information redacted by USI >; Robinson, 

> 
Subject: RE: Datix Incident Report Number 

Martina 
When screened and a determination made of the level we will of course provide a consultant radiologist to be part of the process Ronan  

-----Original Message-----
From: Corrigan, Martina 
Sent: 06 January 2016 17:15 
To: Carroll, Ronan 
Subject: FW: Datix Incident Report Number Personal Information 

redacted by USI

Hi Ronan 

For information regarding the radiology bit, I will be dealing with the untriaged bit. 

Martina 

Martina Corrigan 
Head of ENT, Urology and Outpatients 
Southern Health and Social Care Trust 
Craigavon Area Hospital 

Telephone: 
Mobile: 
Email: martina.corrigan 

Personal Information redacted by USI

Personal Information redacted by USI

Personal Information redacted by USI

-----Original Message-----
From: datix@southerntrust.hscni.net [mailto:datix@southerntrust.hscni.net] 
Sent: 06 January 2016 12:54 
To: Corrigan, Martina 
Subject: Datix Incident Report Number Personal Information 

redacted by USI

An incident report has been submitted via the DATIX web form. 

The details are: 

Form number: Personal Information 
redacted by USI
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Description: 

Patient Patient 
10 , HCN 

Personal Information redacted 
by USI , DOB Personal Information 

redacted by USI  Had a CT scan 24/6/2014 as follow-up of bowel cancer. 

PAT-000055

CT showed an abnormal renal cyst with two further cysts in the right kidney. 
US performed 24/7/2014 showed solid elements within the anterior lower pole cyst and recommended an MRI to further evaluate. 
MRI performed 2/9/2014 reported 'Comparison to previous ultrasound dated 24/07/2014 and CT dated 24/06/2014. There is a large well-defined ovoid cystic mass, arising from the upper pole cortex of the right kidney, measuring 8.7 cm x 5.3 cm in 
size.  This lesion is T2 hyperintense, T1 hypointense, and demonstrates no abnormal enhancement. The MR appearances are consistent with a cyst'. No comment made on the MRI report regarding the anterior lower pole which had concerning 
features on CT and US. 
Had a further CT on 29/10/2014 as follow-up for breats cancer which again reported '3.6 cm exophytic complex cyst is seen in the lower pole of the left kidney anteriorly containing solid and cystic component.  Simple cyst seen in the upper pole 
measuring 7 cm.  Left kidney show no focal lesion...Complex cyst right kidney.(previously investigations noted)' 
Patient 

10 was referred to the urology department on 29/10/2014 for assessment and advice regarding the cyst with the MRI report. referral was marked as routine byt the |GP (on basis that MRI had reported a benign cyst). Referral was not triaged on 
receipt. 
Patient 

10  sent OP appointment for 6/1/2016. Consultant had noted in clinic preperation that the MRI report had not commented on the abnormal cyst and requested a further review by a consultant radiologist who reported the abnormal cyst as a likely 
cystic renal cancer. 
Patient 

10  was seen in clinic on 6/1/16. the sequence of events was outlined and surgical treatment of a suspected cystic renal cancer recommended after completion of up to date staging with a further CT scan. 

Please go to http://vsrdatixweb/Datix/Development/index.php?action=incident&recordid= 
Personal 

Information 
redacted by USI

to view and approve it. 
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