
Independent review of four cases of Laparoscopic
Surgery carried out at Our Lady's Hospital Navan

between May and July 2010 redacted report

Item Type Report

Authors Cluster Oversight Group

Publisher Health Service Executive (HSE)

Download date 26/05/2023 17:03:08

Link to Item http://hdl.handle.net/10147/139312

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/139312


 

 

Independent Review of  

 

Four Cases of Laparoscopic Surgery  

 

Carried out at  

 

Our Lady's Hospital, Navan  

 

Between May and July 2010 

 

 

REDACTED REPORT 
 

 

Mr Rodney Peyton OBE TD 

BSc(Hons) MSc(Educ) MD FRCS(Eng, Ed, Glasg & I) FRCP(Lond) PGDL  

Chair  

Cluster Oversight Group  
 

*There are redactions in this report to protect patient confidentiality 

 

7 July 2011 

 

 

 

 

 

 



 

 

2 

Foreword 
 

On behalf of the Cluster Oversight Group, I would like to thank the patients, their families, 

the surgeons and the management group for their willingness to engage in the process of 

inquiry into the unexpected outcomes of four cases of laparoscopic cholecystectomy at Our 

Lady's Hospital, Navan. 

 

Their open and dignified approach to discussing the issues involved has enabled a full 

investigation of the circumstances surrounding these cases. 

 

I should also like to thank the Independent Surgical Reviewers for their time and efforts to 

produce the professional report into all the issues involved which has enabled the Cluster 

Oversight Group to fully understand the circumstances surrounding the complications which 

arose as a result of the surgery. 

 

Finally I would like to thank Ms Eileen Ruddin and her staff at HSE, DNE Network Office in 

Ardee for their organisational, logistic and secretarial support to enable completion of the 

task. 
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Executive Summary  
 

This review was commissioned by the Regional Director of Operations (RDO), Health 

Service Executive, Dublin North East (HSEDNE), in relation to four cases of laparoscopic 

cholecystectomy involving three different surgeons carried out in Our Lady's Hospital, Navan 

between May and July of 2010 in which the outcomes were not as anticipated. 

 

The purpose was to review the circumstances surrounding those outcomes in order to 

ascertain whether or not the standard of care by the surgeons involved was below that which 

could reasonably have been expected.  It is in effect a performance review, requiring 

consideration of a range of factors which influence outcomes, namely:- 

• The competence and professionalism of individual surgeons. 

• The level of available resources to support them. 

• The environmental context, including managerial, in which the practice of surgery 

takes place. 

 

Reviewers were appointed by the HSE on recommendation of the Royal College of Surgeons 

in Ireland (RCSI) via the Forum of Irish Post-Graduate Medical Training Bodies, and the 

process was overseen by a Cluster Oversight Group with an independent Chair, Mr Rodney 

Peyton OBE, International Tutor of the Royal College of Surgeons of England.  

 

As a result of the review, no negligent errors in surgical technique were identified in relation 

to the practice of laparoscopic surgery by any of the surgeons involved. However, there were 

some professional practice issues, most notably record keeping and patient communication, 

where there is room for marked improvement. 

 

Our Lady's Hospital, Navan is part of the Louth Meath Hospital Group. It is a peripheral unit 

which does not, and cannot have the resources and expertise to provide the infrastructure to 

support major surgical interventions.  A small, stand alone surgical department is not viable 

in terms of expertise or clinical governance, and requires to be part of a larger surgical 

department.  These are economic realities, independent of the levels of competence of the 

medical and nursing staff at Our Lady's Hospital, Navan. 

 

Had there been a sound internal review process in place, it would have been the correct 

mechanism for a review of these cases. In the absence of such a procedure, it is unfortunate 

these cases were escalated to the status of an external review, causing significant distress to 

both patients and staff involved as well as reducing public access to local surgical services.  

 

The review uncovered a number of  important issues which need to be resolved including the 

absence of a clearly defined process by which real or perceived issues regarding clinical 
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competence can be investigated, as well as highlighting the need for more robust 

arrangements to obtain and record informed consent. 

 

The recommendations at page 23 address these challenges and suggest the additional 

safeguards at local, regional and national level which will be required to ensure appropriate 

governance for the protection of both patients and staff.  

 

These recommendations have emerged from the overall Performance Review carried out by 

the Cluster Oversight Group (COG). The remit of the two clinical reviewers was specifically 

to give their professional opinion on the standard of care delivered by the surgeons in the four 

cases, and were taken into account by the COG in their deliberations. 

 

These recommendations are put forward based on the services to be delivered now at Our 

Lady's Hospital, Navan. The COG are aware and acknowledge that there are other national 

Quality and Clinical Care programmes, such as the Acute Medicine Programme, which will 

influence the overall future service delivery within all acute receiving hospitals in Ireland and 

will obviously include Our Lady's Hospital, Navan. 
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1 Introduction 

 

Context  

 

The body of available medical knowledge is increasing exponentially, and at this time it is 

estimated that it doubles every 18 months to two years. Given this speed of change and the 

new requirements of modern medical practice, it is no longer possible for any one individual 

or indeed any single institution to provide the full range and depth of care which a more 

informed public in our modern era have come to expect.  

 

The practice of individual surgeons has become more narrow with increasing focus and 

greater sophistication in a smaller number of procedures. The breadth of practice which was 

once regarded as the norm in general surgery is no longer acceptable.  Coupled with the 

mandatory reduction in hours of work occasioned by the European Working Time Directive, 

there has been a marked effect on surgical training and on the levels of service which can be 

provided by doctors in training. Consequently there is a limitation in their scope of practice 

when they become appointed to consultant status. This also applies to locum appointments.  

 

Smaller peripheral hospitals can no longer have on site access to the increasing levels of 

manpower and equipment necessary to provide a full range of surgical capability at a high 

level of quality and safety. Decisions therefore have to be taken about the scope of individual 

surgical practice as well as the nature and extent of surgery which can be carried out in a 

particular institution.  This decision making must reflect, not just the type of surgical 

procedure, but also the level of 'fitness' for an individual patient to undergo surgery, taking 

account of all relevant health challenges. The most commonly used system to assess a 

patient's fitness is the American Society of Anaesthesiology (ASA) grading, which is based 

on a person's overall health prior to the onset of an acute illness. 

 

In order to maintain high quality in surgical care, continuous monitoring of surgical practice 

is essential.  Clinical governance may be defined as corporate responsibility for clinical 

outcomes.  Therefore, staff at all levels of the organisation, including consultant staff, multi-

disciplinary specialist teams and all levels of management, have a collective responsibility to 

ensure the highest quality of clinical outcomes.   

 

The recommendations put forward are based on the services to be delivered now at Our 

Lady's Hospital, Navan. The COG are aware and acknowledge that there are other national 

Quality and Clinical Care programmes, such as the Acute Medicine Programme, which will 

influence the overall future service delivery within all acute receiving hospitals in Ireland and 

will obviously include Our Lady's Hospital, Navan. 
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Laparoscopic Cholecystectomy 

 

The increasing pace of learning and the increasing use of technology has been particularly 

apparent in the evolution of laparoscopic surgery over the last two decades. Laparoscopic 

(keyhole) cholecystectomy is now the procedure of choice in the majority of patients with 

gall bladder disease because it involves less physiological disturbance to the patient and a 

more speedy recovery. It is not suitable for all patients and even when commenced may have 

to be converted to an open procedure, either as the result of complicating factors not apparent 

before surgery, or which occur post operatively. 

 

Cases in Our Lady's Hospital, Navan  

 

It is against this background that it became apparent to the Surgical Monitoring Team in July 

2010 that there had been four cases of laparoscopic cholecystectomy in Our Lady's Hospital, 

Navan, during the period May - July 2010 in which the outcomes were not as anticipated.  

The procedures had been performed by three different surgeons and complications arose over 

a short space of time. It was considered important that these cases were closely examined in 

order to satisfy management about the safety of the service and ensure public confidence.  

This resulted in a decision to suspend surgery under general anaesthesia, including 

laparoscopic surgery, in Our Lady's Hospital, Navan until such times as a detailed review 

could be completed. 

 

Performance reviews have not been common place in the Republic of Ireland, and so there 

was no clear process to determine the manner in which it should be carried out.  

Consequently, it took time to develop appropriate Terms of Reference which would ensure a 

comprehensive and transparent review process which would respect the interests of, and 

comply with, natural justice for all of those involved.  The review was finally able to get 

underway at the beginning of January 2011. 
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2 Terms of Reference 
 

The purpose of the review was to establish, by way of a fair and objective procedure, if the 

standard of care for the management of any of the four individual cases fell below the 

standard which would reasonably be expected of a competent practitioner. 

 

This review process was managed through a Cluster Oversight Group,
 
commissioned initially 

by Mr Willie Rattigan, Interim Hospital Network Manager, Dublin North East and chaired by 

Mr Rodney Peyton OBE, International Tutor, Royal College of Surgeons, England. 

 

The clinical chart review was undertaken by Mr Mark Regan, Consultant Surgeon and Mr 

Henry Osborne, Consultant Surgeon, who were nominated by the RCSI through the Forum of 

the Irish Post-Graduate Medical Training Bodies. 

 

The terms of reference for review of the cluster cases allowed for the proviso that a wider 

review could be undertaken if found to be necessary following the initial investigation.   

 

Agreed Terms of Reference  

 

Each Surgeon reviewer will independently review the four laparoscopic cases.  In doing so 

they will:-  

 

• Review all available records pertaining to each patient to include medical, nursing, 

theatre records and incident reports. 

 

• Taking into account national & international standards of best practice, establish if the 

clinical management in each case deviated or not from an acceptable standard in 

relation to pre-operative, operative and post- operative care. 

 

• Determine if, during the course of care, harm occurred and if this contributed to an 

adverse outcome. 

 

• Having completed their independent review of each case the two reviewers will then 

discuss their findings and reach a consensus on each case.  This will then be 

documented in four individual reports.  

 

• The reviewers will compile an overall report to the Cluster Oversight Group. In any 

individual case where the reviewers conclude that the standard of care fell below an 

acceptable norm, the reviewers must, as part of their documented report indicate 

specifically how this is so.    

 

• The review will be completed by Mid February 2011. 



 

 

9 

 

• If, based on the review there is any possibility of an adverse finding against an 

individual surgeon, the Cluster Oversight Group will afford that surgeon an opportunity 

to discuss the individual case and to comment on the draft before providing a final 

report.  

 

• At this point the Chairperson of the Cluster Oversight Group will meet with each of the 

four individual patients and / or their families with the findings to ensure their input and 

address any questions they might have. 

 

• If any further review is required, Terms of Reference will be produced by Cluster 

Oversight Group for general agreement. 

 

Membership of Cluster Oversight Group (COG) 

 

Mr. Rodney Peyton, OBE, International Tutor, Royal College of Surgeons, England (Chair) 

 

Mr. Ken Mealy, Consultant Surgeon, Wexford General Hospital 

 

Dr. Declan Bedford, Acting Director of Public Health 

 

Ms. Irene O Hanlon, Risk Advisor, Louth Meath Hospital Group 

 

Ms. Eileen Ruddin, Senior Manager, HSE DNE Network  

 

Correspondence from Irish Hospital Consultants Association 

 

Mr Donal Duffy, Assistant Secretary General IHCA, requested in his letter of 13th January 

2011 that discussions would be held with the surgeons involved as part of the review process.  

Further he asked that institutional issues relevant to the four cases would also be addressed. 

 

The Chair on behalf of the group agreed that these issues would be taken into account before 

the Review would be published. 

 

Addendum 

 

Mr Willie Rattigan has since retired from HSE. 

Mr Stephen Mulvany, RDO HSE DNE is now the Commissioner of this Review. 
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3 Methodology/Chronology 
 

A meeting took place on 7 October 2010 between Senior Management of the Quality and 

Clinical Care Directorate of the HSE, Senior Management from Dublin North East Region 

and the Chairman of the Forum of Irish Post-Graduate Medical Training Bodies with Mr 

Rodney Peyton. Following this a Draft Memorandum was produced commissioning Mr 

Peyton to assist Dublin North East Region, by acting as Independent Chair of a Review Panel 

into four cases of laparoscopic cholecystectomy at Our Lady's Hospital, Navan between May 

and July 2010. 

 

Mr Peyton met with Senior Management of HSEDNE on 14 October 2010 following which, 

on 19 October, he was officially engaged to chair a Cluster Oversight Group.  The first 

meeting of the Cluster Oversight Group (COG) took place on 29 October 2010 when the 

Draft Terms of Reference for the review were formulated.  

 

Following feedback from potential Reviewers, a meeting was held on Tuesday 21 December 

2010 at the RCPI where the final Terms of Reference were agreed between the Reviewers, 

representatives of the RCSI, the HSE and the Chairman of the Oversight Group.  The final 

Terms of Reference were issued on 22 December 2010. 

 

Terms of the Review were discussed with the surgeons involved and an amendment was 

agreed with the surgeons and their representatives on 21 January 2011. 

 

Each Reviewer was provided with a copy of the notes from Our Lady's Hospital, Navan in 

relation to the four cases on 10 January 2011.  The Reviewers discussed their individual 

findings and communicated an agreed draft report to the Chair of the Cluster Oversight 

Group on 21 February 2011. 

 

Arrangements were subsequently made for patients and families to meet on an individual 

basis with the Chair on 8 and 10 March 2011.  These meetings were supported by Ms Eileen 

Ruddin, Senior Manager, HSE, DNE Network Office.  Mr Peyton went through the notes and 

preliminary findings at the meeting and he indicated that, once he had completed his review 

with the Surgeons, he would afford patients and families another opportunity to meet with 

him.  In the event, only one family accepted that invitation and a further meeting with them 

was held on 31 March 2011. 

 

The Chair met individually with each of the three surgeons involved in the cases at Our 

Lady's Hospital, Navan on 16 March 2011. He also met on 25 March 2011 with a surgeon 

who subsequently operated on one of the patients following transfer to the Connolly Hospital, 

Blanchardstown, in order to seek clarification on a number of issues. 
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On each occasion he was accompanied by Ms Ruddin and talked though the detail of the 

individual cases, including review of the charts and discussion of the preliminary findings of 

the Reviewers.  Other areas of concern which were highlighted by patients and families, such 

as communication with medical staff and management, were also discussed.   

 

On the basis of these meetings, any further relevant information which was brought to the 

notice of the Chair was communicated directly to the Reviewers, along with the notes and 

records from Connolly Hospital, Blanchardstown in order that they could complete their 

deliberations. 

 

A further draft of the clinical review from the two Reviewers was provided to the Chair on 13 

April 2011, following which he met with them on 22 April 2011. 

 

Another draft report was issued on 3 May 2011.  The Consultant Surgeons involved and HSE 

Management were invited to comment from a factual accuracy perspective. 

 

The Chair met with two of the Surgeons and their representatives on 13 May 2011 to afford 

them an opportunity to comment on the factual accuracy on the parts of the report pertaining 

to them.   

 

Further comments were received and incorporated in the final draft by 3 June 2011.  It was 

approved by the Cluster Oversight Group and sent for legal consideration. 

 

Having received legal advice, the Cluster Oversight Group considered and signed off the final 

report on 7 July 2011. 
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4 Findings 
 

The Surgical Management of Cases 

 

This Section of the Report Pages 12-17 is an in depth review on the surgical 

management of cases. 

Pages 12-17 been redacted in order to protect patient privacy and confidentiality 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Issues in Relation to Informed Consent 

 

5 Informed Consent 

 

Some patients and their relatives stated that they were unaware of the nature of the illness 

and/or possible complications that could occur with the procedure. Consequently they found 

it difficult to understand how and why what they thought was to be a simple "keyhole" 

procedure could have any untoward outcome. 

 

Whenever possible, patients must be given every opportunity to understand the surgical 

process as well as the significant risks involved with a procedure or with their specific set of 

health challenges.  

 

In order to help recall at a later date, it is most important that notes outlining the major details 

of such discussions between patients and clinicians should be kept and signed by both parties. 

Only then can there be said to be a genuine 'partnership of care' between patients and the 

medical profession and this is the basis of true informed consent.  The consent forms 

currently in use within the Surgical Department at Our Lady's Hospital, Navan, while 

common place in the Republic of Ireland, are not adequate as a record of discussion with a 

patient, and national direction is required to improve practice.   

 

Management Issues in Relation to the Review 

 

 6  Decision Making 

 

Clinical governance is a corporate responsibility, requiring an oversight of all those factors 

involved in achieving successful clinical outcome in order to ensure best practice.  It involves 

the ongoing management of any likelihood of risk in order to ensure that any adverse 

outcome which does occur is fully investigated and understood so that lessons may be 

learned. 

 

It must be clearly accepted from the outset that such a process does not necessarily imply that 

there is any deficiency in surgical practice. The vast majority of patients undergoing surgical 

procedures have an uneventful recovery. However, in a small proportion of cases the 

outcome may not be as anticipated. All surgical procedures are associated with a degree of 

risk, some of which may have very significant implications for the patient and these should 

be discussed in advance. Complications may occur during any operation and do not indicate 

negligence on behalf of a particular practitioner. 

 

Some of the risks are as a direct consequence of the surgical procedure, others are inherent in 

the underlying disease process or arise in relation to the more general underlying health of the 

patient.  It is therefore most important that the patient is in the best possible physical state 

prior to any surgical procedure, and if there are significant co-morbidities, decisions have to 
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be made around the capability of a particular hospital to provide full care for the patient 

during the post operative phase. The ASA grading is a useful measurement in this regard. 

 

Perfection is not a realistic standard in any scenario, including surgery. Outcomes felt to be 

ideal are not always achievable. However, any unexpected or adverse outcome requires to be 

discussed in a wider forum in order to ensure there is no underlying deficiency in surgical 

technique or in the environment within which the surgery takes place. There is always room 

for improvement and it is only by continued vigilance that surgical practice can be enhanced. 

Discussions about technique and case management need to be robust, requiring sufficient 

numbers of surgeons and other specialists in order that collective group expertise can be 

harnessed. It is not possible for two or three surgeons to look at their practice in isolation, and 

indeed there can be no public confidence that genuine in depth reviews would be carried out 

in such a small grouping. A larger department with a minimum of eight to ten surgeons is 

required and smaller hospitals must be departmentally linked to larger institutions in order to 

ensure a proper surgical governance process.  

 

In the situation under review, monitoring of surgical outcomes by a Surgical Monitoring 

Team revealed four cases of laparoscopic cholecystectomy over a period of 3 months in 

which the outcomes were not as anticipated. It was reasonable for management to ask for an 

internal review of the circumstances in order to investigate whether or not there were any 

underlying problems that needed to be addressed. Unfortunately in the absence of any clear 

internal process, the situation was rapidly escalated to an external review and to a reaction 

which resulted in the cessation of surgical services under general anaesthesia and attendant 

media publicity. A more considered response, beginning with detailed professional 

consideration of the case notes, would undoubtedly have avoided such an eventuality. The 

issues raised would have been more appropriately addressed through involving the lead 

clinician of a larger surgical grouping which included the surgeons concerned and through 

departmental morbidity and mortality meetings, combined with ongoing surgical audit of 

complications and mortalities. 

 

7 Communication with patients who were directly affected and more general 

 service users. 

 

Once the decision to suspend surgical services under general anaesthesia had been made the 

method whereby this was communicated more generally was not controlled.  In particular 

involved patients and their relatives were only notified within hours of the matter becoming 

public knowledge.  They were not given any detail as to why their particular case was being 

investigated and this caused significant distress. The cessation of surgical services quickly 

became the focus of media attention which in turn further elevated the status of the review.  A 

more measured and proportionate response would have been to suspend laparoscopic surgery 

(including appendicectomy) pending an internal review to determine whether or not there was 

any evidence of underperformance and, if so, whether it was significant enough to warrant an 

external review. 
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8 The HSE and the Forum of the Irish Post-Graduate Medical Training Bodies 

 

There is a national process in place for investigating an established serious incident.  

However, delays in organising this review occurred because there was no clear mechanism 

for instigating and managing an initial local performance review in order to determine 

whether or not there was significant cause for concern at Our Lady's Hospital in Navan.  Such 

a process requires to be carried out in an efficient and effective manner which is transparent, 

fair and equitable to all involved. 

 

In this particular situation, the absence of clear guidelines led to suspicion and to an initial 

unwillingness to fully participate, not just on behalf of the staff involved but also by those 

asked to assist with the review of practice. 

 

The HSE needs to engage urgently with the Colleges, possibly via the Forum of Irish Post-

Graduate Medical Training Bodies, alongside wider consultation with professional bodies 

and the Irish Medical Council (IMC) to formulate clear policies and procedures. These should 

include arrangements for a routine audit process which should be required of every doctor, 

guidance as to when discussions require to be escalated to an external review and guidelines 

as to how such a review should be carried out. 

 

When HSE managers require an opinion on a professional matter or seek help with a review 

they consult with the Forum of Irish Post-Graduate Medical Training Bodies which has a 

centralised mechanism for nominating reviewers by the appropriate Colleges. Unfortunately 

this has not been accompanied by a clear and agreed process for conducting reviews of the 

practice of doctors about whom there are either real or perceived issues in relation to fitness 

to practice. The role of the selected reviewers is to provide clear, unbiased opinion on the 

specific cases in which their professional opinion is sought. They need to understand the 

parameters of their role and have the assurance they are not solely responsible for decision 

making around an individual surgeon's practice. Their findings form one part of a wider 

evidential process, which may in turn be used by management in their decision making about 

staff performance and the provision of services.  
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5 Conclusions and Recommendations 
 

Summary of Clinical Findings  

Page 21 of the report has been redacted in order to protect patient privacy and 

confidentiality. 
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 Conclusions 

 

As a result of this review, no negligent errors in surgical technique have been identified in 

relation to the practice of laparoscopic surgery by any of the surgeons involved. There are 

therefore no clinical grounds for the continued suspension of non-emergency general surgical 

practice under general anaesthesia in Our Lady's Hospital, Navan.  

 

The Reviewers have pointed out some areas of suboptimal care, specifically the delay in 

taking patient A back to surgery and poor clinical record keeping in patient C. * Neither of 

these influenced the clinical outcome.   

 
*(Text has been redacted to protect patient privacy and confidentiality) 

The COG therefore conclude that in a facility such as Our Lady's Hospital, Navan, patients 

require to be assessed as fit for anaesthesia in that environment, which would imply ASA 

grades 1 and 2 only with a maximum age group of 65-70 except in very specific 

circumstances as agreed between the patient, the surgeons and anaesthetists.  

 

Surgery under general anaesthesia should be restored in a graduated fashion to the levels 

specified in the surgical policy letter dated 22.06.10. The group does not doubt the ability of 

surgeons at Our Lady's Hospital, Navan to perform laparoscopic cholecystectomy in elective 

cases. However the panel recommends that all the surgeons involved participate in a 

reflective review of the techniques, specifically with regard to safety issues, and have the 

opportunity to work with an external expert to undertake a number of cases at Our Lady's 

Hospital, Navan, followed by careful ongoing audit and review of laparoscopic surgery. 

 

A stand-alone surgical department in Our Lady's Hospital, Navan is not a viable option. All 

surgical activity at the hospital should be undertaken as part of a larger combined department 

of surgery, headed for management purposes by one lead clinician. This could involve Our 

Lady's Hospital Navan combining with Our Lady of Lourdes Hospital Drogheda, Connolly 

Hospital or the Beaumont Hospital.  

 

Senior management of the combined hospital grouping would require the advice and 

guidance of a Clinical Governance Group headed by a Clinical Director to oversee all aspects 

of professional practice. This group would be responsible for the development of policies and 

procedures in line with nationally agreed norms. 

 

As part of group clinical governance, patients' rights to be fully informed about any condition 

they have or process they are to undergo should be respected and reflected in the procedures 

and paperwork necessary for fully informed consent.  
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Local management must learn from the process of this review and develop robust policies 

and procedures to undertake an appropriate step-wise response to real or perceived 

difficulties in clinical practice, whether these arise from an internal risk management process 

or through an external complaint.  

 

Nationally there is an urgent need for dialogue between service providers, including the HSE, 

and the professional bodies as well as wider consultation within the profession and the IMC 

to develop the overarching principles under which future reviews can be carried out in an 

efficient, effective and transparent manner which inspires public confidence in the outcomes.  

 

Recommendations of the Cluster Oversight Group 

 

Practice Issues 

 

• The surgical department in Our Lady's Hospital, Navan must be incorporated within a 

larger surgical service capable of providing a credible level of clinical governance.  

 

• There should be a graduated re-introduction to the level of surgical services as set out 

in the surgical policy letter issued by the Interim Network Hospital Manager on 16 

June 2010 (Appendix 1).  A satisfactory rota must be established to include the 

provision of both consultant surgical and anaesthetic services, backed up by 

appropriate and supervised ancillary surgical staff.   

 

 Laparoscopic cholecystectomy should be re-introduced in a supervised fashion with 

 ongoing audit of outcome.  This should be a specific audit running in parallel with the 

 morbidity and mortality composite. 

 

• Services within Our Lady's Hospital, Navan should include:- 

 

� Routine admissions for surgical care, observation and investigation in patients 

with surgical conditions but who do not require major surgery  

� Surgical services under general anaesthetic, restricted to adult patients with a 

maximum age of 65-70 years who are ASA 1 or ASA 2.  Any patient who does 

not fulfil the criteria must be referred to another hospital in the group.   

� It is highly recommended that an anaesthetic pre-assessment clinic be held to 

ensure a patient's fitness for anaesthesia.   

� Outreach clinics from the partner hospital(s), for general surgical services, to new 

patients and for follow-up care.    

� Admission for investigations but any elective surgery of major cases, specifically 

abdominal surgery or patients with an ASA greater than 2, should be arranged 

with one major hospital. 
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• Restrictions on service delivery. 

 

 It is recommended that the following surgical procedures do not take place in Our      

Lady's Hospital, Navan:- 

 

� Open abdominal surgery.  This includes laparoscopic or open appendicectomy, 

which was the only form of emergency surgery carried out under the amended 

surgical policy issued on 22 June 2010, as this may require a larger abdominal 

procedure. Such cases should be carried out at a larger institution with appropriate 

facilities, where satisfactory back-up and longer term care can be provided. 

Inpatients at Navan who in the course of treatment require major abdominal 

surgery, including referrals from physicians, should be immediately transferred to 

the larger facility. 

� Acute emergency admissions by ambulance for trauma and other surgical 

conditions.  These should go directly to the larger facility. 

 

• Any surgeon wishing to undertake major abdominal surgery will require a split site 

contract in order to perform the more complex surgical procedures in a larger facility.  

They must upgrade their skills as appropriate and be subject to ongoing audit of 

practice. 

 

Clinical Governance 

 

• All surgical activity within the combined department should be routinely monitored 

by morbidity and mortality meetings which conform to the following principles:- 

�  All mortalities and complications should be discussed in a larger surgical forum 

� Attendance mandatory for all surgeons, anaesthetic staff and other branches of the 

profession as appropriate to the case.   

� Meetings should be held on a rotational half day Monday to Friday each month 

during which time all but emergency surgery should be suspended.  

� An anonymised record should be kept of the outcome of discussions and in 

particular any learning points to ensure the dissemination of best practice. 

� Significant risk should be formally brought to the attention of the Clinical director 

by the Lead Clinician. 

 

 

 

 

 

Management Issues 

 

The Group General Manager, Louth Meath Hospital Group, should ensure:- 
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• A Clinical Governance Committee is established with responsibility to oversee risk 

management and report directly to the Group General Manager.  

 

• The Committee has clear SOPS consistent with national guidelines. 

 

• Individuals on this Committee receive appropriate training and ongoing mentoring to 

ensure their fitness for role.  

 

• A Lead Clinician is appointed for the combined surgical department and report 

directly to the Clinical Director. The Lead Clinician should have explicit 

responsibilities including:- 

� Initial investigation of any issues or complaints relating to surgical practice 

� Ensuring monthly morbidity and mortality meetings  

� Ensuring ongoing surgical audit of high risk procedures, complications and 

mortalities. 

� Ensuring that the scope of practice of any individual is as agreed within the group. 

 

• Liaison with regional and national communications offices to control the management 

of information to the public and ensure appropriate mechanisms for ongoing 

communication with patients who are involved in any review process. 

 

• Improved mechanisms for management communication with patients prior to any 

information appearing in the media and for continuing dialogue and support for 

patients during any review process. This could be accomplished by the allocation of a 

dedicated case manager. 

 

• Ensure patients are fully involved in decision-making around their treatment, and that 

an appropriate record is made of informed consent. 

 

National Issues 

 

At a national level there is a need to:- 

 

• Work with service providers, professional bodies and the IMC to urgently develop 

clear national procedures for the monitoring and investigation of any concerns arising 

from whatever source in relation to a doctor's fitness to practice.  

• Develop an appropriate form for national use, to record the content of discussions 

about informed consent (as committed to in the Service Plan 2011 document). 

• Collaborate with the Colleges to establish appropriate training for those doctors 

undertaking managerial responsibilities associated with appointments such as Lead 

Clinician and Clinical Director. 
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Appendix 1 
 

Surgical Procedures Suitable To Be Performed under General Anaesthesia 

At Our Lady's Hospital, Navan  

(As per policy letter 22 June 2010, now amended for ASA grade and age) 

 

 

Level and Type of Procedure    Suitable Cases  

 

Minor procedures      All 

 

Intermediate open inguinal, femoral,     All ASA 1 and 2 

para umbilical,  epigastric and  

small non recurrent incisional hernias     

 

Laparoscopic cholecystectomy     All ASA 1 and 2 

 

Varicose veins       All ASA 1 and 2 

 

Endoscopy - upper and lower     According to British Society of 

        Gastroenterology guidelines 

  

Proctological and perianal procedures including   All ASA 1 and 2 

treatment for haemorrhoids, fistula and fissure- 

in-ano and peri-anal sinuses       

 

Major surgery       None 

 

Age range       Adult patients with maximum 

        age 65-70 years 

 

 

 

 

 

 

 

 

 

 

 


