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Investigation and Report of Mr Martin Hynes Executive Summary prepared by the HSE 

1. This executive summary is an attempt to summarise briefly the history of the 
investigations conducted by Mr Martin Hynes resulting in the Final Report into matters 
relating to a patient (Peter). 

NB - It is extremely important that the entirety of the reports - including in 
particular the Addendum of August 2005 - are read carefully, as a number of 
corrections and qualifications are made in respect of earlier assertions and 
conclusions. Without reading the entirety of the reports and the Addendum, 
the reader will get a misleading impression as to the conclusions reached. 

HSE has undertaken a redaction exercise in respect of individuals or entities who 
were not asked to participate in the investigation and therefore have not had any 
opportunity to comment on any statements, observations or conclusions relating to 
them. HSE considers it appropriate in such circumstances that the identity of such 
individuals and entities be anonymised. Similarly, redactions appear - on limited 
occasions - where comments or assertions were made in respect of parties who 
were not involved in the investigation process. Finally, there has been redaction of 
sensitive personal information concerning persons who have no relevance to the 
investigation. 

2. Peter died on the 220d October 2000 when he was 60 years old. He had Down's 
Syndrome and was suffering from Alzheimer's Disease. 

Peter had been a client of St. Michael's House (SMH) service for people with 
intellectual disability for the previous 23 years, and his family were happy with the 
excellent care he received at SMH. Shortly before his death, the progression of 
Alzheimer's meant that SMH were no longer in a position to fully care for him, as they 
had no specialised Alzheimer's unit, and more suitable nursing care was needed. 
SMH sought to have Peter transferred to what they considered an appropriate private 
nursing home, Leas Cross, and were committed to fully meeting the cost of Peter's 
care. SMH were in the process of developing a fully operational Alzheimer's unit, and 
had given a commitment that when this came on line, that it would include a place for 
Peter. 

Peter's family opposed the move to Leas Cross. They were happy with the service 
that SMH had provided to their brother in the previous 23 years, and wished that that 
service could continue. SMH were clear that they were not in a position to offer the 
kind of care that Peter needed. 

As Peter was a ward of court, legally, any change in Peter's care arrangements would 
have to be directed by the President of the High Court. As part of the process a 
medical assessment was undertaken by an appointed court visitor. SMH committed 
to offering clinical support to Peter while in Leas Cross and the court ordered that 
Peter be transferred to Leas Cross. 

Prior to his transfer to Leas Cross, Peter developed urinary retention. On the day 
prior to his transfer (91h october). Peter attended Beaumont Hospital (where he was 
under the care of a specialist Consultant) where a catheter was inserted. Sometime 
after his transfer to Leas Cross, he developed an infection and was brought by 
ambulance to hospital (220d October). He was diagnosed with sepsis probably 
caused by a urinary tract infection. Peter tragically passed away on October 22, 2000. 

3. In October 2001, Peter's brother, wrote to the Department of Health and Children 
requesting an independent inquiry into Peter's death and the events surrounding it. 



The DoHC wrote to the Eastern Regional Health Authority in October 2001, 
requesting a report on the case. The ERHA made a series of attempts to clarify the 
complex issues relating to the case, which was concerned with both voluntary and 
private care providers not directly under the management of the Authority. Due to 
difficulties arising from the fact that Peter was a ward of court, normal access to 
medical and personal records was not possible at that time. 

Separately, in 2003, the DoHC received representations from a staff member of SMH, 
alleging a case of bullying within SMH. Peter's case was cited in this complaint, as 
were decisions regarding his transfer from SMH. 

4. In August 2003, having regard to the specific complaints raised, and the complexity of 
issues involved, the ERHA appointed Mr. Martin Hynes to carry out an independent 
investigation under the following terms of reference: 

1. To examine the complaint made by the SMH staff member 
2. To review the processes and inquiries undertaken by SMH to investigate 

these complaints 
3. To draw conclusions and make recommendations based on (1) and (2) 

above 
4. To submit a report to the Regional CEO of the ERHA by the 30th September 

2003 

Mr. Hynes undertook the investigation, involving SMH and offering to interview the 
staff member who had made the complaint. After meeting with Mr. Hynes on two 
occasions, the staff member expressed his dissatisfaction with the process and 
withdrew his participation. 

A report on the case was presented by Martin Hynes to the ERHA in October 2003 
("the October 2003 Report"). This October 2003 report found that the case of bullying 
was unfounded and that Peter's transfer was handled appropriately by SMH. 
However, as will be outlined further, the conclusions made in respect of Peter in this 
October 2003 Report were later significantly amended by Martin Hynes, following a 
wider investigation by him into the issues surrounding Peter's care. 

The ERHA forwarded a copy of the October 2003 Report to the staff member and to 
the CEO of SMH. The staff member replied to the Regional Chief Executive of the 
ERHA outlining his dissatisfaction with the report. He expressed concerns in relation 
to a number of aspects of the investigation and its conclusions. 

5. In February 2004, having considered the objections raised, the ERHA Regional Chief 
Executive decided that a number of additional steps were required to satisfy him as 
Regional CEO regarding the care issues involved. The extended terms of reference 
included; 

1. Meeting with Peter's family to clarify their concerns regarding the placement 
in Leas Cross Nursing Home and any subsequent issues in this regard 

2. Meeting with relevant personnel in the Northern Area Health Board to clarify the 
inspection arrangements in relation to Leas Cross Nursing Home and any issues 
arising 

This commenced in May 2004. During this second phase. Martin Hynes undertook a 
number of tasks including: 

Meeting with the family to discuss their concerns regarding Peter's care . Reviewing documentation furnished by the family regarding Peter's care in a 
number of settings (including SMH and Leas Cross) 
Meeting with the Chief Executive of SMH . Meeting with the Matron and owner of Leas Cross regarding Peter's care and 
reviewing documentation 



Meeting with the NAHB regarding its nursing home inspection process 

Martin Hynes forwarded a final draft of this second report to the HSE Eastern Region 
in June 2005. The HSE sent relevant extracts of the draft report to SMH. Leas Cross, 
NAHB and the Medical Visitor who had furnished a report in connection with the 
application to the President of the High Court. 

Submissions/comments were furnished by SMH, Leas Cross and the Medical Visitor 
following which Mr Hynes, in August 2005, issued a final report, which contained 
some alterations to the final draft submitted in June 2005, together with an Addendum 
in which he commented at length on the further submissions, in particular those 
furnished by SMH. 

In his Addendum. Mr Hynes made a number of further observations, including some 
revision of conclusions which he had reached in the June 2005 final draft (and which 
remain unaltered in the first section of the August 2005 document. 

Following receipt from Mr Hynes of the Final Report, the HSE sent relevant extracts 
to SMH. Leas Cross, Northern Area Health Board and the staff member of SMH. A 
further detailed submission was received from SMH. A detailed letter was received 
from the solicitors for the staff member. 

6. Commentary on the Final Report 
The Final Report sought to clarify the details of Peter's care, assessment, transfer 
and handover to Leas Cross, and to clarify the care he received there prior to being 
admitted to Beaumont Hospital in very poor health. 

The process of gathering the evidence and data for this review was more 
comprehensive than that of the October 2003 review in that it took into account the 
information held by the family and Leas Cross. This report reviewed the findings of 
the October 2003 Report, and stated that the documentation made available to Mr 
Hynes from Leas Cross and from the family during the process leading up to the Final 
Report provided additional information on the issues raised in respect of Peter. 
However it should be noted that key staff involved in Peter's direct care were not 
interviewed by Mr. Hynes during the investigation process. During the course of his 
consideration of the factual matters raised by Mr. Hynes, it was necessary for the 
CEO of SMH to consult with the relevant staff involved. 

7. Comments received from third parties 
Following receipt from Mr. Hynes of the final report, submissions were invited from a 
number of parties who were mentioned in the report. Detailed submissions were 
received from SMH. The comments take serious material issue with many, but not 
all, of the findings of the Final Report. They take issue with the methodology 
employed, particularly the fact that a range of staff from SMH were not interviewed as 
part of the extended review. 

St. Michael's House has a long established reputation as provider of a wide range of 
high quality services to people with intellectual disability and their families. Peter's 
family had for 23 years been very happy with the services provided and the 
relationships they had with SMH. 

Leas Cross Nursing Home has now closed. As a result, no submission was received 
from the Nursing Home in response to the findings of this report, so it is not possible 
for the HSE to comment on Leas Cross's view of the findings. 



8. Overall Comments 

The terms of reference of the October 2003 Report were focused on the complaint of 
the staff member, and if they had been inclusive of the family's perspective, it is likely 
that the initial review could have taken a more comprehensive look at all the facts. 
This is seen however with the benefit of hindsight, as the ERHA had previously 
attempted to access Peter's details but difficulties arose in the regard because he 
was a ward of court. 

The extension of the terms of reference for the Final Report was prudent, and Mr. 
Hynes has stated that the ERHA Regional CEO's request for a more detailed 
examination of aspects of the case was wise and entirely justified by the facts which 
emerged in respect of Peter. It is now clear that the conclusions of the October 2003 
report (in respect of Peter) cannot be accepted, for reasons stated by Mr. Hynes. As 
a result, the HSE considered whether the October 2003 Report should be made 
available. A decision was taken, that it is most important to share at this stage all the 
material available with the family so the October 2003 Report is included as an 
appendix. 

SMH submitted a detailed commentary on the final draft report, and Martin Hynes 
responds to this principally in the Addendum to the Final Report. The fact the final 
report remains largely unchanged, and then is qualified by the Addendum may be 
confusing as some of the criticisms of St. Michaels House remain in the main report 
despite the fact that the basis for some criticisms have been clarified or amended in 
the Addendum. 

There is no doubt that SMH in 2000 were operating in very difficult circumstances, not 
having specialised facilities for the care of clients with Alzheimer's. In the interim, 
SMH have developed a specialised unit for the treatment of clients with Alzheimer's. 

It is regrettable that a disagreement between SMH and the family over the decision to 
transfer Peter to a nursing home arose in the first place, and it is clear that during the 
process to come to a decision on his care, there was no expectation that his life 
would be so sadly curtailed. Indeed, SMH had made it clear that when their 
Alzheimer's Unit was in place, that it would include a place for Peter. 

The assessment of Leas Cross as being suitable for Peter's needs was critical, and it 
is clear from the report that Leas Cross were not in a position to fully care for Peter. 
In addition to its own previous experience of Leas Cross, one of the criteria that SMH 
relied on to assess Leas Cross was the fact of its registration with the health board (it 
was also recommended by the medical visitor to the High Court), it also appears from 
the report that Leas Cross overestimated their ability to offer the kind of nursing care 
that Peter required. The Final Report found that given Peter's particular 
requirements, his placement in a first floor room, and his inability to properly use the 
nurse call button did not exhibit a full acknowledgement by Leas Cross of Peter's 
needs or level of dependency. 

When assessing the suitability of a nursing home, its registration should be taken as 
a basic requirement, but not as the sole consideration.. Other factors, including an 
individual patient's needs and the homes' ability to cater for these, must also be taken 
into consideration. The registration process is an indicator that a nursing home has 
reached a specified standard for registration, but does not mean that it is suitable to 
accept the full range of clients for which residential care is required. 

The Final Report does as stated offer a more detailed review of the facts of Peter's 
care and his transfer, but it is not possible to align the conclusions of this report and 
all of the comments received from SMH. There is considerable divergence in the two 
perspectives, and on several points the Martin Hynes report and the comments from 
SMH are absolutely contradictory. 



Martin Hynes makes a recommendation that the HSE should be satisfied that the 
care arrangement in place in SMH are consistent with the best practice for intellectual 
disability service. This recommendation must be qualified, as the investigation was 
not tasked with examining the standards of care in SMH and it does not appear from 
the report that any question was ever raised as to care standards at SMH. 

One issue of divergence is the question of at what stage Peter's medical condition 
deteriorated. Martin Hynes concedes that he may have erred in this respect -from 
the Addendum - "I can accept that I may have erred in saying that his condition had 
deteriorated between the time of his examination by the Court appointed Psychiatrist 
and the 4th October 2000 and in describing Peter's condition as grave at the time of 
his transfer to Leas Cross." Mr. Hynes does outline his original basis for this 
conclusion. 

From the concluding remarks in the Final Report, it is clear that there are still issues 
remaining for the family of Peter. This is hugely regrettable, considering the time 
elapsed since Peter's death, considering the family's patience in awaiting the Final 
Report, and due to the amount of work done in the preparation of the Final Report. 

The HSE wished to finally express once again its sympathies to Peter's family, and to 
express its regret for the prolonged nature of these reviews. Their patience in 
awaiting this report is appreciated and the HSE intends to immediately commence a 
process whereby it will assist Peter's family in discussing with SMH how any 
outstanding questions can be resolved. 

Familieslpatients when they pursue complaints primarily require three points to satisfy 
their complaint - to know the facts about what happened, to get explanation as to 
why it happened and to gain the assurance that every step will be taken to learn the 
lessons that will prevent it happening to someone else. If the Final Report cannot 
provide this information and assurances then the HSE and SMH have an outstanding 
responsibility to answer Peter's family's questions, on his behalf. 

Aidan Browne 
National Director Primary and Continuing Care 
Health Service Executive 
November 09 2005 


