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The review of more than
46,000 scans carried out at
University Hospital Kerry
over a 15-month period is the
biggest audit of its kind
undertaken in the Irish health
system.

It appears to have been
conducted with commenda-
ble speed and thoroughness,
with a strong focus on patient
communication. Following on
from a well-run review of
colonoscopies in Wexford
hospital last year after errors
emerged, it shows the health
system can up its game in
relation to the investigation
and follow-up of issues when
they are uncovered.

Issues will always arise with
the work of individual health
professionals – the HSE
employs well over 100,000
staff – and errors will crop up,
some of them avoidable, some
not. What matters is how
quickly these issues are
spotted, what actions are
taken to ascertain the extent
of the problems and how they
are remedied.

In Kerry, concerns had
been raised about the quality
of some reports filed by the
consultant radiologist, and
about that person’s workload.
The radiologist appears to

have been processing scans at
a rate of over 3,000 a month.
This is much higher than the
standard number dealt by a
consultant, which would
rarely exceed 12,500-15,000 a
year.

The report says these issues
were being addressed by
hospital management at the
time the decision was made to
carry out the review last year.
With the benefit of hindsight,
it is regrettable that action
was not taken earlier.

The report clearly labels at
least some of the misreported
scans as “serious diagnostic
errors” and says 11 patients
suffered delayed diagnosis
which had a serious impact on
their health. Four of the
patients died but the report
does not say whether this
could have been avoided if the
scans had been reported
correctly in the first place.

Radiology is not infallible,

as the report points out: “The
interpretation of a radiologi-
cal study is not a binary
process; the answer is not
always normal or abnormal,
cancer or not”.

The issue of hindsight bias
in an audit is mentioned, as it
has been in the context of the
CervicalCheck controversy.
Those who carried out the
review were aware of the
concerns raised over these
scans, and this may have
affected their interpretations.

Harm was clearly done to 11
patients but the report says
this is not exclusively attribut-
able to the radiologist whose
work was reviewed. “This
would be a matter for the
Medical Council and there-
fore is outside the remit of the
review team.”

JACK POWER

Campaigner Vicky Phelan and
two other women diagnosed
with cervical cancer have called
for the Government to provide
equal access to a new drug Pem-
brolizumab, which Ms Phelan
said proved effective in combat-
ing her cancer.

On Wednesday, Áine Mor-
gan from Co Galway, and Trac-
ey Brennan from Co Roscom-
mon appealed for the drug to be
introduced for all Irish cervical
cancer patients, where tests in-
dicated it would be effective.

Labour Party health spokes-
man Alan Kelly accompanied
the three women outside the
gates of Leinster House and
said women diagnosed with cer-
vical cancer needed access to
the treatment “immediately”.

“This is a life-changing drug,
this extends women’s lives,
these women have to have this
drug,” he said.

Ms Morgan and Ms Brennan
have both had preliminary clini-
cal tests indicating the drug
would work in fighting their
cancer. The two women were
not part of the CervicalCheck

cancer screening controversy
which broke earlier this year,
during which it emerged wom-
en had not been told of Health
Service Executive audits that
had found previous smear tests
incorrectly gave them the
all-clear. A High Court case tak-
en by Ms Phelan against one of
the smear test laboratories ex-
posed the major health scandal.

Tumoursreduced
The Pembro treatment costs
¤8,500 a dose, and the medi-
cine is not currently licensed in
Europe for the treatment of cer-
vical cancer, but was provided
to Ms Phelan off-licence and to
other women caught up in the
CervicalCheck scandal. Follow-
ing access to the drug Ms
Phelan has said her tumours re-
duced significantly.

Speaking to the media out-
side Leinster House, Ms Mor-
gan said she had been diag-
nosed with stage four cervical
cancer in late 2015, and despite
a prognosis of one to two years
life expectancy, she had just

passed the three-year mark.
“I have exhausted every ther-

apy out there, there is nothing
out there. To be honest with
you I think I’m too young to
die,” she said.

“There’s other women like

myself out there and we
shouldn’t be put out there hav-
ing to fundraise” for the drug,
she said.

Women suffering from termi-
nal cervical cancer do not “have
the luxury of time on our sides”,
she said.

Governmentscheme
Mr Kelly said he estimated that
fewer than 100 women current-
ly might avail of the drug if a
Government scheme was intro-
duced granting access to the
treatment.

The alternative to Pembro
was palliative chemotherapy,
the effects of which were “dev-
astating”, Ms Phelan said.

Ms Brennan said she had “ex-
hausted all avenues” in terms of
available treatment for her
cancer. “I’m deemed eligible

for this drug through the
testing that I’ve done, and we’re
calling for equal access to give
us a chance to fight,” she said.

Minister for Health Simon
Harris has asked the HSE medi-
cines management programme
to look at what measures could
be put in place to expand access
to Pembro for suitable women,
his spokeswoman said.

Mr Harris expected progress
to be made on the examination
of the issue “very shortly”, he
said.

Analysis

■ Labour Party health
spokesmanAlanKelly with
cervical cancer patients
Vicky Phelan, Tracey Brennan
andÁineMorgan outside the
Dáil last night.
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Eleven patients whose scans
were read by a locum radiolo-
gist suffered a delayed cancer
diagnosis and serious impact
on their health, a review of
over 46,000 tests in Universi-
ty Hospital Kerry has found.

Four of the 11 patients who
suffered a delayed diagnosis
have died since their delay was
identified, the review states.

The reappraisal of scans
carried out over a 15-month
period found three patients
with undiagnosed cancer
which had not been previously
identified. Six of the 11 cases
involved lung cancer.

The review was the largest
conducted of X-rays and other
tests in the Irish hospital
system. It found there was a
“substantial” rate of unreport-
ed and clinically significant
findings requiring clinical
review to determine whether
patients needed to be recalled
for further tests.

“A key finding of the audit
noted that whilst patients
were exposed to risk, the
majority of patients did not
suffer any direct harm due to
the diligence of their treating
doctors,” the review states.

Ongoinginvestigations
All 11 cases are the subject of
further ongoing system
analysis review investigations,
which are being shared with
individual patients and their
families, according to the
South/South West Hospital
Group (SSWHG), which
includes UHK.

The hospital group, UHK
and the Health Service Execu-
tive apologised “sincerely and
unreservedly” to all patients
and families affected by this
review.

The audit did not test
whether the accuracy of the

original scans were within in-
ternal discrepancy rates.

“The review’s sole purpose
was to examine potential safe-
ty issues and, where found, to
acknowledge the harm to pa-
tients and care for them in a
timely manner.”

The review was prompted
after hospital managers were
notified of three diagnostic er-
rors in the hospital’s radiology
in July/August 2017, and ex-
tended to cover all forms of
scans in October, when seri-
ous error was identified in a
hip X-ray.

Incidentmanagementteam
A safety incident manage-
ment team was set up and
reviewed 46,234 CT scans,
ultrasounds and chest X-rays
relating to 26,754 patients.

The vast majority of those
reviewed (44,831) agreed with
the original report or found a
minor abnormality of no clini-
cal significance.

However, 1,298 found an un-
reported finding that was un-
likely to be of clinical signifi-
cance, and 105 required imme-
diate action as a finding of “po-
tential or definitive significant
clinical concern” was made.

Over 420 patients were
identified for recall following
the audit and 59 required
follow-up after repeat tests.
Ten were referred to other
hospitals for specialist care.

The locum consultant
radiologist was placed on
administrative leave in late
July 2017 and resigned in
October. The review says
concerns had been raised
about the amount of work the
person was undertaking and
some doctors had expressed
“clinical reservations” about
the quality of some reports.
These issues were being
addressed by the hospital at
the time the decision was
made to carry out the review.

Ina sense,GeorgeHWBushdid
havewhatheoncemockedas
the ‘vision thing’. It takes vision
to see the fragility of order.
JananGanesh,World, Page 11
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screeningdocuments

Cost per dose of Pembro,
which is not currently
licensed in Europe for the
treatment of cervical cancer
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It is regrettable
action takenafter
theeventdidn’t
happenearlier

A High Court judge has refused
an application by a woman
suing over alleged misinterpre-
tation of her cervical smears to
direct the HSE and two
laboratories to provide what
her lawyers described as “essen-
tial” documents relating to
CervicalCheck screening.

The documents sought by
Ruth Morrissey of Kylemore,
Schoolhouse Road, Monaleen,
Co Limerick, included all
instructions and advice given to
the HSE concerning circula-
tion of the results of smear tests
audits and all instructions to
treating doctors on communica-
tion of audit results to the
women affected.

Communications between
the HSE and US laboratories
that carried out the smear tests
under the CervicalCheck
screening programme about
quality assurance standards
were also sought.

After a one-day hearing
yesterday, Mr Justice Kevin
Cross agreed with the HSE that
the categories of documents
sought were neither relevant
nor necessary. He also accept-
ed the laboratories’ arguments
that quality assurances in
relation to all smear samples
were not going to be relevant.

Limiteddiscovery
The categories sought were too
wide and not relevant, he said.
He gave Ms Morrissey’s
lawyers time to consider
whether to ask for a limited
discovery.

Earlier, Jeremy Maher SC,
for Ms Morrissey, said the docu-
ments were essential to the
proper presentation of her
case.

“We have been told no
obstruction would be placed in
the path of victims of cervical
cancer. You will be surprised at

the response of the HSE which
is no, no, no,” he said.

Patrick Hanratty SC, for the
HSE, submitted the categories
sought would “significantly wid-
en” the issues in the case and
add to the complexity and cost
of the trial. After the judge re-
fused the application, the HSE
and the laboratories sought the
costs of the one-day hearing.

The judge reserved the costs
issue.

Sued
Ms Morrissey (37), a mother of
one, and her husband Paul
Morrissey have sued the HSE;
US laboratory, Quest Diagnos-
tics Ireland Ltd, with offices at
Sir John Rogerson’s Quay,
Dublin; and Medlab Pathology
Ltd with offices at Sandyford
Business Park, Dublin 18.

The case is due to resume be-
fore the High Court in January.

It is claimed there was failure
to correctly report and diag-
nose, and alleged misinterpreta-
tion of her samples taken in
2009 and 2012, and that a situa-
tion developed where Ms Mor-
rissey’s cancer spread unidenti-
fied, unmonitored and untreat-
ed until she was diagnosed with
cervical cancer in June 2014.

The HSE has admitted it
owed a duty of care to Ms Mor-
rissey but not to her husband
and that the results of her
smear reviews should have
been made known to Ms Morris-
sey. The laboratories deny all
claims. Ms Morrissey suffered a
recurrence of her cervical can-
cer this year and was also diag-
nosed with breast cancer.

Her lawyers sought docu-
ments from the HSE relating to
dissemination of the results of
audits carried out of the prior
cervical smears of women
diagnosed as having cervical
cancer.

¤8,500

How problems are
remedied remains
key to progress

Fourpatientswhohaddelayeddiagnosis
havedied sincehold-upwas identified

Reviewof locumradiologist’swork
involved46,234scansof26,754patients

CervicalCheckcampaigner says ‘Pembro’
hasprovedeffective in tratingher cancer
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