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Foreword 

In September 2017 a major review of CT Scans, Ultrasounds and Chest X-Rays reported by an individual 

Consultant Radiologist commenced at University Hospital Kerry (UHK).  This was prompted by the 

notification to hospital management of three Serious Reportable Events (SRE) in the category of Care 

Management Events where a diagnostic error was considered by the hospital's Safety Incident 

Management Team (SIMT) to have had a serious impact on patients through a delay in diagnosis, limiting 

treatment options available to them. The matter was escalated to the South/South West Hospital Group 

(S/SWHG) who recommended that a look-back review would be carried out. This was approved by the 

National Director of the Acute Hospital Division, HSE, on the 30th of August, 2017. A Group SIMT was 

then established, chaired by the Chief Operations Officer S/SWHG, to carry out the look-back review. 

Following the notification of a further Serious Incident (SI) the review was extended in October 2017 to 

include all images reported by the individual Consultant concerned.  Therefore, the review set about 

auditing 46,234 images in order to identify if there was any missed pathology within the radiology 

reporting process; to identify if any further patients had been affected; to communicate with them in a 

timely and appropriate fashion, and ultimately to ensure that patients received appropriate care. The 

SIMT endeavoured at all times to treat patients with utmost sensitivity and honesty whilst at the same 

time minimising unnecessary anxiety or distress. 

Over the course of the look-back eleven patients were identified as having a delay in diagnosis which 

had an impact on their care.  Four of the eleven patients have passed away over the course of the review 

period.  The hospital and the HSE acknowledge that patients and families’ experiences were devastating 

for them and have had a profound and lasting effect on both the patients affected and their families. The 

South/South West Hospital Group, University Hospital Kerry and the Health Service Executive (HSE) 

would like to apologise sincerely and unreservedly to all patients and families harmed by delayed 

diagnoses. 

We would like to thank the patients and their families for the courtesy and understanding shown by them 

to the hospital staff in the course of this review. We would also like to acknowledge the contribution of all 

staff who participated in the audit, recall and clinical follow-up of patients. We recognise that the look-

back process is very time consuming and that staff went over and above their normal duties to complete 

the process as judiciously as possible whilst at all times keeping the patients at the centre of all efforts 

and decisions. 

The distress and worry caused to the wider community by a review of this nature is regrettable, however, 

where patient safety concerns exist the HSE and the health services have a responsibility to act; to learn 

from the perspectives of patients and staff; and to make improvements to the delivery of radiology 

services.  

Dr. Gerard O' Callaghan, 

Chair Safety Incident Management Team - UHK Look-back Review, 

Chief Operations Officer, South/ South West Hospital Group 
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1.0  Executive Summary 

1.1 Introduction 

A major review of 46,234 images relating to 26,754 individual patients (some of whom had more than 
one examination performed) between March 2016 and July 2017 was undertaken by the South / 
South West Hospital Group (S/SWHG). The review was prompted by three Serious Reportable Events 
(SRE)1, each associated with a diagnostic error, which were notified in July and August 2017. All three 
notifications related to the radiology reports by an individual Consultant Radiologist employed in 
University Hospital Kerry (UHK). 

 

In view of the level of patient safety concern an urgent risk assessment was conducted by three 
Consultant Radiologists at UHK to assess the impact of the diagnostic errors and the likelihood of a 
wider problem. They concluded that all CT Scans, Ultrasound Scans and Chest X-Rays examinations 
reported by the individual Consultant Radiologist, whilst working at the hospital between 24th March 
2016 and 27th July 2017 should be reviewed.  

 

The first incident, notified in July 2017, was managed by the UHK Safety Incident Management Team. 
Following notification of two subsequent SREs, the requirement for a look-back review was 
considered by the S/SWHG and approved by the National Director of the Acute Hospital Division on 
August 30th 2017. 

 

In October 2017 the audit was extended to include all modalities2 when a further serious diagnostic 
error was identified, reported by the individual Consultant Radiologist in a hip x-ray.  

 

The purpose of the review was to identify any possible significant ongoing patient safety issues and to 
ensure patients were informed and had all follow-up care necessary.  

 

1.2 Methodology 

The HSE Guidance for the Implementation of a Look-back Review Process (HSE 2015) outlines a three- 
phased approach in the conduct of a look-back i.e. risk assessment; audit of records to identify those 
potentially affected; and patient recall.  

 

The risk assessment identified that all radiology imaging reported by the individual be peer reviewed 
as the first step in identifying those patients potentially affected. The audit commenced on 16th 
October 2017 with the primary focus to identify any ongoing patient safety issues as quickly as 
possible.   

 

                                                      
1
 SRE - Diagnostic Error: Death or serious disability associated with a wrong diagnostic result e.g. mislabelled 

pathology specimen. Defined as a reporting error where a finding is present but is missed or one where the 
lesion was not present on the image due to inadequacy of the examination.  
2
 Modality (Medical Imaging) - a variety of imaging techniques to acquire structural or functional images of the 

body such as radiography, ultrasound, nuclear medicine, computed tomography, magnetic resonance imaging 
and visible light used to diagnose and /or treat disease. 
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Any potentially clinically significant findings were referred to a Clinical Subgroup who ensured 
appropriate follow-up of patients, communication with patients, families and Doctors; recall of 
patients; and that patients had all follow-up care / treatment as required.   

 

1.3 Results of the Review 

The review examined 46,234 images in all modalities reported by an individual Consultant 
Radiologist.  The total number of patients whose examinations were reviewed was 26,754. 

 

The audit did not seek to identify all radiological discrepancies. The priority focus in the audit process 
was patient safety and therefore the peer review audit was grouped into three categories, Score 1, 
Score 2 and Score 3. 

 

44,831 were given a Score 1. This indicated there was agreement with original report or a minor 
abnormality of no ongoing clinical significance. Of these reports 386 images had an addendum3 to the 
original report as a previously unreported finding was identified. All reports in Score 1 with an 
addendum were reviewed by a Clinical Subgroup as part of the quality assurance process.  

 

1,298 were given a Score 2. This required a review by a Clinical Subgroup as a previously unreported 
finding was unlikely to be of clinical significance however the patient may require rescanning. 

 

105 were given a Score of 3. This required immediate communication to a Clinical Subgroup as the 
previously unreported finding was of potential or definitive significant clinical concern. 

 

In total, the Clinical Subgroup reviewed 1,789 radiology reports against other clinical records to 
determine if the patient had appropriate follow-up care at the time of the original examination and if 
the patient required repeat imaging.  

 

422 patients were identified for recall following the audit and clinical review. Following repeat 
imaging 59 patients required further clinical follow-up and /or investigations and 10 patients were 
referred to other hospitals for specialist care.  

 

1.4 Outcome of the Review 

The main finding of the look-back review was that there was a substantial rate of unreported 
clinically significant findings requiring clinical review to determine if patients should be recalled for 
imaging. 

 

Eleven patients had their diagnosis delayed which had a serious impact on their health, including the 
initial three cases which prompted the review. The look-back found three patients with undiagnosed 
cancer, who had not previously been identified.  Regrettably four of the eleven patients have passed 
away in the intervening time period between identifying their delay and the publication of the Look-
back Report.   

                                                      
3
 Addendum – an addition to a completed written document 
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All eleven cases are the subject of further system analysis review investigations which are being 
shared with individual patients and families.  

 

The findings of the audit provide a level of assurance 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. 

 

A number of patients were discovered to have unrelated diagnosis when repeat imaging was 
undertaken. These diagnoses were not present or visible, even in retrospect, on the original 
examination.  

 

1.5 Communications 

From the outset the need to identify and communicate with patients potentially affected was a 
priority focus for the Safety Incident Management Team.  It was the intention of the team to 
publically announce the recall phase of the Look-back Review once all persons affected had been 
notified. Unfortunately, this was not possible as the audit became public knowledge prior to all 
patients being identified for recall.  

 

All patients whose images were referred to the Clinical Subgroup have been reviewed, the care of 
patients requiring clinical management has been transferred to the appropriate service and all 
patients have been written to with the outcome of their review.   

 

All patients and their families, where a delay in diagnosis was identified as having a serious impact for 
the patient, have had full disclosure and communication continues with all patients and/or families 
through the Risk Manager of the hospital.  

 

A full time Clinical Co-ordinator was assigned at the outset to co-ordinate all patient contacts, 
meetings with patients and arranging appropriate communication and clinical follow-up.  

 

1.6 Summary of Recommendations 

Hospital Level Recommendations 

1. The Hospital Manager, UHK to oversee a review and enhancement of the incident 
reporting process in the hospital to ensure an appropriate capture of occasions where 
there is a disparity between the clinical diagnosis and the subsequent radiological report.  

 

2. The Hospital Manager, UHK to support the appointed Clinical Lead for Radiology with 
contracted sessional commitments to quality monitoring and improvement of services; 
peer review; and performance monitoring for professional staff. 

 

3. The Hospital Manager, UHK to oversee the development of monthly business reports for 
the radiology department with defined and agreed metrics.  
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Group Level Recommendations 

4 The CEO S/SWHG to commission an external review of the management of the radiology 
department in University Hospital Kerry.  

 

5. The CEO S/SWHG to appoint a Group Clinical Lead for Radiology. 

 

6. Hospital Managers within S/SWHG will ensure that each radiology department will 
continue to be held accountable for local audits reported through the hospital’s clinical 
governance structure, including the hospital’s quality & safety committee. 

 

7. The Group Clinical Lead for Radiology will define the governance process to identify, 
escalate and manage any deterioration in a departments’ performance and the group’s 
external peer review process.  

 

8. The overall requirement to provide assurance on the quality and recruitment of locum 
Doctors in medical practice will continue. This process requires ongoing review and 
monitoring by the hospital and hospital group.   

 

 

 

National Level Recommendations 

9. The HSE and Faculty of Radiologists should work to define acceptable volumes of work for 
individual radiologists. 

 

10. The Faculty of Radiologists should examine how future versions of the Quality 
Improvement Programme guidelines can be modified to support smaller hospitals with a 
reliance on locum radiologists. 

 

11. The National Integrated Medical Imaging System (NIMIS) should be implemented in all 
acute hospitals. 
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2.  
Background 
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2.0  Background 

2.1 Radiology Services 

Radiology is a branch of medicine that uses imaging technology to diagnose and treat disease. A 
radiology report is primarily a written communication between the Consultant Radiologist 
interpreting the imaging study and the Doctor who requested the examination. Radiology may be 
divided into two different areas, diagnostic radiology and interventional radiology.  

 

The most common types of diagnostic radiology examinations include:  
Computed tomography (CT), also known as a computerized axial tomography (CAT) scan, including CT 
angiography; Dexa bone density scan; Ultrasound; Fluoroscopy, including upper Gastro-Intestinal (GI) 
and barium enema; Plain film x-ray which includes chest x-ray; and VU scan.  
 

2.2 National Guidelines for Implementation of a Radiology Quality Improvement Programme, 
Faculty of Radiologists, Royal College of Surgeons (RCSI) 

The National Quality Improvement Programme is led by the Faculty of Radiologists in collaboration 
with the HSE Quality Improvement Division and the programme is managed by the Royal College of 
Physicians. The focus of the programme is ensuring patient safety and raising standards in radiology 
services through the application of a systems-based approach to quality improvement.  

 

The programme produced quality improvement guidelines, setting out key quality activities focusing 
on the work of Radiologists and the collective work of the radiology department. Through use of the 
guidelines each radiology department can monitor its own performance, compare it to national 
aggregate data and, where necessary, initiate improvement.  

 

2.3 Errors and Discrepancies in Radiology 

Radiology involves decision-making under conditions of uncertainty (Fitzgerald, 2001) and therefore 
cannot always produce infallible interpretations or reports. There is an inevitable element of patient 
exposure in medicine to problems arising from human error, and this is increasingly the subject of 
bad publicity, often skewed towards an assumption that perfection is achievable, and that any error 
or discrepancy in reporting results of investigations represents a wrong that must be punished 
(Bruno, 2015).  The interpretation of a radiological study is not a binary process; the answer is not 
always normal or abnormal, cancer or not (Brady, 2011). Unlike physical examination of patients, or 
findings at surgery, evidence of a radiological examination remains available for subsequent scrutiny.   

 

At no point did the peer review audit seek to determine if the accuracy of the original reports were 
within international discrepancy rates, for example minor discrepancies which were considered by 
the auditors not to require an addendum report are not included and also where the auditor agreed 
with the original report.  Similarly, the audit did not seek sub-categorisation of discrepancies in 
interpretation into ones of errors of observation; interpretation; ambiguous / inadequate patient 
data; communication; of a technical nature; or in report completeness.  

 

 

https://medlineplus.gov/ency/article/003330.htm
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The effect of hindsight bias and outcomes bias is acknowledged by those who conducted the audit 
and they were aware that the audit was being undertaken as concerns had been raised. Reviews of 
this kind will always be subject to a degree of bias and chest x-ray interpretations for lung tumours is 
subject to significant published variation rates (Brady, 2015). 

 

This review's sole purpose was to examine potential patient safety issues and where found to 
acknowledge the harm to patients and care for them in a timely manner. The review and its results 
do not imply that the harm caused was exclusively attributable to the Consultant Radiologist whose 
work was reviewed. This would be a matter for the Medical Council and therefore is outside the remit 
of the review team.  

 

2.4 University Hospital Kerry and Radiology Services 

University Hospital Kerry (UHK) is a Model 3 acute teaching hospital, providing comprehensive 
medical and surgical services for adults and children and maternity services to women in the 
surrounding catchment area.  UHK serves a population of approximately 150,000 in Co. Kerry and 
additionally to a proportion of the populations of West Limerick and North Cork.  In addition, the 
Kerry area has quite a large visiting population with approximately 2 million tourists visiting the 
region annually, principally during the summer months. Demographically the average age of the 
population is increasing, with 14% of the current population >85yrs and the average age is expected 
to rise in the category of >65yrs and >80yrs.  

 

Within the governance of the S/SWHG, UHK has close links to the Model 4 tertiary referral centre at 
Cork University Hospital and the group’s academic partner University College Cork.  

 

UHK offers a comprehensive range of inpatient, day and outpatient services, including a 24/7 
emergency department, and various medical and surgical specialities.  These services are provided by 
dedicated highly trained multi-disciplinary specialist teams who are respected and experienced 
professionals. 

 

The hospital has 275 acute beds which include specialist critical care; coronary care; maternity; 
special care baby; paediatrics; palliative care; oncology and dialysis.  In 2017 UHK had over 15,000 
inpatient discharges and 35,577 Emergency presentations. Table 1 below summaries the activity at 
the hospital for 2017.  

 

Table 1: University Hospital Kerry Activity 2017  

Activity Volume 

Inpatient Cases 15,071 

Day Cases 20,396 

No of Emergency Attendances  35,577 

No of Theatre Procedures  4,752 

No of Outpatient Attendances 51,328 

No of Acute Medical Assessment Unit Attendances 1,494 

No of births 1,400 
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The Radiology Department in UHK provides a diagnostic imaging service to in-patients; out-patients; 
the Emergency Department and Medical Assessment Unit; the orthopaedic theatre; and direct access 
to General Practitioners (GPs). 

 

There is a 24-hour emergency ‘on-call’ arrangement for both general radiography examinations and 
CTs to hospital in-patients and the Emergency Department (ED). There is also a MRI service available. 
The department offers an appointment system for GP access to diagnostic imaging, with a walk-in 
chest x-ray service. Routine referrals have a wait time of four weeks and all urgent referrals are 
accommodated within one week. Access to GP ultrasound is also facilitated out of hours.  

 

As with all radiology departments there is a year on year growth in demand for diagnostics in UHK.  
Current and future developments in diagnostic imaging, interventional radiology and replacement of 
equipment with higher capabilities also pose challenges in the requirement to expand and develop 
within defined budgets and recruitment capabilities. UHK received capital investment for the provi-
sion of CT Services and an MRI Managed Service in 2016.  Further investment has been sanctioned for 
the provision of a C-Arm Fluoroscopy system for Interventional Radiology services in September 
2018. 
 
Geographically UHK is situated in the southwest approximately 1.5 hours from cities of Limerick and 
Cork, thus making the larger units attractive and accessible to staff living within the Kerry region.  This 
has impacted on UHK’s ability to successfully recruit staff despite ongoing efforts.  
 
To meet the demands of the department, a number of images are outsourced to an accredited com-
pany who adhere to a monitored service level agreement with the hospital. This offers stability in the 
reporting times for UHK and the company adheres to a strict quality assurance programme with all 
Consultant Radiologists on the specialist register of the medical council.  
 

2.5 Incident  

In July 2017 a Serious Reportable Event (SRE) was notified to hospital management of a diagnostic 
error in radiology reporting leading to serious harm for a patient. This incident was managed by the 
hospital in accordance with the HSE Safety Incident Policy (2014) and more recently updated Safety 
Incident Management Framework and Guidance (2018). In August 2017 two further serious incidents 
due to diagnostic errors were identified. All three notifications related to an individual practitioner 
who was employed at the hospital as a Locum Consultant Radiologist. In response hospital 
management sought a risk assessment of the locum Consultant's work. 

 

2.6 Risk Assessment  

In line with the Faculty of Radiology Guidelines and Look-back Policy of the HSE when a problem is 
confirmed, a look-back may be instigated to assess the possible impact of this problem. In view of the 
level of patient safety concern at the hospital, and again in line with both the professional and health 
services guidelines, an urgent risk assessment was requested by hospital management which 
concluded that all CT Scans, Ultrasound Scans and Chest X-Rays examinations reported by the 
Individual Consultant Radiologist between 24th March 2016 and 27th July 2017 should be reviewed in 
order to identify any possible patient safety issues. 
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On 18th October 2017 SIMT took a decision to extend the audit as the result of a further serious 
diagnostic error reported in a hip x-ray. This required SIMT to review the initial risk assessment and 
consequently include all modalities reported by the individual between 24th March 2016 and 27th July 
2017.   

 

2.7 Safety Incident Management Team (SIMT) 

On notification of the first SRE in July 2017, the hospital convened a Safety Incident Management 
Team (SIMT) under the Chair of the Hospital Manager and in accordance with Safety Incident 
Management Policy (HSE 2014). With the escalation of two further incidents and informed by the 
initial risk assessment, a look-back review was authorised by the National Director Acute Hospital 
Division on 30th August 2017  

 

The S/SWHG Safety Incident Management Team was established by the CEO of the S/SWHG, under 
the Chair of the Chief Operations Officer, to oversee the look-back review (Terms of Reference 
Appendix 1). The first meeting of the group was held on 12th September 2017.  Through the Group 
CEO, the SIMT made a request for external specialist support to the Post Graduate Forum for the 
provision of independent clinical expertise to the SIMT. The Faculty of Radiologists (RCSI) reviewed 
the request and nominated an Independent Consultant Radiologist to the team in October 2017.  

 

            2.7.1 Patient Representation  

There were a number of patient representatives approached with a request to join the membership 
of SIMT, both locally through the hospital volunteers and nationally with a patient advocacy group.  
The national group were approached as they had supported a number of patients and their families 
who attended the hospital and had also been recently involved in a similar review in another area of 
the country. The national advocacy group identified a person to join SIMT but membership was 
declined due to the commitment needed to attend weekly meetings. There was an offer to attend 
some meetings and / or link with SIMT.  However, SIMT considered that the workings of the team 
required debate and decision-making at all meetings; there was a need to progress the review in as 
timely a manner as possible; and full attendance of all members was critical, particularly in the early 
stages of planning. SIMT would like to acknowledge their gratitude to the patient representatives 
concerned for their consideration of the request and offer of assistance.  

 

SIMT would also like to acknowledge the unrelenting focus by members of the team to advocate for 
patients. There is much negative publicity that suggests the HSE is not adequately patient-centred. 
This was not the experience of this team, both within the team and in their communication with the 
wider HSE and Department of Health.  

 

2.8 Human Resource Management of Locum Consultant Radiologist 

This look-back relates to the work of a locum Consultant Radiologist employed in UHK from March 
2016 to October 2017, when the individual chose to resign from their post. The locum was recruited 
through standard recruitment procedures and was on the Specialist Division of the Medical Council 
Register. 
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Concerns had been raised regarding the level of activity the individual was undertaking and a small 
number of Doctors in treating patients had expressed clinical reservations in relation to the quality of 
some of the reports. These issues were being actively addressed by hospital management at the time 
the decision was made to carry out the review.  

 

The individual was placed on administrative leave from July 27th 2017 pending the outcome of the 
investigations and chose to formally resign their position on 18th October 2017. In accordance with 
procedure, formal notification was issued to the Medical Council of Ireland on 27th October 2017. 
Management at UHK continue to provide appropriate responses to requests for information from the 
Medical Council. 

 

2.9 Factors which contribute to Performance 

There are many factors which contribute to the underperformance / errors / discrepancies4 within 
Radiologists’ practice. These involve Radiologists’ specific causes such as complacency; lack of 
knowledge; under-reading; and errors of perception. System issues also contribute to the 
performance of the Doctor and include such matters as staff shortages; team dynamics; excessive 
workload; etc. The HSE Incident Management Framework (2018) provides for individual systems 
analysis investigation of serious incidents. This method of examining patient harm events recognises 
that systems issues can lead to mistakes and therefore to fully understand what has occurred there is 
a need to establish the factual circumstances leading up to the incident, to identify the key causal 
factors; and the factors which contributed to the key causes. Each Serious Incident identified through 
this review has been the subject of an individual systems analysis investigation.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                      
4
 Discrepancies in Radiology -  a radiological error. A perceptual error is deemed to have occurred when an 

abnormality is retrospectively determined to have been present on a diagnostic image but was not seen by the 
interpreting radiologist at the time of primary interpretation. Cognitive or interpretive errors occur when an 
abnormality is identified on an image but its importance is incorrectly understood, resulting in an incorrect 
final diagnosis. (Bruno, 2015) 
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3.  
Look-back Review 

Process Methodology  
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3.0  Look-back Review Process Methodology 

3.1 Peer Review Audit Phase  

The Safety Incident Management Team (SIMT) identified that the priority of the review was to 
identify whether any clinically significant radiological findings had been missed and to ensure patients 
identified were appropriately managed; given appropriate communication; and had follow-up care. It 
was therefore decided that this would not be an audit of the professional performance, rather a 
means of identifying any ongoing patient safety issue as quickly as possible.  

 

With the input and advice of both internal and external Consultant Radiologists and the Dean of the 
Faculty of Radiology, the audit was closely aligned to the methodology for Review of Chest X-Rays and 
CT Scans, HSE North East Radiology Look-back Review, HSE 2008. (Terms of reference Appendix 2) 

 

3.2 Scope of the Audit  

Initially the images for peer review audit were informed by the Risk Assessment which concluded that 
all CT Scans, Ultrasound Scans and Chest X-Rays reported by an individual Consultant Radiologist 
between 24th March 2016 and 27th July 2017 were to be audited.  These examinations were 
prioritised due to their particular clinical sensitivity or the potential seriousness of an error and the 
requirement to offer any additional care or treatment to patients in a timely manner. It was judged 
that diagnostic errors in these examinations could have potentially more serious consequences for 
patients than other types (e.g. trauma where errors were more likely to have been picked up by other 
means of diagnosis or where complications would have been resolved with the passage of time). 

 

The audit method outlined that the most recent images across all modalities would be audited first, 
working back. The rationale for this approach was the high likelihood that these patients had not had 
repeat diagnostics or re-presentation to the hospital in the time period under review. Unknown to 
the team, what would have further informed this decision, was the time delays due to technical 
difficulties experienced in accessing archived images and the requirement to increase capacity on the 
National Integrated Medical Imaging System (NIMIS) as the audit progressed. Once the number of 
Consultant Radiologists involved in the audit increased, the images were allocated in monthly 
batches, working from the most recent month backwards.  Weekly reports were reviewed to identify 
any possible emerging trends in all modalities with a view to revising the decision at any stage where 
there appeared to be an indication to prioritise the review of a particular modality.  

 

On 18th October 2017 SIMT took a decision to extend the audit further as the result of a serious 
diagnostic error reported in a hip x-ray undertaken by the individual Consultant Radiologist. SIMT 
reviewed the initial risk assessment and consequently included all modalities reported by the 
individual between 24th March 2016 and 27th July 2017, a total of 46,234 images of 26,754 individual 
patients, some of whom had more than one examination performed.   

 

It was quickly recognised that a review of this scale would have extensive logistical requirements and 
would create an enormous additional demand on the clinical, administrative, radiological and 
information technology resources of an already very busy hospital.  
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Initially the audit was to be undertaken by Consultant Radiologists in UHK supported by an additional 
external Consultant Radiologist and outsourcing which was agreed to maintain capacity to meet the 
hospital's ongoing demand for imaging. However, when the scope of the audit expanded to 46, 234 
images, further external support was sought through the external Consultant Radiologist on SIMT and 
four additional external Consultant Radiologists were sourced to support the team. The team was 
further expanded during the audit and in total ten Consultant Radiologists undertook the full audit, 
eight external to the hospital with one of the eight dedicated to quality assuring the audit findings. 

 

3.3 Creation of the Database 

In September 2017 the hospital began constructing a user friendly database in accordance with ICT 
governance protocols (Appendix 4) with data extracted from the national radiology system. Weekly 
radiology ‘signed reports’ files were filtered pertaining to an individual Consultant Radiologist and 
with the assistance of the local IT department the files were combined to produce a master file. In 
extracting the records and importing onto the database numerous checks on the database were un-
dertaken to verify the data and to ensure all relevant accessions (i.e. studies) were included in this 
master file and duplicates were removed prior to making it available to the audit team.  
 
Once the master file was finalised, it was evident that the hospital required further expert IT support 
to convert the data to an appropriate format for use by the audit team. All external Consultant Radi-
ologists were given rights to access UHK National Integrated Medical Imaging System (NIMIS) and 
these rights were removed when the audit was completed.  

 
The database was accessed from a password protected shared folder with access rights only to IT 
personnel supporting the application, the internal and external Auditors and the Risk Manager of the 
hospital. With each additional external Consultant Radiologist, sourced to support the team, access 
was organised within the information governance protocols and permission rights of the individual 
hospitals where the Doctors worked. This proved to be time consuming and slow on occasions. 

 

The database contained the details of the peer review audit and with Consultant Radiologist and IT 
expertise the application was developed for the tracking of the audit findings. From the outset it was 
outlined that speed of delivery of any solution was paramount along with the importance of the data 
being collected. As time was of the essence, the application was put in use immediately and was 
subject to multiple enhancements and changes over the course of the audit and clinical review. This 
involved the system being taken offline each night for brief spells, usually in the early hours of the 
morning to facilitate the updates.  

 

The database was further modified to support the required critical information and capture of the 
working of the Clinical Subgroup in their decision making. It also provided a mechanism to track 
completed actions (including all contacts with Patients & GPs and correspondence sent).  

 

As the audit and clinical review progressed and data was collected, the application had further devel-
opments to allow for statistical analysis and the generation of reports. This involved multiple add-ons 
to be completed along with regular maintenance of the system.  
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3.4 Audit Methodology 

The terms of reference for the Retrospective Peer Review Audit are appended (Appendix 2) 

The Consultant Radiologists auditing the images had access to the original radiology request 
identifying the type of examination required and clinical details as recorded in the request, the 
original x-ray and reports (as well as previous and subsequent reports where relevant). 

 

The audit commenced in full in October 2017 when each Consultant Radiologist was advised on the 
audit protocol to be applied; the scoring system and the absolute priority of highlighting issues of 
potential patient safety in the audit process. Following review each report was compared to the 
original report and categorised according to the scoring system.  

 

An addendum was added to all reports where the auditing Radiologists did not agree with the original 
report.  The scoring system used was a modified version of the system in the Review of Chest X-Rays 
and CT Scans, HSE North East Radiology Look-back Review, HSE 2008 to reflect the focus on patient 
safety and potential adverse clinical outcomes.  

 

The audit did not seek to identify all radiological discrepancies, score the individual's performance or 
be used to inform considerations of the individual's competence as this is a matter for the Medical 
Council. 

 

Table 2: Audit Categorisation of Outcomes  

Radiology  
Categorisation 

Definition Action Required 

Score 1 – No  
clinical significance  

Agreement with 
original report or 
minor  
abnormality of no 
on-going clinical  
significance 

 No escalation action required. 

 New / addendum reports to be issued if  
unreported finding. 

 Communication to referring physician &  
patients via Clinical Subgroup. 
 

Score 2 – 
unreported finding 
unlikely to be of clin-
ical significance 

May require  
rescanning due to 
inaccuracy /  
incomplete  
report/  
inappropriate  
language 
 

 Communicated to Clinical Subgroup for  
consideration of requirement to repeat  
diagnostic. 

 New / addendum reports to be issued. 

 Communication to referring physician and 
patient via Clinical Subgroup. 
 

Score 3 –  
unreported finding is 
of potential or  
definitive  
significant clinical 
concern 

Unreported  
finding is of  
clinical  
significance  

 Immediate communication in line with  
hospital RAD alert. 

 Immediate escalation to Clinical Subgroup 
through Clinical Co-ordinator. 
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3.5 Outcomes of the Peer Review Audit Phase 

The audit of all 46,234 images was completed on 12th February 2018. The main finding of the audit 
was 1,403 images (Score 2 & 3) of the total images.  An addendum was added to all reports where 
the auditing Radiologists did not agree with the original report. There were 386 images which 
required an addendum where there was no concern of clinical significance but minor abnormalities 
were identified from the original report (Score 1).   

 

3.6 Quality Assurance of Peer Review Audit Phase 

The audit was subject to a quality assurance process whereby 5% of Score 1 images were re-audited 
(2,241 images); 10% of Score 2 images (138 images); and 10% of Score 3 images (13 images). This 
process was completed by 9th May 2018. On review of the overall findings it was requested by SIMT 
to extend the QA to 20% of CT (kidney, urethra & bladder) and this was completed on 12th July 2018.  

 

In total 44 images were rescored during the quality assurance process.  

 

Table 3: Overall Result of Quality Assurance of Audit 

Total Score changed 1-2  36   

Total Score changed 1-3 5 Total Score changed 3-1 1 

Total Score changed 2-1 2 Total Score chanced 3-2  0 

Total Score changed 2-3 0   

 

3.7 Results of the Peer Review Audit Phase 

The audit re-examined 46,234 images and the final results, grouped into three categories, are 
outlined in table 4 following the audit and quality assurance process. 

 

Table 4: Overall results of Peer Review Audit   

Examination 

 

Total In Audit Score 1 Score 2  Score 3 

CT 3,045 2,860 166 19 

Dexa 35 35   

Fluoroscopy 76 74 2  

Ultrasound 2,111 1,993 113 5 

VU 435 424 11  

Plain film 40,532 39,445 1,006 81 

Totals  46,234 44,831 1,298 105 

 

All images that scored 3 were peer reviewed at a radiology discrepancy meeting. All images that 
scored 2 & 3 and scored 1 with an addendum were subjected to a clinical review.  

 

 

 



 

Page | 18  
 

3.8 Delayed Diagnoses 

Eleven patients were identified as having a clinically significant unreported finding in the original 
report which led to a delay in their diagnosis and treatment which had a serious impact for the 
patient. These delays ranged from 2 days to 76 weeks.  

 

A number of patients re-presented to the hospital while the audit was progressing and their delay in 
diagnosis was identified at the time of repeat imaging. A number of other patients were identified 
through multi-disciplinary review when their diagnoses were made and notified to the Radiology 
Department or Risk Manager at the hospital. In total 3 of the 11 patients who suffered a delay in their 
diagnoses and treatment, were identified through the audit.   

 

All patients who suffered a delay in diagnosis had full open disclosure that the unreported finding 
was considered to have led to a delay in their diagnosis and have been given follow-up care and 
treatment. All serious delayed diagnoses are subject to individual systems analysis reviews and the 
hospital is grateful to the patients and their families for their engagement in this process. Four 
patients have died since the delay in diagnosis was disclosed to them and publication of the look-back 
report.  

 

3.9 Recall Phase 

According to the Look-back guidance once the audit phase of the look-back has been completed and 
all persons potentially affected have been identified, the recall phase of the process is announced. 

 

However, where the Clinical Subgroup identified a previous unreported finding of urgent clinical 
significance, these patients were immediately recalled for review. In addition, due to the potential 
clinical significance of errors in some of the imaging, a decision was taken to immediately recall 
patients who had a doppler ultrasound.  A Doppler Ultrasound is a dynamic examination which 
requires the Doctor to carry out the technique and view the image concurrently as part of the 
investigative process. There were a number of examinations where the image captured was of poor 
technical quality and could not be reviewed by the auditors. This in addition to the nature of the 
exam meant that it would not have been sufficient for the auditors to simply review the original 
report and therefore it was necessary to repeat the examinations. The patients whose images fell 
into this category were also recalled immediately. 

 

Due to audit becoming public knowledge in December 2017, the audit and recall phase ran 
concurrently from that time on.  

 

3.10 Clinical Subgroup for recall phase of Look-back Review. 

A Clinical Subgroup was established to complete the audit process by correlating radiology findings 
with other clinical records (Terms of reference Appendix 3).  The auditors referred 1,403 images 
(Score 2 & 3) to the Clinical Subgroup to determine if patients have had appropriate follow-up care 
and if patients required repeat imaging (recall).  This group met weekly, chaired by the Clinical 
Director of the hospital and included a dedicated CNM2 Clinical Co-ordinator, a number of Hospital 
Consultants and full time administrative support. 
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It should be noted that the terms of reference of the group were updated on a number of occasions 
as the workings of this group progressed. The Clinical Subgroup also reviewed 386 images which had 
an addendum added to the report (Score 1 with addendum) as part of their quality assurance 
process. A small number of patients were identified for recall as a precautionary measure from this 
category.  

 

In total 1,789 radiology reports were further reviewed by the Clinical Subgroup to determine the 
patients who were to be recalled for repeat diagnostics.  The group reviewed the records of all 
patients where there were previously unreported clinically significant findings or where the reporting 
Radiologist indicated that the patient may require rescanning due to an inaccurate or incomplete 
report. Examples of clinically significant findings would include suspected malignancies or 
indeterminate lesions requiring repeat investigations or monitoring.  

 

With the addition of a number of external Consultant Radiologists to the audit group it was necessary 
to expand the Clinical Subgroup to keep pace with the audit findings and to provide wider clinical 
expertise.  The Clinical Co-ordinator was supported by a second senior nurse and additional clerical 
staff supported the typing of the correspondence necessary to effectively communicate with 
patients’ treating Doctors.  The group were also supported by a number of Doctors and Surgeons who 
provided additional clinical expertise in reviewing the records of patients to identify those for recall. 

 

3.11 Patient Recall 

All patients who the Clinical Subgroup considered that the previous unreported finding was clinically 
significant and who had not had follow-up care or treatment in the intervening time period, were 
recalled immediately. In all 422 patients were identified for recall from the audit and clinical review, 
this included the initial patients identified for repeat doppler ultrasound. The numbers for recall 
according to original examination is outlined in table 5 below.  

 

Table 5: Original Radiology Examination 

CT Scan Ultrasound Plain Film 

53 84 285 

 

In total 359 patients attended UHK for repeat imaging and 11 patients were initially recalled to attend 
the Acute Medical Assessment Unit (AMAU) or the Out-Patient Department (OPD) to inform the 
decision as to whether a repeat radiological examination was required. 

 

Whilst every effort was made to contact all 422 patients identified for recall, 9 patients could not be 
contacted. They were patients who were visiting or temporarily living in Kerry at the time of their 
radiological examination and the contact details they had given were no longer valid. The Clinical 
Subgroup reviewed all of these patient images in light of the inability to contact them and all patients 
were deemed to be of low risk. Correspondence was issued to the address listed advising the patient 
of the audit undertaken, the change to the original radiology report and to seek advice from their GP 
as to whether a repeat examination was required.  A CD of the original report and the new 
addendum that had been added to the report was included in the correspondence. 

 



 

Page | 20  
 

27 patients living abroad or in other parts of Ireland have confirmed that they have been seen in 
other hospitals /clinics. Confirmation of attendance continues to be pursued regarding 11 patients 
who were initially contacted and to whom correspondence has been issued.  16 patients declined the 
offer of a repeat examination, correspondence was issued to both the patients (and/or families) and 
their GPs and the offer remains open should these patients wish to return in the future.  

 

Table 6: Patient Recalls 

Recalled Attended 

UHK  

Attended  
another 
hospital 

Advised to 
attend 

Declined 
Offer 

Unable to 
contact 

422 359 27 11 16 9 

 

3.12 Radiology Department, scheduling of recalls and business continuity  

As the recalls were running in parallel to the audit phase (with the recall of the Doppler ultrasound 
patients) there was an immediate requirement to approve further outsourcing of plain film reporting 
to the approved company operating under the service level agreement. This was in order to provide 
capacity for the additional workload in an already very busy department. The Radiology Services 
Manager and the Clinical Co-ordinator liaised with regards to scheduling and prioritising the patients 
for recall. UHK provides a walk-in Chest X-Ray service, which gave the patients a choice of day and 
time, depending on the urgency.  Other plain films were scheduled initially but as the numbers were 
relatively small a walk-in service was also offered. 

 

Overtime was approved and offered to department staff for additional CT slots, usually three times a 
week, between 5pm and 8pm.  Additional radiography staff were employed on a Saturday for chest 
and plain films. Consultant Radiologists were available from 4pm to 5pm daily for ultrasound 
scanning of recall patients. Patients recalled were given as much choice as possible in the scheduling. 

 

Initially, it was envisioned that all non-urgent studies would be undertaken at the end of the recall 
however due to the responsiveness of staff in the radiology department to requests for out-of-hours 
working it was possible to complete these studies sooner than predicted. 

 

3.13 Outcome of recall process 

359 patients recalled attended UHK for repeat radiological examination.  11 patients required an 
initial appointment in AMAU or OPD to further inform the decision to repeat the examination. In all 
cases a repeat examination was deemed necessary. Patients were informed of the outcome of their 
review by the Clinical Co-ordinator and the GPs of all patients who were recalled were written to with 
the outcome of their review (Appendix 8).  Patients who did not require any follow-up care and / or 
investigations were written to at the end of the review process, to thank them for their participation 
and to apologise for any inconvenience or anxiety caused due to being recalled (Appendix 9).  

 

Following repeat imaging, 59 patients have required a clinical appointment as further clinical follow-
up and / or investigations were identified as necessary by the clinical subgroup.  
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10 further patients have been referred to other hospitals for specialist care.  All patients are in 
appropriate care or surveillance pathways.  

 

3.14 Errors in diagnostic reporting without clinical harm 

The findings of the audit provide reassurance that whilst a number of patients were exposed to risk 
due to interpretative errors in radiology the majority of patients did not suffer direct harm. It should 
be stressed that radiological diagnosis is only one significant element in the assessment, care and 
management of patients. Therefore, when the interpretation was at variance to what was expected 
or was incomplete, the treating Doctors sought other opinions. This diligence by Doctors at the 
hospital and patients’ General Practitioners ensured that despite unreported clinically significant 
findings, the majority of care was appropriate.   

 

3.15 Incidental findings  

A number of patients were discovered to have unrelated diagnoses where the diagnosis was made on 
repeat imaging and was not found to be present or visible, even in retrospect on the original 
radiological examination reported. The participation of these patients therefore in the recall process 
has been responsible for detecting these diagnoses. These Patients are now also in appropriate care 
or surveillance pathways.  

 

3.16 Deceased Patients 

In establishing the database, the hospital endeavoured to identify all deceased patients. Lack of 
integrated patient record information systems with other hospitals created challenges. The database 
was first cross referenced against the Integrated Patient Management System (iPMS). Checking data 
against the Death Registration Records is complicated, in that records are not automatically updated 
as a death occurs, and deaths are commonly registered some months after taking place.  Therefore, 
the database was also checked against the data in RIP.ie. and a number of calls were also made to 
patients’ GPs. 

 

Where any unreported abnormalities were reported (Score 1 with addendum, Score 2 & Score 3), the 
significance of these was established by detailed chart review. In finalising the workings of the Clinical 
Subgroup a further review was undertaken of all audit results where the patient had passed away. In 
all cases the clinical subgroup determined that changes to the original radiology report would not 
have changed the treatment the patient received or the eventual outcome. 

 

Where there were addendums to patient’s original radiology reports, the GPs of deceased patients 
were notified by letter of the outcome of the clinical review to facilitate the retention of complete 
medical records (Appendix 12). As it was considered by the Clinical Subgroup that the change in the 
report did not cause an adverse outcome5 for the patient a decision was made that it would be 
unnecessarily intrusive to communicate with their family members and GPs were advised 
accordingly.  This decision was reviewed again by SIMT prior to the publication of the final report and 
a decision was taken to also write to the Next of Kin of all patients whose report had an addendum 
issued. (Appendix 13) 

                                                      
5
 Adverse Outcome -  Also termed Adverse Event – an incident which resulted in harm 
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4.  
Communications  
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4.0  Communications  

4.1 Communications Preparation  
It was recognised from the outset that it would be important to ensure effective communication was 
established with patients, relatives, clinicians, the HSE, Department of Health, the media and political 
representatives. Communication was co-ordinated by members of the SIMT and the team were sup-
ported through membership of communications advisors to the S/SWHG.  
 
To ensure the SSWHG and UHK were fully prepared, the following initiatives were implemented in 
the months of October and November 2017: 
 

 A holding media statement was drafted and agreed. 

 A comprehensive Question & Answer document was prepared. 

 The establishment of a helpline, with a dedicated 1800 Freephone number, under the guidance 
of the HSE’s director of digital communications and operated locally at UHK, inclusive of training 
for all UHK staff.  

 The preparation of a dedicated web-site landing page for UHK related to the issue on the HSE 
web-site, under the guidance of the HSE’s director of digital communications. 

 Media training was initiated for all relevant staff. 
 
4.2 Patients  
Communication with patients was of paramount importance and a Clinical Co-ordinator was nomi-
nated to co-ordinate the patient contacts, meeting with patients, arranging appropriate clinical fol-
low-up and updating the data base on outcomes.  
 
The following is a synopsis of how the patients were engaged with: 
 

 All patients who were offered a repeat Doppler Ultrasound were contacted directly by the Clinical 
Co-ordinator in order to schedule a suitable appointment.  

 All patients who were offered repeat imaging were contacted by the Clinical Co-ordinator.  

 Appointments were given to the patients over the phone by the Clinical Co-ordinator if the ap-
pointment was for the next day / walk –in. 

 Contact was made with the patients to schedule appointments as to when it suited the patients 
in so far as possible. 

 Appointment letters were issued by post if the appointment was scheduled for a few days or 
more.  

 Reporting was prioritised and expedited to same or next day reporting. Results were phoned 
through to the patients by the Clinical Co-ordinator which included phone calls made on Satur-
days from Friday appointments (due to one patient highlighting their anxiety with a weekend 
wait for reassurance on results). 

 Letters were issued to all relevant patients at the end of the recall phase with the outcome of the 
review. This included all patients who had an addendum report but where it was considered by 
the Clinical Subgroup that a recall for repeat imaging was not warranted were written to at the 
end of the review and advised on the outcome. (Appendix 10, 11, 12 &13) 
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4.3 Open Disclosure 
Open Disclosure has been policy for the HSE since 2013 and it is government policy that a system of 
open disclosure is in place and supported across the health system. On 5th July 2018 the general 
scheme of the Patient Safety Bill was approved by government which provides for mandatory open 
disclosure.  
 
Open Disclosure is the term used to describe the communication by staff with patients in an open 
and honest way when things go wrong in their care.  This is not a once off meeting with a patient and 
their family but a structured approach to, in the first instance, acknowledging what has gone wrong, 
giving a full explanation of the facts as known at the time and apologising for what has happened as a 
result of what has gone wrong.  Reassurances are given in relation to the management of the pa-
tient’s immediate care needs and a member of staff is identified who will be the contact person for 
the patient and family, to keep them informed; to assist in any on-going support required; and to 
maintain channels of communication.  
 
In the case of a serious incident, where an error has occurred there is acknowledgement of responsi-
bility on behalf of the hospital and an apology is given.  An investigation will be conducted and the 
patient and their family will be given an opportunity to give input into the investigation and be pro-
vided with a report outlining the recommendations to be implemented to reduce the likelihood of 
harm occurring in the future.  
 
The open disclosure policy advises that the process should ideally commence within 48hours of the 
event becoming known and as soon as the patient is physically and emotionally available to receive 
the information. The policy also covers situations whereby patients may be too ill or recovering. In 
this situation staff may inform the patient’s next-of-kin or support person as named in their 
healthcare record.  
 
The Risk Manager and the Clinical Director in UHK worked with patients’ treating Clinicians and next -
of- kin to assess when each patient was physically and emotionally available to receive the infor-
mation of their delayed diagnosis. All patients and families were offered meetings to explain, 
acknowledge and apologise for what had occurred. There continues to be communication with all 
patients and /or families through the Risk Manager of the hospital. On Sunday 17th December 2017 
the Risk Manager in UHK made contact by phone to all of these patients and families to advise them 
that the audit being undertaken had been broken by the media.  
 
Three families have provided feedback in relation to their experience of elements in the hospital’s 
communication. The team includes this as learning from patients which should be highlighted in the 
report. Based on the seriousness and immediate need to address a clinically significant finding, a pa-
tient was contacted by phone and invited to attend the hospital for an urgent meeting. When this 
was declined the Doctor went on to explain the seriousness of the situation and the need for the pa-
tient to have follow-up care. The team acknowledge that a phone call of this nature will cause anxiety 
and distress for a patient and their family, however it was of paramount importance that the patient 
was informed and understood the gravity and urgency of the situation. Two families also raised con-
cern regarding communication during a family meeting which lacked context as to the gravity of the 
situation such that they didn’t understand the seriousness of the patient’s diagnosis.  
 
The recommendations in each of these cases for improvement in communication has been addressed 
through the individual systems analysis reports in consultation with the patients and families.  
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4.4 Patient - Freephone Helpline 
In preparation a Freephone helpline, email address (‘UHKgetintouch.hse.ie’) and website were pre-
pared. All relevant UHK staff were trained with the support of HSE Digital. The helpline, email address 
and website were launched on Monday 18th December 2017 once the look-back became public 
knowledge through a media report on Sunday 17th December 2017. This preparation was invaluable 
for ensuring that patients’ queries were dealt with in an appropriate and timely manner. 
 
One direct phone number with six separate lines had been organised as part of the preparation for 
the release of information by the media. The help-line was initiated on the morning of 18th December 
2017. The helpline was most active on the 18th, 19th and 20th December, followed by a steady trick-
le of calls being experienced well into the New Year.  
 
The phone lines were manned by senior clinical and administration staff from UHK. The phone lines 
were opened from 9am to 11pm over the first number of days and reduced to 9am -5pm once the 
demand decreased. A voice message was recorded for ‘out-of-hours’ and for calls not picked up due 
to phone lines being busy.  
 
A strict process was followed by the staff members who manned the phone line and the following 
documents/steps were agreed in the preparation stage: 
 

 An initial call logging script and Pro forma had been prepared in order to communicate appropri-
ately and to capture the required details from all patients who called. (see Appendix 6) 

 Separate call back dialogues had been prepared for those patients who were included and not 
included in the Look Back (Appendix 7a & 7b) 

 Each caller was assured that they would be contacted within 24 hours to advise if they were in-
cluded in the audit or not. 

 
A triple check mechanism was developed where the details received from the caller were verified 
with the following: 

 The Patient Information System (iPMS). Some Medical Record Numbers (MRNs) on the database 
were legacy numbers which had not been merged previously and required further investigation. 

 National Integrated Medical Imaging System (NIMIS). 

 Radiology review database. 
 

The caller received a call back within 24hrs from clerical staff if: 

 The patients name was not on the database 

 The patients name was on the database and was not yet reviewed. Patient advised that audit 
could take another 6-8 weeks and to call back at any stage if concerned.  
 

The caller received a call back by clerical and /or clinical staff if: 

 The image had been reviewed, had a score of 1 and reassurances were offered. 
 

The caller received a call back by the Clinical Co-ordinator if: 

 The film had been reviewed and the Score was 2 or 3.  
 
If a caller made further contact an update was provided on the current status in the review of their 
radiology examinations and expected timeframe for completion was also updated.  
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The number of calls was monitored manually, by counting the Pro Formas. This was done daily and 
double checked. 
 
Five folders were labelled as follows: 

 Awaiting call back within 24 hours 

 Not on database and contacted 

 On Database – partially reviewed 

 On Database – not reviewed 

 Not contactable on call back with several attempts made 
 

_______________________________________________________________ 
 

The helpline moved to the hospital Switchboard on the 23rd December 2017 due to the decrease in 
calls being received. Staff on the Switchboard were trained and used the developed Pro Forma for 
any of these calls which were then forwarded to the Operations Manager.  
 
A member of Nursing Administration had access to a modified database which was populated with 
the caller’s names only, based on the main Radiology Review Database. It had demographic details in 
addition to information on whether studies had been reviewed and the Score. This staff member re-
viewed this database and as the studies were complete the callers were contacted. Again, if the study 
was Score 2 or Score 3, the caller was contacted by the Clinical Co-ordinator. By the end of January 
there were very few calls being received but this system continued. 
 
It is also important to note, that it was highlighted by the staff operating the helpline that patients 
and their families were very understanding of the issue and showed great courtesy in their 
interaction with UHK. This was an incredibly humbling experience for the UHK staff and was greatly 
appreciated by all involved.   

 

The following is a breakdown of the Helpline activity: 
 
Table 7 – Helpline Activity  

Date Number of Call received 

18th Dec 2017 – 31st Dec 2017 594 

Jan 2018 57 

Feb 2018 6 

March 2018 3 

April 2018 3 

May 2018 1 

June 2018 0 

July 2018 0 

Up to 17th Aug 2018 0 

Total Calls Received 664 
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4.5 Website 
In conjunction with the Team in HSE Digital a dedicated website landing page was created to go live 
on the HSE related to the Look-back Review. There have been 273 visits to the page since it went live, 
with 107 of those coming on Monday 18th December 2017.  
 
Table 8 - Total visits to web page 

Month Number of Page Views 

December 2017 196 

January 2018 32 

February 2018 18 

March 2018 5 

April 2018 2 

May 2018 1 

June 2018 0 

July 2018 1 

August 2018 14 

September 2018 0 

October 2018 1 

November 2018 3 

Total to date 273 

 
4.6 Referring Doctors 
Once an addendum report was added to the original report the referring doctor was notified of the 
change through the radiology reporting system. In order to ensure effective communication with all 
referring doctors both in the hospital and with community GPs an alert was added to all addendum 
reports to contact the Clinical Co-ordinator on receipt of the report. A communication was agreed 
between the Clinical Co-ordinator and clinical subgroup for discussion with the patients’ GPs (Appen-
dix 5).   
 
Letters were issued to all GPs where the patient had repeat imaging with the result at the time of re-
porting.  
 
The referring GPs of all patients who had an addendum report but where it was considered by the 
Clinical Subgroup that a recall for repeat imaging was not required were written to and advised on 
the outcomes in every case.  GPs were also advised of an opportunity of follow-up for any patient 
about whom they remained concerned by issuing a direct referral back to the hospital highlighting 
referral due to Radiology Review. This was to allow for prioritisation by Clinicians on receipt of refer-
ral. (Appendix 9)  
 
Internally communication was highlighted through the use of specific red envelopes/red stickers 
marked urgent when an amended report was circulated to a Doctor internally at the hospital. 
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4.6 Communication with Staff 
Clinical and other staff were briefed on the look-back by the Clinical Director and the General Manag-
er of the hospital.  Formal communication was issued to all Consultant Staff on 14th February 2018 
regarding the need for referral pathways for patients who had been recalled and may require further 
clinical follow-up (Appendix 14). 
 
On completion of the review process letters were issued to all GPs; Consultants at the hospital; 
members of the audit team; clinical subgroup; and the radiology department informing them that the 
review process was concluded, the report would be published shortly and thanking them for their 
contribution to the work undertaken (Appendix 15 A & B).  
 
4.8 Acute Hospital Division, HSE, Department of Health and HIQA 
From the outset of this process, together with UHK, the SSWHG have fully briefed the HSE Acute 
Hospitals Division (AHD), the HSE Quality Assurance & Verification Division, the Department of Health 
and Health Information & Quality Authority (HIQA) on the status of this review.  
 
27 briefing statements were sent to the Department of Health through the agreed governance struc-
tures of the Acute Hospitals Division and onwards to the Quality Assurance and Verification Division.  
The National Director and Quality and Safety Lead for the AHD also attended a SSWHG SIMT meeting 
in UHK regarding the Look Back.  
 
HIQA wrote to the Hospital Manager in UHK on the 18th December 2017 requesting an update on the 
review and a copy of the final report once completed. Since this date, responses have been provided 
to HIQA by the SSWHG on request.  As requested, a final copy of the report will be provided.  
 

4.9 Media Communication 
A strategic decision was taken not to engage proactively with the media, as this would likely be the 
cause of undue concern for thousands of patients. Furthermore, it would detract from the important 
work of the review in identifying and recalling patients potentially affected. It was also important for 
the team to focus on determining that the initial risks identified by the serious reportable events 
were limited. Thus, identifying and recalling patients and providing assurances to the maximum num-
ber of people in as short a time-frame as possible. 
 
The first public airing of the matter took place on Sunday 17th December 2017.  A media statement 
was issued and the webpage specifically developed for the issue, went live on the HSE web-site. 
 
A media briefing took place on the 18th December 2017 in UHK and there was a number of follow on 
interviews conducted by the Clinical Director and General Manager of the hospital. 
 
Once the matter became public, the media were provided with an update on the status of the review 
for a number of weeks and then on request following the SIMT meetings.   
 

4.10 Communication with Public Representatives 
Responding to a request from a public representative on Monday 18th December 2017, all local public 
representatives were invited to a briefing at UHK on the Look Back review being undertaken. Approx-
imately 30 public representatives attended and a detailed overview was given along with facilitating 
any questions that arose during this briefing. 
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There were a number of ongoing inquiries by political representatives during the look-back review 
process and the Hospital Manager facilitated requests for updates.  The Chief Operations Officer of 
SSWHG provided briefings to Public Representatives at the Regional Health Forum meetings. 
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5. 
Conclusions 
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5.0  Conclusions 

5.1 Unreported clinically significant findings 

This review found a significant rate of unreported clinically significant findings requiring clinical 
review to determine if patients should be recalled for repeat imaging. The effect of hindsight bias and 
outcomes bias is acknowledged by those who conducted the audit. This review was designed to 
identify patients who may need on-going and additional care, and was not an individual professional 
review.  

 

5.2 Serious Reportable Events / Serious Incidents  

Over the course of the review 11 unreported clinically significant findings were identified which it is 
considered had a serious impact on the health of patients. Regrettably four of the patients have 
passed away in the intervening time period from identifying the delay and publication of the Look-
back Report.  

 Delay Date 
Reported 

 

Outcome Image Source of detection 

Case 1 

Deceased 

6 weeks 27/07/2017 Pancreatic 
Cancer 

CT / US Re-presented to 
hospital 

Case 2 19 weeks 15/08/2017 Pelvic Mass CT Out-patient 
presentation 

Case 3 

Deceased 

7 weeks 24/08/2017 Rectal Tumour CT In-patient 

Case 4 

Deceased 

37 weeks 31/10/2017 Advanced 
Bony 
Metastases 

Pelvic X-Ray GP referral for Out-
Patients 

Case 5 2 days 09/10/2017 Advanced 
Bony 
Metastases 

CT Out-Patient 
presentation 

Case 6 22 weeks 06/11/2017 Lung Cancer Chest X-Ray Re-presented to 
hospital 

Case 7 26 weeks 15/12/2017 Lung Cancer  Chest X-Ray Re-presented to 
hospital 

Case 8 

 

51 weeks 09/01/2018 Lung Cancer  Chest X-Ray GP referral for x-ray 

Case 9 

 

34 weeks 12/01/2018 Lung Cancer  Chest X-Ray Audit 

Case 10 

Deceased 

76 weeks 19/01/2018 Lung Cancer  Chest X-Ray Audit 

Case 11 

 

24 weeks 20/03/2018 Lung Cancer  Chest X-Ray Audit  
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The delay in diagnosis in a small number of the 11 cases did not impact on the treatment options 
available for curative intervention. However, the team acknowledges that it contributed to 
uncertainty and worry for patients and families in seeking treatment of on-going symptoms, and in 
pain suffered by patients which may have been more effectively managed with earlier diagnosis.  

 

5.3 Unreported findings without clinical harm 

The findings of the audit provide reassurance that whilst patients were exposed to risk, the majority 
of patients reviewed by the Clinical Subgroup did not suffer direct harm. Diligence by Doctors at the 
hospital and patients’ General Practitioners ensured that despite unreported clinically significant 
findings the majority of care was appropriate.   

 

5.4 Incidental findings  

A number of patients were discovered to have unrelated diagnoses where the diagnosis was made on 
repeat imaging which was not found to be present or visible, even in retrospect on the original 
radiological examination reported.  

 

5.5 Decision to undertake the look-back review 

The priority of the review was patient safety, to identify whether any clinically significant radiological 
findings had been missed and to ensure that patients identified were appropriately managed; given 
appropriate communication; and had follow-up care.  As outlined in the report, the undertaking of a 
look-back report places an extensive clinical, administrative, radiological and information technology 
burden on the resources of an already very busy hospital. Therefore, this was not a decision taken 
lightly or without appropriate governance and oversight. In line with HSE Safety Incident 
Management & Look-Back Review Policies; and Faculty of Radiology Guidelines once a problem is 
confirmed and the risk assessment undertaken an informed decision to recommend a look-back is 
made and approved by the National Director of the Acute Hospital Division.  

 

The conclusion of the risk assessment to review all CT Scans, Ultrasound Scans and Chest X-Rays was 
reviewed in light of a serious diagnostic error reported in a hip x-ray and a decision taken to review all 
modalities.  SIMT would also acknowledge that at this time the volume of work undertaken by the 
individual Consultant Radiologist had been quantified as high and there were indications that a 
number of ultrasounds were of poor technical quality such that they did not meet acceptable 
standards. 

 

In all branches of medicine, there is an inevitable element of problems arising from human error 
(Brady, 2015). There are many publications examining errors and discrepancies in radiology, with an 
estimated day- to- day rate of between 3-5% in studies reported and much higher rates reported in 
many targeted studies (Brady, 2015).   

 

It is important to emphasise that the outcomes of this review do not wish to imply that previously 
unreported findings (Score 1 with addendums, Score 2 & Score3) represent an error rate for the 
individual Consultant Radiologist whose work was reviewed. Nor does the review wish to imply that 
harm done was exclusively contributable to the individual Consultant Radiologist concerned.  There 
are many factors that influence an individual’s performance.  
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The HSE Incident Management Framework (2018) provides for individual systems analysis 
investigation of serious incidents. This method, of examining patient harm events, recognises that 
systems issues can lead to mistakes and therefore to fully understand what has occurred there is a 
need to establish the factual circumstances leading up to the incident, to identify the key causal 
factors; and the factors which contributed to the key causes. This has been addressed through the 
individual systems analysis investigations which on completion are shared with individual patients 
and families.  

 

5.6 Timings of the review phases 

As outlined this look-back review was complex. The S/SWHG Incident Management Team 
understands this look-back review to be the biggest review of this kind completed in Ireland to date. 

 

In relation to the timings of the individual phases of the look-back. The initial risk assessment was 
completed on 29th August 2017, following notification of the three serious reportable events to the 
hospital’s Safety Incident Management Team.  The approval to undertake a look-back review was 
given by the National Director of the Acute Hospital Division on 30th August 2017 and the 
South/South West Hospital Group Safety Incident Management Team, under the Chair of the Chief 
Operations Officer met for the first time on 12th September 2017.  An external Consultant Radiologist 
was nominated by the Faculty of Radiologists and joined the team on 1st October 2017.  

 

The risk assessment of the 29th August 2017 was reviewed on 18th October 2017 following further 
notification of a serious incident. 

 

The audit group was initially established on 12th September 2017 and the group was expanded with 
membership of external Consultant Radiologists over the months of October and November. The 
audit phase of the look-back commenced on 16th October 2017 and the audit of 46,234 images was 
completed on 12th February 2018. Quality Assurance (QA) of the audit results commenced on 9th 
February 2018 and was initially completed on 9th May 2018. SIMT requested additional QA of CT 
Scans on 9th May 2018 and this was completed on 12th July 2018.  

 

Recall of patients commenced for patients requiring a repeat Doppler Ultrasound on 12th October 
2017 and these examinations were completed by 24th November 2017.  Further recall of patients 
continued from this time up to Friday 14th September 2018.  

 

5.7 Clinical Co-ordinator  

Learning from similar reviews a Clinical Co-ordinator was assigned to the Clinical Subgroup for all 
phases of the look-back process.  When additional auditors were sourced and the audit outputs 
increased a second co-ordinator was assigned on a temporary basis to keep pace with the audit 
findings and the need for clinical review. These assignments were critical to the over-all co-ordination 
of the look-back but most especially to communication with patients and families affected by the 
recall.  It allowed for the efficient and effective workings of the Clinical Subgroup but more 
significantly the direct engagement with patients and families, providing a continual point of contact; 
responding to patient queries and concerns; and most importantly allaying any fears. 
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5.8 Use of Locum Consultants 

The use of appropriately qualified Locum Consultants to cover annual leave, maternity leave, illness 
or in the absence of permanent staff, is a core element in ensuring the continued delivery of health 
services. In the case of the locum Consultant Radiologist involved in this review, all normal 
recruitment procedures were followed. Registration on the specialist register of the Medical Council 
was confirmed and satisfactory references were received from previous employers.  

 

5.9 Action taken to date 

UHK identified the requirement to immediately strengthen the governance and leadership in the 
Radiology Department and have appointed a Clinical Lead in Radiology Services who meets with the 
Clinical Director and Hospital Manager on a weekly basis. There was also a need to expand the focus 
on collating and reviewing actual data analytics in the context of UHK Radiology activity and in 
particular data on reporting by Consultant Radiologists.  A ‘Radiology Reporting’ template was 
developed and is reviewed fortnightly by UHK Executive Management Board (EMB) and Clinical Lead. 
This report includes: - 

 Radiology activity - by modality 

 Radiology activity - by Radiologist 

 Radiology activity - by Oncology CT 

 Date of procedure with longest "awaiting report" status 

 Radiology activity - by number of radiology reports outsourced  

 

5.10 Volume of work 

There are no national or international guidelines indicating the volume of work to be performed by 
individual Radiologists.  The current normal workings within a department allow for an element of 
Doctor discretion, in that it may be the preference for members of the team to report more in one 
modality than another. This may result in for example a team member reporting more CTs than their 
colleagues and another member reporting more plain film.  Therefore, volumes in reporting by the 
team would have to be considered in examining individual reporting volumes.  There are also other 
complexities in the time to review and report on more complex studies such as CT as opposed to 
plain film.  

 

An analysis was undertaken by hospital management in UHK of the volume reported by the team, in 
the time period under review. This analysis found that whilst the Individual Consultant, whose work 
was reviewed, had less volume than colleagues for CT and ultrasound reporting, plain film reporting 
was in the upper limits of norms.  
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6. 
Recommendations  
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6.0  Recommendations 

In line with the Terms of Reference of the SIMT this report will be presented to the Commissioner of 

the Look-back Review Process, CEO S/SWHG.  The Commissioner will ensure local managers respon-

sible for the services implement the recommendations.  The Commissioner will also communicate 

nationally applicable recommendations to the relevant National Directors for national implementa-

tion and will consider sharing the report with relevant agencies.  

 

In this context and in the context of the report’s conclusions the Safety Incident Management Team 

of the look-back review makes the following recommendations: 

 
Hospital Level 

6.1 The Hospital Manager, UHK to oversee a review and enhancement of the incident reporting 
process in the hospital to ensure an appropriate capture of occasions where there is a disparity 
between the clinical diagnosis and the subsequent radiological report. This process should be 
integrated with clinical governance within the hospital and the quality improvement programme in 
radiology. 

 

6.2 The Hospital Manager, UHK to support the appointed Clinical Lead for Radiology with contracted 
sessional commitment to quality monitoring and improvement of services; peer review; and 
performance monitoring for professional staff. 

 

6.3 The Hospital Manager, UHK to oversee the development of monthly business reports for the 
radiology department with defined and agreed metrics. Hospital Management should consider 
inclusion of the following: individual workload patterns and outputs by modality; staffing data; 
waiting lists; turnaround times; machine utilisation; peer comparison activity; incidents and 
complaints reporting; and development of department specific Policies, Procedures, Protocols and 
Guidelines. 

 

Group Level 

6.4 The CEO S/SWHG to commission an external review of the management of the radiology 
department in University Hospital Kerry. This review should focus on the working of the department, 
including the working relationships between the staff. The aim of the review would be to identify and 
make recommendations on any deficiencies that may exist so that the work environment is improved 
and recruitment efforts for permanent staff are more likely to succeed.  

 

6.5 The CEO S/SWHG to appoint a Group Clinical Lead for Radiology with a defined job description to 
develop peer review audits across the hospital group at departmental and individual Consultant 
Radiologist level against the Faculty of Radiologists Quality Improvement Guidelines. Smaller 
radiology departments within the group need to work as part of a bigger group structure for 
reviewing the quality of reporting.   
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6.6 Hospital Managers within S/SWHG will ensure that each radiology department will continue to be 
held accountable for local audits reported through the hospital’s clinical governance structure, 
including the hospital’s quality & safety committee.  

 

6.7 The Group Clinical Lead for Radiology will define the governance process to identify, escalate and 
manage any deterioration in a departments’ performance and the group’s external peer review 
process. 

 

6.8 The overall requirement to provide assurance on the quality and recruitment of locum Doctors in 
medical practice will continue. This process requires ongoing review and monitoring by the hospital 
and hospital group.   

 

National Level 

6.9 The HSE and Faculty of Radiologists should work to define acceptable volumes of work for 
individual radiologists. We note that this work consists of ‘countable’ reporting activity and other 
‘non-countable’ activities in interventional radiology administration and other duties (Brady, 2011). 
The HSE should ensure that all radiology departments have appropriate reporting capacity to deal 
with the volume of imaging produced. Where the reporting capacity is insufficient, this can be dealt 
with via external or locum support but should be dealt with in the long term by full-time 
appointments within the HSE. The hospital group structure may provide a mechanism whereby 
reporting capacity in one HSE hospital may be shared with another via NIMIS. 

 

6.10 The Faculty of Radiologists should examine how future versions of the Quality Improvement 
Programme guidelines can be modified to support smaller hospitals with a reliance on locum 
radiologists. 

 

6.11 The National Integrated Medical Imaging System (NIMIS) should be implemented in all acute 
hospitals. Having NIMIS in place in UHK was hugely beneficial in carrying out this extensive audit. All 
hospitals on the one system would support audit requirements; external peer review; and oversight. 
NIMIS also provides a simple mechanism whereby the HSE can provide remote reporting to support 
sites where the reporting capacity is not sufficient or where there is a lack of local expertise in certain 
areas.  
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7.0  Appendices  

Appendix 1: Terms of Reference - Safety Incident Management Team – Look-
back Review 
 
Role & Purpose: 
The CEO of the South / South West Hospital Group (S/SWHG) has commissioned a Group Safety Inci-
dent Management Team (SIMT) to oversee a Look-back Review. The purpose of the review process is 
to identify anyone who has potentially been exposed to a hazard in relation to radiological examina-
tions reported by an individual Consultant Radiologist between 24th March 2016 and 27th July 2017 
and identify if any of those exposed have been harmed in order to identify how to care for them. 
 
The SIMT will oversee the management and communication of the Look Back Review and the com-
missioning of appropriate investigation(s) of any potentially serious incident(s).  Management of the 
Look-back will consist of three distinct stages: 

 The Preliminary Risk Assessment Stage 

 The Audit Stage 

 The Recall Stage 
 
Local SIMT immediately convened by the Hospital Manager will be further supported with a Group 
SIMT under the leadership of the Chief Operations Officer and additional membership the Group 
Quality & Safety Manager. The Group Director of HR will attend meetings to provide HR support and 
advises on HR issues which may arise and are to be managed independent (and concurrent) of the 
SIMT process on the invite of the Chair.  
 
Function / objective: 

 Oversee the management of the Look-back review, including caring for those harmed, en-
suring that the source of harm is addressed so the risk of further harm arising is eliminated 
or reduced as far as is reasonably practicable and contingency plans for service continuity if 
required. 

 Develop and approve Terms of Reference for the Stages and Subgroups as required.  

 Ensure appropriate investigation(s) of any incident(s) identified are conducted as per HSE In-
cident Management Policies and Guidelines. 

 Facilitate sourcing of external independent experts to the Audit Stage / Recall Stage and any 
investigation teams if the Chairs deem this necessary as per HSE Incident Management 
Guidelines. 

 Managing communications with services users, staff, the public and external agencies 
through the development of a communication strategy.  

 Being cognisant of wider corporate issues may inform recommendations arising out of inves-
tigations. 

 Ensure the finalised safety investigation report(s) are independently quality assured (by 
trained investigator not involved with the investigation) prior to its submission to the CEO 
South / South West Hospital Group for final approval. 

 Arrange for expeditious implementation of recommendations of investigations as part of the 
organisations risk management work, including reflecting “Contributory Factors” on the risk 
register. 



 

  Page | 40 
 

Membership & role: 
Hospital Group Chief Operations Officer – Dr. Gerard O’ Callaghan - Chair Incident Management 
Team. Ensures all members fulfil their role to achieve the term of reference of the team. 
Hospital Manager UHK – Mr. Fearghal Grimes – Chair of Executive Management Team, UHK.  
Manages non clinical issues as they arise during the course of managing and investigating the inci-
dent. Supports staff involved in managing & investigating the incident.  
Communications Manager –Deals with communications issues including communications with those 
affected, staff, service users, the public and the media if required.  
Clinical Director – Dr. Claire O’ Brien- Manages clinical issues as they arise during the course of 
managing and investigating the incident. Supports staff involved in managing & investigating the 
incident.  
Hospital Group Quality & Safety Manager - Ms. Celia Cronin - advises on relevant quality & patient 
safety policy/process.  
Senior Clinician Radiology – Dr. Niall Sheehy, Consultant Radiologist, Clinical Director, St. James’s 
Hospital 
Director of Nursing – Ms. Kerry McAuliffe - Manages clinical issues as they arise during the course of 
managing and investigating the incident. Supports staff involved in managing & investigating the 
incident. 
Clinical Co-ordinator recall phase – Ms. Grainne Rohan – coordinates the patient contacts, meeting 
with patients, arranging appropriate clinical follow-up and updating database on outcomes. 
 
Administration support to Group SIMT and database validation - Ms. Catriona Lenihan  
 
Any additional specialist relevant to the incident - Internal or external persons may be invited to 
attend meetings at the request of the Chairperson on behalf of the group to provide advice and assis-
tance where necessary  
 
Frequency of meetings: 
First meeting was convened within 24hrs of the Hospital Manager being informed that an incident 
had occurred and continued until the immediate safety issues were addressed satisfactorily.  
The local SIMT will be further supported by Group SIMT and it is expected the team will meet weekly 
initially and then as required for four to six months and receive reports on progress and supports 
required to the subgroups and Incident Investigation Team(s).  
 
Sample Agenda: 

1. Minutes of last meeting & actions arising 
2. Managing immediate safety issues 
3. Report from Chair of Audit Subgroup 
4. Report from Chair of Recall Subgroup 
5. Caring for those harmed/affected including service users, the public and staff 
6. Contingency planning for service continuity 
7. Update on incident investigations from incident investigators 
8. Update on Communication Strategy - communications to those harmed, service users, the 

public, staff and external agencies 
 
Authority & Reporting:  
The Safety Incident Management Team is authorised by and reports to the CEO South/South West 
Hospital Group. 
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Review Date: 
The team will review its working to better inform workings of further Safety Incident Management 
Team(s) and Look Back Reviews. 
 
Mode of Operation:  

 The provision of secretarial service will be by the office of the Hospital Manager. 

 Agenda & minutes of meetings are to be formally recorded. 

 The team will operate through updates from the Subgroups and investigation team(s) on 

progress against their respective terms of reference. 

Look-back Review Report: 

Once the Look-back Review Process is concluded the SIMT will prepare a detailed and anonymised 

report on the completed Look-back Review Process. This report will include: 

 The Results / Findings of the Recall Stage 

 Actions taken to date to address findings 

 Further recommended action to address findings 

 

Recommendations & Implementation: 

The report when finalised will be presented to the Commissioner of the Look-back Review Process, 

CEO S/SWHG. 

 

The identification of learning and recommended changes to practice and procedures locally and 

systemically will be included in the Look-back Review Process Report. 

 

The Commissioner of the Look-back Review Process will ensure local managers responsible for the 

services included in the Look-back Review Process implement the recommendations.  The Commis-

sioner will also communicate nationally applicable recommendations to the relevant National Di-

rectors for national implementation.  
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Appendix 2: Terms of Reference - Retrospective Radiology Peer-Review Audit 
 
Introduction 
These are the terms of reference for a radiology peer review audit commissioned by the Chief Oper-
ations Officer (COO), South/South West Hospital Group (S/SWHG) as Chair of the Safety Incident 
Management Team (SIMT). The peer review audit will be retrospective for the period 24th March 
2016 to 27th July 2017 and the process shall follow a scoring system currently used in the NIMIS re-
porting system and will prioritise the identification of potential patient safety issues in the examina-
tions under review. The audit process will commence the week of 9th October 2017 and will be ex-
pected to last for a period of approximately 12 weeks, provided unforeseen circumstance does not 
arise. 
 
Purpose 
The purpose of the peer review audit is to: 

 Evaluate the diagnostic accuracy of the individual Radiologist’s reports in relation all 

examinations for the period under review. 

 Issue new and addendum reports in line with the audit protocol. 

 Make recommendations in respect of any additional follow-up required (e.g. patient to have 

repeat radiological exam or further investigations). 

 To report any major discrepancy of clinical significance that requires immediate patient care 

intervention to the Chair of the Clinical Subgroup, through phone or text messaging to the 

Clinical Co-ordinator. 

Scope of the Peer Review Audit 
The scope will be all radiology examinations reported by an individual Consultant Radiologist from 
24th March 2016 to 27th July 2017.  
 
Peer Review Audit Team members: 
The Peer Review Audit Team will be co-ordinated by the permanently employed Consultant Radiolo-
gist at the hospital.  The co-ordinator will be responsible for the overall maintenance of the database 
in relation to audit findings.  
 
The Peer Review Audit will be conducted by two Consultant Radiologists employed at the hospital 
(one who is locum), and six External Consultant Radiologist employed at another hospital and nomi-
nated by the External Consultant Radiologist on the South / South West Hospital Group Safety Inci-
dent Management Team. All Consultants hold specialist registration with the Irish Medical Council 
(IMC).   
 
External Radiologist: A seventh external Consultant Radiologist has been identified to quality assure 
the audit throughout the audit period and the final audit outcomes.  The quality control measures 
will be a review of the audit protocol, 5% of all examinations categorised as no & unlikely clinical sig-
nificance and 10% of all examinations categorised as potential or definitive significant clinical con-
cern will be re-read to ensure consistency in the audit process and in particular in identifying any on-
going patient safety issues.  
All Consultants hold specialist registration with the Irish Medical Council (IMC).  Indemnity has been 
organised for the locum and external Consultants.   
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Clerical support has been provided by the hospital to the audit team co-ordinator. 
 
Through the Coordinator, the peer review team will: 

 Be afforded the assistance of all relevant staff (including former staff) and other relevant 

personnel. 

 Have access to all relevant files and records (subject to any necessary consent/data 

protection requirements including court applications, where necessary). 

 Should immediate safety concerns arise the coordinator of the Peer Review Audit Team will 

convey the details of these safety concerns to the Chair of the Clinical Subgroup & 

Commissioner as soon as possible. 

Authority & Reporting:  
The Peer Review Audit Team is authorised by and will report weekly on progress against the audit 
protocol to the SIMT S/SWHG and to its Chair, the Chief Operations Officer. 
 
Mode of Operation - Peer Review Audit Protocol: 
Reports will be checked for Image Quality, Language used in the report and the Clinical interpreta-
tion. Scoring system will be applied in a scale 1-3 (Table 1)  
 
Each reporting Radiologist will be given guidance on the scoring system and the prioritisation of pa-
tient safety in their review process. The Radiologists will have access to original examinations, origi-
nal reports and all available images before and after the examination in question. 
 
The work is to be coordinated by the team coordinator and a protocol has been developed and 
agreed as to the workings and information capture by the review team.  A shared database has been 
established and an information governance protocol will govern the use of and access to this data-
base. 
 
The audit group will prioritise the review through date of examination, working back from the most 
recent reports across all modalities and the rationale for this approach is the high likelihood that 
these patients have not had repeat diagnostics or re-presentation to the hospital in the time period 
under review.  
 
Addendum Reports: The Faculty of Radiologists Quality Improvement Guidelines makes recommen-
dations on communication that should ensue when a discrepancy is identified.  A new/addendum 
report should be communicated in all clinically significant cases when a discrepancy (major or minor) 
is noted with a written radiology report, regardless of whether or not patient harm has been identi-
fied. This would serve to amend the clinical record and provide documentary evidence that the clini-
cian who ordered the investigation has been alerted. 
 
Quality of Language: The language used in the original reports will not be independently scored, un-
less the language is considered on its own to be causing significant patient concerns. In such cases 
the report will be scored appropriately (e.g. Score 2 or Score 3). 



 

  Page | 44 
 

Table 1: Audit Categorisation of Outcomes  

Radiology  
Categorisation 
 

Patient  
Categorisation 

Definition Action Required 

Score 1 – No clinical  
significance  

Group A  Agreement with origi-
nal report or minor  
abnormality of no on-
going clinical  
significance 
 

 No escalation action 
required. 

 New / addendum re-
ports to be issued if 
unreported finding. 

 Communication to 
referring physician & 
patients via Clinical 
Subgroup. 
 

Score 2 – unreported 
finding unlikely to be of 
clinical significance 

Group B May require rescanning 
due to inaccuracy / 
 incomplete report / 
inappropriate language 
 

 Communicated to 
Clinical Subgroup for 
consideration of re-
quirement to repeat 
diagnostic. 

 New / addendum re-
ports to be issued. 

 Communication to 
referring physician 
and patient via Clini-
cal Subgroup. 
 

Score 3 – unreported 
finding is of potential or 
definitive significant clin-
ical concern 

Group C Unreported finding is of 
clinical significance  

 Immediate commu-
nication in line with 
hospital RAD alert. 

 Immediate escalation 
to Clinical Subgroup 
through Clinical Co-
ordinator. 

 

Unrelated Diagnosis: New cases may be discovered incidentally in patients who had recall during the 
review. Such cases will be dealt with appropriately using the Alert system on the NIMIS system as is 
currently done for all significant findings. Such cases will not be considered as “Group C” patients 
and will be dealt with separately to the review process as per current radiology departmental proto-
col. 
 

Deceased Patients: All radiology examinations reported by Consultant Radiologist A will be reviewed, 
and this includes examinations from patients who are now deceased. Such patients will also remain 
in their relevant grouping. 
 

Audit Reports  
The Audit Co-ordinator will issue weekly reports to the SIMT in relation to audit findings under the 
categories identified per modality using a standardised template (Table 2) 
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Final report from Radiology Peer Review Audit Team 
Findings from the retrospective peer review audit will be reported in an overall final report from the 
team on completion of the review of all radiological examinations within the scope of the audit and 
will be included in the overall look back report.  In line with HSE Safety Incident Management Poli-
cies the peer review will be conducted in a manner that is cognisant of due process and fair proce-
dures.  It is recognised that retrospective reviews will be subject to hindsight and outcome bias.  The 
results of the audit do not imply that any harm done was exclusively attributable to the individual 
Radiologist.  
 
Table 2: Weekly Audit Outcomes Report: 
 
CT Scans 

No of CT scans 
audited this week 

Total Number of CT 
scans audited to 
date 

No of CT scans 
Score 1 

No of CT scans 
Score 2 

No of CT Scans 
Score 3 

   
 
 

 
 

 
 

Ultrasound Scans 

No of Ultra-
sounds audited 
this week 

Total Number of 
Ultrasounds  
audited to date 

No of Ultra-
sound Scans 
Score 1 

No of Ultrasound 
Scans  
Score 2 

No of Ultrasound 
Scans  
Score 3 

   
 
 

 
 

 
 

X-Rays 

No of X-Rays au-
dited this week 

Total Number of 
Chest X-Rays  
audited to date 

No of Chest X-
Rays  
Score 1 

No of Chest X-
Rays 
Score 2 

No of Chest X-
Rays 
Score 3 
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Appendix 3: Terms of Reference - Clinical Subgroup for recall phase of Look-
back Review 
 
Role/Purpose 
These are the terms of reference for the Clinical Subgroup commissioned by the Chief Operations 
Officer (COO), South/South West Hospital Group (S/SWHG) as Chair of the Safety Incident Manage-
ment Team (SIMT). The Clinical Subgroup will ensure patients who are identified as having diagnostic 
errors of clinical significance are identified and have the appropriate follow-up care.  
 

Function/Objective 

 To co-ordinate the timely clinical review and/or clinical follow-up of patients, where dis-

crepancies have been identified in the radiology reports, in a timely manner 

 To identify and report any adverse events to the Safety Incident Management Team 

 Where adverse events are identified, to ensure timely communication with the patient 

and their family under the principles of the National Open Disclosure Policy 

 Through the Clinical Co-ordinator maintain the Look back database in accordance with 

the information governance protocol 

 Update of patient records and reassurance to the person affected (i.e. that care provid-

ed to patient was appropriate and no further action is required) 
 

Membership - Roles & Responsibilities 

Dr. Claire O’ Brien  

Clinical Director 

 Chair of the subgroup 

 Organise the clinical management of patients identified un-

der clinical teams requiring medical review / intervention 

Ms Grainne Rohan  Clinical Co-ordinator of patient review / follow-up  

 Point of contact for all patients and GPs 

 Maintenance of database to capture patient contacts & out-

come 

Radiology Service Man-

ager 

 Organise the radiology follow-up in the management of pa-

tients identified under clinical teams in UHK 

Mr. McCormack  

Mr Rice 

Surgery & Orthopaedics 

 Organise the clinical management of patients identified un-

der clinical teams requiring surgical review / intervention 

 Reviewing Consultants will order repeat radiology if required 

Dr. Liston; Dr. Higgins 

Dr. Boyd; Dr Un Nabi;  

Dr Sultan 

Medicine & Emergency 

 Organise the clinical management of patients identified un-

der clinical teams requiring medical review / intervention 

 Reviewing Consultants will order repeat radiology if required 

Dr. Paul Hughes 

Obstetrics 

 Organise the clinical management of patients identified un-

der clinical teams requiring medical review / intervention 

 Reviewing Consultants will order repeat radiology if required 

C. Lenihan 

Medical Records  

 Organises the retrieval of medical records. 

 Maintained database with non-clinical information.  

 

External Expert Clinical Support: 

Respiratory Consultants from within the S/SWHG are invited to advise on the investigations and 

management of patients with respiratory problems.  This also involves the attendance in UHK of a 
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Senior Respiratory Physician to review a co-horted group of respiratory cases. Patients identified as 

requiring follow-up are to be managed by the external physician at a hospital from with the group. 

 

Quorum – the quorum necessary for the meeting to proceed will be a Clinician, the Clinical Co-

ordinator and another member.  

 

Frequency of Meetings - The group will meet once a week, scheduled prior to Safety Incident Man-

agement Team 

 

Authority 

The Clinical Subgroup is authorised by the Safety Incident Management Team of the South/South 

West Hospital (S/SWHG) Group. 

 

Reporting Responsibilities 

 The Chair reports to the Chair of the Safety Incident Management Team 

 A capture of key actions will be recorded and agreed by the subgroup at each meeting  

 The group will report on the achievement of objectives at every meeting of the Safety 

Incident Management Team  

 The output from the subgroup will be the information within the updated database 

which will inform the overall report from the Safety Incident Management Team 
 Any immediate safety concerns that arise at any stage of the Look-back Review process 

are communicated to the Chair of the Safety Incident Management Team for appropriate 
action. 
 

Mode of Operation 

 Much of the work of the Clinical Subgroup will be co-ordinated by the Clinical Coordina-

tor 

 This work is undertaken in a chronological way following the steps outline below, all con-

tacts and patient outcomes are recorded in real time on database. 
 Administrative support to the group for secretarial duties including minutes; co-

ordination of all correspondence; and filling of all documents in relation to the decisions 
of the Clinical Subgroup will be provided by the full-time administrator.  
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Clinically  
significant findings 

These have been subcategorised into two categories 

 Imaging that has a Score of 2 (unreported finding unlikely to be of 
clinical significance but may require rescanning due to the inaccu-
racy/incomplete report/inappropriate language) 

 Imaging that has a Score of 3 (unreported finding of potential or 
definitive clinical concern) 

 Patients require a clinical review and / or radiological follow-up 
Original referral by 
in-house clinicians: 

 Identify patient. 

 Track patient journey in the system since radiology examination by 
desktop review using data from NIMIS. IPIMS, Discharge letters 
and iLAB. Reviewing Clinician from the Clinical subgroup will ask 
for medical record to be retrieved if required to decide on further 
investigation and management. 

 Action Clinician review:  
(1) No further action 
(2) Repeat Radiology Exam through the RSM, contact (+/- GP) the 
Patient regarding date for new diagnostic. 
(3) Once repeat exam completed – the case will b e reviewed by 
the Clinical Subgroup Team. 

 Co-ordinate the appropriate clinical follow-up with appropriate cli-
nician if required.(Appendix A) 

 The Clinical Subgroup will review all cases for which the original 
reviewing clinician indicated that no repeat imaging is required to 
ensure there is agreement within the subgroup with these deci-
sions 

 The clinical sub group will review all cases in which the patient did 
not attend for their repeat radiology appointment. 

 Where the clinical subgroup deemed it unlikely that repeat radiol-
ogy imaging would significantly change the management or course 
of the patients’ illness, due to co-morbidities, frailty or the clinical 
management taking place elsewhere no further appointments 
were offered to these patients. 

 All decisions of Clinical subgroup will be sent in writing to patient’s 
original Consultant and GP. 

Original referral by 
GP:  
 
 
 
 
 
 
 
 
 
 
 

 Identify patient.  

 Track patient journey in the system since radiology examination by 
desktop review using data from NIMIS. IPIMS, Discharge letters 
and iLAB. Reviewing Clinician from the Clinical subgroup will ask 
for medical record to be retrieved if required to decide on further 
investigation and management. 

 Consultants on subgroup reviewed all discrepancies 

 Discuss discrepancy with the GP treating the patient if GP input will 
assist with decisions on the appropriateness of further follow-up.  

 Action on review:  
(1) No further action 
(2) Repeat Radiology Exam Request 
(3) Organise repeat Radiology Exam with RSM 
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Original referral by 
GP (cont):  
 

(4) Contact Patient regarding date for new exam.  

 Once repeat radiology exam completed – review by subgroup Con-
sultants  

 Co-ordinate the appropriate clinical follow-up with appropriate cli-
nician if required (See Appendix A) 

 The Clinical Subgroup will review all cases for which the original 
reviewing clinician indicated that no repeat imaging to ensure 
there is agreement within the subgroup with these decisions 

 The Clinical Subgroup will review all cases in which the patient did 
not attend for their repeat radiology appointment.  

 Where the Clinical Subgroup deemed it unlikely that repeat radiol-
ogy imaging would significantly change the management or course 
of the patients’ illness, due to co-morbidities, frailty or the clinical 
management taking place elsewhere no further appointments 
were offered to these patients 

 All decisions of Clinical subgroup will be sent in writing to patient’s 
original Consultant and GP 
 

Patients from out-
side the region 
who are no longer 
living in the area: 
 

 Identify patient,  

 Track patient journey in the system since radiology examination by 
desktop review using data from NIMIS. IPIMS, Discharge letters 
and iLAB. Reviewing Clinician from the Clinical subgroup will ask 
for medical record to be retrieved if required to decide on further 
investigation and management 

 Action Clinician review:  
(1) No further action 
(2) Repeat Radiology Exam through the RSM, contact (GP and) the 
Patient regarding date for new diagnostic. 

 Patient invited to attend.  

 For those unable to travel for repeat radiology investigation, the 
relevant clinical details and copies of the radiology investigations 
sent to the patients.  

 Patients advised to link in with their Doctors locally to arrange re-
peat radiology investigations.  

 Patients were asked to confirm that they received the letters and 
copies of radiology images. 

 

RIP patients: 
 

Patients who are identified as having passed away during the course of 
tracking patient journey or retrieval of patient records: 

 Identify patient, retrieve medical record.  

 Track patient journey in the system since radiology examina-
tion 

 Discuss discrepancy with the clinician who was last treating the 
patient to identify if discrepancy in diagnosis had an impact on 
patient outcome 

 Record outcome on database 
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Not clinically  
Significant: 

Does not require clinical or radiological follow-up 

 Requires an amendment and recording of records in the healthcare 
charts. 

Quality Assurance 
(QA) process: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Initially each patient case to be reviewed by one clinician and imag-
ing ordered if required thus ensuring timely review.  

 A second clinician to review the decision of the first clinicians, in-
dependently, as a quality assurance mechanism. 

 If any inconsistency is identified in the decision by these two Clini-
cians, then the case will be discussed by the larger group. 

 All RIP patient to be reviewed by two consultants independently 
and also the larger group. 

 As quality assurance of RIP patients all cases are discussed by the 
wider clinical subgroup to maintain consistency in the decision 
making for the clinical sub group. 

 As Chair of the group, the Clinical Director reviews a proportion of 
these cases as part of quality assurance.  

 
After initial QA review by Clinical Director the QA was amended:  

 All clinical decisions to be reviewed by the wider Clinical Subgroup 
to harness the clinical expertise of the more diverse group of clini-
cians in a timely and efficient manner.  

 All cases to be reviewed by the wider clinical subgroup, to ensure 
that a consensus is reached quickly on each individual case as well 
as planning the most appropriate and timely follow-up of patients 
where required 

 

 
Recall of patients: 

The scope of the recall stage of the look back review will be determined by the findings of the audit 

stage. The timeframe must be stipulated, be the shortest sufficient period of time and adhered to 

unless good and valid reasons for extending become apparent. 

 

Patients requiring Rapid Access Lung Clinic, Cork University Hospital – Pathway of referral agreed - 

Consultant to Consultant communication to action immediate referral  

Patients requiring referral to TB specialist Mercy University Hospital - Pathway of referral agreed – 

Consultant to Consultant communication to action immediate referral. 
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Appendix A 
Clinical Subgroup Pathway for dealing with Repeat Radiology Investigations from UHK Radiology 
Review 

 

 

 

 

 

 

 

 

 

 

* GP or Consultant to do follow-up? 

In case where Consultant follow-up is required, is this a patient of a UHK hospital consultant? 

Is this Consultant the most appropriate speciality for the clinical follow-up required?  

If not then the most appropriate Consultant will be assigned. Note the follow-up of these patients 

will not be confined to the Consultants in the Clinical subgroup. 

** Notes will be appended with guide to Open Disclosure and SRE 

Appointments made for pa-
tient follow-up. 
Open disclosure takes place 
with patient at this appoint-
ment. 
In cases of Serious reportable 
event (SRE), permission is 
sought from patient to use 
their medical notes for follow-
up investigation.** 

Case Closed with 
communication to go 
to patient at the end 
of the review process 
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Appendix 4: Information Governance Protocol  
 
Introduction:  

As healthcare professionals we are often privy to personal, confidential and in many instances ex-

tremely sensitive information. To work effectively, we need to be able to gather and share this in-

formation with those of us who really need to know. 

 

As custodians of personal information6each of us has responsibilities. Most notably - we must make 

every effort to keep personal information confidential and secure. The principles of confidentiality 

and data protection are part of our legal and ethical duties. Although, certain information is consid-

ered especially sensitive, all information about someone’s health and the care they are given must 

be treated with regard to confidentiality at all times. 

 

The aim of this protocol is to ensure that all staff working on the UHK Radiology Audit are aware of 

their responsibilities with regard to good Information Governance.  
 
Why do we need Information Governance? 

Information Governance provides a framework for handling information in a confidential and secure 

manner, to appropriate ethical and quality standards. We need information for this study to assist us 

in managing this review.  

 

We must manage this information securely, efficiently and effectively, so we need a suitable policy 

to create a solid governance framework for how we handle the information we need to collect. 

 

Good Information Governance will help patients 

 to be more confident in how the HSE handles their information. 

 be sure that information about them will only be shared with those who need to know and 

 share information so they receive the best service and care. 

 
Information Classification & Handling 
 
The HSE has published an ‘Information Classification and Handling Policy which is available at 
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/
Policies/HSE_Information_Classification_Handling_Policy.pdf 
 
There are four classifications of data within this policy – 1) Public, 2) Internal, 3) Confidential and 4) 
Restricted. The primary patient data associated with this audit is classified as Confidential and some 
of the audit results may be classified as Restricted. The handling of the data must there be in ac-
cordance with the guidelines for the appropriate classification.  
There are a number of key elements in the Information Classification and Handling Policy in relation 
to the handling of confidential and/or restricted data: 
 

                                                      
6
 PERSONAL DATA – According to The Data Protection Act 1988 personal data refers to data relating to a living 

individual who can be identified either from the data or from the data in conjunction with other information.” 

http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/HSE_Information_Classification_Handling_Policy.pdf
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/HSE_Information_Classification_Handling_Policy.pdf
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 Printing, scanning and photocopying of confidential information must be kept to a minimum 
and only when absolutely necessary  

 Confidential/Restricted information must only be accessible On a need to know basis.  

 In accordance with the HSE I.T. Acceptable Use Policy confidential/restricted information and 
HSE information systems that store or process such information should be stored / hosted 
on a HSE network server and not stored locally on the hard drive of a laptop or desktop 
computer. Confidential/restricted information stored on a HSE network server which is not 
stored as part of a HSE information system, must be held within a secure folder which is only 
accessible by authorised staff. 

 Storage on HSE Desktop, HSE Laptop, HSE external storage device is strictly prohibited ex-
cept in exceptional circumstances. 

 Storage on non-HSE devices is strictly prohibited. 

 Paper documents, printouts, etc must be stored in such a way so as to ensure they are pro-
tected against unauthorised access, Environmental hazards, Deterioration and/or loss. 

 Verbal communications of confidential/restricted information must only be discussed with 
authorised individuals within a private setting. Avoid discussion in public areas such as eleva-
tors, hallways, staircases and cafeterias etc. If you have to discuss on the phone ensure you 
can positively identify the person you are talking to, and preferably use a landline instead of 
a mobile phone.  
 

Implementation for UHK Radiology Audit 
Information gained through work on the UHK Radiology Audit is strictly confidential and must not be 
discussed with any third party who is not authorised to receive the information.  
 

 All personal information related to the audit must be locked away when not personally at-
tended. Care should be taken to ensure that documentation related to the audit is not 
placed in any public place or where it may be viewed or accessed by any person who has no 
need to be privy to this information and who is not authorised. Always lock your lap-
top/computer when you have to leave it unattended. This will prevent un-authorised per-
sons from viewing your private or confidential data.  

 When printing reports, avoid the use of identifiers, unless this is essential for the purpose of 
the report. 

 Any documentation from the audit containing personal information should is to be sent be-
tween UHK and any other HSE location should be via authorized courier or internal HSE 
transport. Such documents should be sealed prior to transportation and the sender should 
check with the receiver to confirm receipt of documents. 

 Individual communication with patients arising from the audit can be either via telephone or 
via letter in the normal way. 

 Never transmit confidential information (in particular) named patient data in the regular 
post, in an open e-mail or store it on any removable media (ie USB, memory stick, CD). 
Unencrypted email is not a secure form of communication and you should not send 
unencrypted confidential or sensitive data via email. A secure file share will be set up for 
storage of any material relevant to this body of work. 

 All electronic files related to this study must be located on the file share – they should not be 
stored on a laptop or any other portable device. They should not be e-mailed. 
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Follow links for further guidance on HSE ICT Policies 
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedur
es/Policies/ 
HSE ICT Security Standards 
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Security_and_Standar
ds/Security/ 

 

 Audit updates should be made available on the shared folder with an email to the group in-
dicating that there is an update – the update should not form party of the body of the e-mail 
or be in an attachment with the e-mail. 

 All users requiring access to the shared folder will be given that access. 
 

Approval and Applicability 

This policy is approved by the Safety Incident Management Team and is applicable to all people who 
work on this audit, whether they be HSE employees or people working on behalf of the HSE. 

 
 
 
 

http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Security_and_Standards/Security/
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Security_and_Standards/Security/
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Appendix 5: Telephone Communication to GPs re addendums  
 
I am ringing to explain the addendums to radiology reports that you have received in the last few 
days. These addendums have arisen from a review we are currently undertaking here in UHK on a 
portion of radiology investigations carried out between March 2016 and July 2017.  
 
The decision to carry out this review was taken following the discovery of a number of incorrectly 
reported radiology images that came to light in July.  As these were serious diagnostic errors, in the 
interest of patient safety, the decision was taken to review other radiology investigations carried out 
during this timeframe. (It is focusing on the work of one Radiologist). The review is being carried out 
by a number of radiologists in order to ensure the review can be done within a 16 week timeframe.  
 
In a small number of cases, addendums are being added to correct the original report. Most of these 
addendums will not require any change to the current management of your patient. In other cases 
repeat radiology investigations will be required. A Clinical subgroup is acting on the results of the 
radiology review and will organise any repeat radiology investigations that are necessary. In cases 
where serious diagnostic errors are identified in the review the Clinical group will organise the nec-
essary investigation and management for your patient.  
 
A member of the Clinical group will be contacting your patient to explain the results of the radiology 
review and the next steps to take place. We do not expect you to act on these results. 
 
We will keep you updated on the results of any repeat investigations. If further action is needed for 
your patient after repeat investigation reports are available, we will liaise with you for the manage-
ment of these patients. 
 
We will be prioritising the timing of repeat investigations according to clinical need. Extra resources 

are being put in place to expedite the repeat investigations. 
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Appendix 6: Call logging script and Pro forma for capture of information from 
caller 
 
Good afternoon you are through to the University Hospital Kerry get in touch line. In order to assist 
you with your query can you please provide me with the following details (as per pro forma)  
Please be advised that as a result of your call I will be logging your personal details. These details will 
then be used to confirm if your radiology test is part of the review. (Radiology tests carried out be-
tween March ‘16 and July ‘17 and whether the Radiology test was reviewed by an individual Con-
sultant Radiologist).  
 
We will call you back within 24 hrs to inform you whether or not you are part of the review  

 
Pro – Forma: 

Date call was received:   

Time of call was received:  

Patient  Name/ ( Alias) :  

Patient DOB:   

Patient Address: 

 

 

 

Patient Mobile Number: 

 

Patient Landline Number: 

 

 

 

GP Name:  

Patients Query: 

 

 

 

 

 

 

When is the best time to receive a return 

call?  

 

Name of call taker   

For internal use only 
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Patient MRN   

Is the patient listed on look back review  

(YES/NO)? 

 

Database checked by   

Date return phone call was made   

Signature of the person who made the  

return phone call  

 

Further Action  
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Appendix 7: Dialogue for call backs to Patients  
 
A Not included in the look-back audit  
 
Thank you for your previous call to this helpline number.  Can I confirm I’m speaking with........, and 
your address is?   And your date of birth?   Thank you 
 
As you will appreciate, to protect your confidentiality, as a safety mechanism, it was necessary for us 
to verify your details with those held on our system.  Our details matched with those given by your-
self -  
 
I am ringing you back to advise you that our dedicated team have checked whether your details are 
included in the look back which is currently underway.  I am happy to confirm for you that you are 
not one of those patients included in that look back investigation. 
 
I would like to take this opportunity to apologise for any inconvenience/distress this has caused for 
you.  Please be assured that we are doing everything we can to ensure that no future such situation 
would arise. 
 

B Included in the look-back audit  
 

Thank you for your previous call to this helpline number.  Can I confirm I’m speaking with ..... And 
your address is?   And your date of birth?  Thank You.  As you will appreciate, to protect your confi-
dentiality and as a safety mechanism, it was necessary for us to verify your details with those held on 
our system.  The details you have given us match with those held on our system -  
 
I am ringing you back to advise you that our dedicated team have checked whether your details are 
included in the look-back (review) which is currently underway.  By virtue of the fact that your inves-
tigation was carried out during the period March 2016 to July 2017, I can confirm that you that you 
are included in the look-back investigation. I am sincerely sorry that this has occurred and for any 
distress this is causing you 
 
Let me outline the steps from here for you.  A dedicated team have already started the look-back 
audit.  Significant resources are in place to ensure that it will be completed effectively & efficiently.  
The look back /review is being monitored on an ongoing basis. 
 
If any case arises that requires patients to be informed, this will happen as soon as it emerges.  
Communication will be directly with patients, through their GPs and other clinicians if relevant.   
Patients will only be contacted where the audit indicates they should be contacted.   
 
Time Line 
Based on the work completed to date & the resources we have put in place; we anticipate that the 
look-back audit will be complete by end January 2017. Our focus at this time is on the satisfactory 
completion of the audit & ensuring that all patients have received the correct diagnosis & proper 
treatment. 
 

Repeat Diagnostics 
If repeat diagnostics are required, any patients impacted will be prioritised according to clinical 
need.   A Clinical Subgroup is acting on the result of the radiology review & will organise any repeat 
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radiology investigations that are necessary.  Extra resources are being put in place to expedite the 
repeat investigations. 
Can you guarantee there will be no future such matters at UHK or across the SSWHG Hospitals? 
We are looking very closely at the recent incidents and doing everything we can to learn from them 
and where appropriate to put further checks into place.  We are doing everything we can to ensure 
that no future such situation would arise. 
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Appendix 8: Website Information 
 
Radiology review at University Hospital Kerry 
 

University Hospital Kerry is currently undertaking a review on a portion of radiology investiga-
tions carried out between March 2016 and July 2017. The review is confined solely to a section of 
patients in this timeframe and does not include any case outside of these dates. 

The decision to carry out this review was taken by the South / South West Hospital Group and ap-
proved by the Acute Hospital Division of the HSE following the discovery of a number of incorrectly 
reported radiology images that came to light in July 2017. As these were serious diagnostic errors, in 
the interest of patient safety, and as a precaution, a decision was taken to review other radiology 
investigations carried out during this timeframe. 

The review is being carried out by a number of Consultant Radiologists internal 
to and external of the hospital in order to ensure the review can be done within a 16-week 
timeframe. The review was commenced in October 2017. 

A Consultant Radiologist external to the hospital group has been appointed to oversee the review 
protocol. 

Patients 
 
The patients potentially affected by this incident are mostly from Kerry, with some from North Cork 
and Limerick. Based on an initial audit of this situation, University Hospital Kerry expects the number 
of patients who need repeat scans or x-rays to be very low and if there are patients affected by this 
incident we expect those to be in a significant minority. 

This is a precautionary measure. 

Where it is judged, that a patient is required, as a precaution, to attend the hospital, we will be con-
tacting them directly, or through their GP or clinician. So far we have contacted 21 patients, as a 
precaution, and there is no harm arising following the second examination of their cases. 

Patients do not need to take any action. 

If a repeat visit to the hospital is required 
 
University Hospital Kerry will be prioritising the timing of repeat investigations according to clinical 
need. The Clinical Subgroup, working with the radiology review team, is continuing to follow-up with 
chart reviews of all patients identified by the review team where a diagnostic error may have a clini-
cal significance. 

In a case where a serious diagnostic error is identified, the Clinical group will organise the necessary 
investigation and management for the patient. 

A member of the Clinical group will be contacting the patient to explain the results of the radiology 
review and the next steps to take place. 

The hospital will keep GPs and clinicians updated on the results of any repeat investigations. If fur-
ther action is needed for patients after repeat investigation reports are available, the hospital will 
liaise with GPs and clinicians regarding the management of patients. 
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While there should be no need for any immediate concern, University Hospital Kerry has put in place 
a helpline and an email address that will enable patients to direct any questions they might have. 

The helpline number is 1800 742 900. 
The email address is UHK.getintouch@hse.ie. 
Anyone contacting the hospital by email will be responded to by 5 pm on the next working day. 

The hospital has appointed dedicated liaison staff to address individual concerns 

Remember this activity relates only to a section of cases between March 2016 and July 2017. 

Status of the review 
 
There is a dedicated team of Radiologists conducting the review and they are reporting to the hospi-
tal’s Clinical Director. They commenced their work in October and are expected to be finished 16 
weeks from the date of commencement. 

The HSE and University Hospital Kerry have thorough processes in place to ensure the review will be 
completed effectively and efficiently. 

The review is being monitored on an ongoing basis and additional resources will be put in place if 
they are needed. However, the current status of the review process is satisfactory. 

Current service 
 
Resources are in place to ensure efficient and safe patient care and to keep waiting times as short as 
possible. 

It is normal that a patient could wait a week to ten days for their results. Of course, if someone re-
quires urgent attention, they will be prioritised and seen as quickly as possible. 
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Appendix 9: Letter to GP with outcome of Patient Recall 
 
 
December, 2018 
 
GP Name 
 
Re: Patients Name, MRN. DOB  
 
Dear Doctor, 
 
I am writing to inform you that the above named patient’s ‘Name the X-ray and the date it was done 
‘was included in the recent radiology look back review of 46,234 images carried out in University 
Hospital, Kerry.  I would firstly like to take the opportunity to apologise for any anxiety this may have 
caused you or your patients and wish to assure you that the look back was undertaken to ensure 
that the care of patient’s is of the highest standard. 
 
In the original report of ‘date it was done ‘the presence of ‘Name the abnormality’ was not reported.  
 
The addended report was forwarded to a clinical subgroup who have reviewed the findings of the 
radiologist and consider that no further radiological or clinical follow up is required.  
 
However as the patient’s primary treating physician, if it is your considered opinion that the patient 
has ongoing clinical symptoms that may be explained by the changes to the diagnostic report, I 
would suggest referral through normal patient pathways. Please highlight that the referral is due to 
Radiology review in order for prioritisation.  
 
If you have any queries in relation to this communication, please do not hesitate to contact the Clini-
cal Co-ordinator……………………….on……………………………….. 
 
 
Yours sincerely, 
  
 ______________________ 
Chair of Clinical Subgroup, University Hospital Kerry 
 
Cc. Clinical Co-ordinator, University Hospital Kerry 
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Appendix 10: Letters to Patients recalled at the end of Review Process 
 
 
 
December, 2018  
 
Patient’s Name 
Address 
 
 
Dear 
 
As a result of the recent radiology review in University Hospital Kerry, I am writing to thank you for 
your co-operation and I wish to apologise for any upset or anxiety this has caused you.  
 
As you are aware, your radiology examination was included in the audit and a change was made to 
your original radiology report by the audit team. This change was further assessed by a team of UHK 
Consultants who made the clinical decision to ask you to return to have the study repeated.  
 
The result of the repeat film was again reviewed by this team and the outcome explained to you. A 
copy of the change to the original report and the report of the repeat study has been sent to your 
GP. 
 
This offer was made in the majority of cases as a precautionary measure and was in the best interest 
of patient safety at the hospital.  
 
This major audit of radiology imaging is now complete. The Safety Incident Management Team un-
der whose guidance the audit was undertaken will be publishing their report shortly. 
 
If you require any further information or wish to discuss any ongoing concern please call the hospi-
tal’s helpline for the radiology review on 1800……………….from Tuesday & Wednesday 9am to 9pm 
and Thursday & Friday 9am to 5pm or Clinical Co-ordinator …………………. On ……………………. 
 
 
Yours sincerely, 
 
___________________  
Chief Operations Officer, Chair Safety Incident Management Team, South/South West Hospital 
Group 
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Appendix 11: Letters to Patients not recalled informing them of the outcome 
of the Review 

 
 
December, 2018 
 
Patients Name 
Address 
 
Dear Sir/Madam, 
 
Your Radiology investigation was included in the recent audit of all X-rays undertaken in University 
Hospital Kerry between March 2016 and July 2017. I am writing to inform you that the review has 
found there is no cause for concern with your radiology investigation result.  You are not required to 
return to the hospital for repeat imaging as part of this review. 
 
A minor change to the original report was identified and this change was reviewed by UHK Consult-
ants, who were part of the Radiology review team, and they are satisfied that it is of no clinical sig-
nificance. Therefore, once again, I wish to assure you a repeat of this radiology test is not required.  
 
A copy of the change to your original report has been sent to your treating physician and/or GP so 
that they are also aware of the minor change to your healthcare record.  
 
You may or may not have been aware that a major audit of the radiology imaging was performed 
between March 2016 and July 2017 at University Hospital, Kerry. This is now complete. The Safety 
Incident Management Team under whose guidance the audit was undertaken will be publishing their 
report shortly. 
 
I wish to apologise sincerely, for any concern you may have had whilst this audit was being under-
taken or for any anxiety that this correspondence may cause you. Once again, I wish to reassure you 
that the audit of your Radiology investigation found nothing of clinical significance.  
 
If you have any concerns or require any further information, University Hospital Kerry have a help-
line to deal with any concerns or queries you may have as a consequence of this audit. If you require 
any further information please call this helpline on 1800 …………………..from Tuesday & Wednesday 
9am to 9pm and Thursday & Friday 9am to 5pm. 
 
Yours sincerely, 
 
 ______________________ 
Chair of Clinical Subgroup, University Hospital Kerry      
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Appendix 12: Deceased Patients - Letter to GPs with outcome of Review 
Process 
 
 
December, 2018 
 
GP Name 
 
 
Re: Patients Name, MRN. DOB RIP 
 
 
Dear Doctor, 
 
I would like firstly to take the opportunity to sincerely apologise for any anxiety the recent radiology 
review of 46,234 images carried out in University Hospital Kerry has caused you. I wish to assure you 
that the look back was undertaken to ensure the care of patients is of the highest standard.   
 
I am writing to inform you that the above named deceased patient’s ‘Name the X-ray and the date it 
was done’ was included in the review. 
 
In the original report of ‘date it was done ‘the presence of ‘Name the abnormality’ was not reported.  
 

The addended report was forwarded to a clinical subgroup who have reviewed the findings of the 
radiologist. Please note as the clinical subgroup consider that the discrepancy would not have 
changed the treatment your patient received nor the eventual outcome, the hospital will not be 
making contact with patient’s family. However if you have any concerns or queries in relation to this 
communication please do not hesitate to contact the Clinical Co-ordinator................. 
on...................... 
 
 
 
Yours sincerely, 
  
 ______________________ 
Chair of Clinical Subgroup, University Hospital Kerry 
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Appendix 13: Letters to Next-Of-Kin of Deceased Patients not recalled 
informing them of the outcome of the Review 

 
 
December, 2018 
 
Next Of Kin Name 
Address  
 
Dear Sir/Madam, 
 
I am writing to you as the Next-of-Kin of Patient’s Name.  
 
Please accept my condolences for your loss.  
 
As you may be aware there has been a recent audit of all X-rays undertaken in University Hospital 
Kerry between March 2016 and July 2017. The Radiology investigation of the above named deceased 
patient was included in the recent audit. I am writing to inform you as the Patient’s Next–of-Kin that 
the review has found there was no cause for concern with the radiology investigation result.  
 
In the interests of transparency I would like you to know that a minor change to the original report 
was made. This was  reviewed by a team of Consultants, who were part of the Radiology review 
team, and they were satisfied that this change would not in any way have altered the treatment plan 
or care that your relative received and would not have changed the outcome. 
 
I wish to apologise sincerely, for any concern you may have had whilst this audit was being under-
taken or for any anxiety that this correspondence may cause you. Once again, I wish to reassure you 
that the audit of the radiology investigation found nothing of clinical significance in this case.  
 
If you have any concerns or require any further information, University Hospital Kerry has a dedicat-
ed helpline to deal with any concerns or queries you may have as a consequence of this letter. If you 
require any further information please call this helpline on 1800 ………………….. 
 
 
Yours sincerely, 
 
     
Chief Operations Officer, 
Chair Safety Incident Management Team, 
South / South West Hospital Group. 
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Appendix 14: Letters to Clinicians regarding referral pathways 
 
 

14th February 2018 
 

Dear Colleagues, 
 
As you are aware the Radiology review is on-going and nearing completion.  
 
A clinical sub-group is reviewing all cases where a discrepancy has been identified and recalling 
those who need follow-up radiology studies.  
 
Some of the patients identified as part of this process will require a clinical review as well. 
 
To date Consultant members of the Clinical Subgroup have reviewed patients in OPD and AMAU, 
arising from these call backs.  This took place because these patients were known to Consultants in 
the group or their clinical review could be undertaken by one of the specialities within the group.  
 
However, going forward some of these patients will have to be reviewed by the Consultants who are 
not members of the Clinical Subgroup. As a Clinical Subgroup we will decide on which speciality 
should review the patient.  If the Clinician who ordered the original x-ray is a UHK Consultant and 
their Speciality is the one required to review the patient, they will be asked to review the patient.  
 
In those cases, where a patient needs a Consultant review but has not been previously seen by a 
UHK Consultant we will assign this patient to the Consultant who was on call on the day the patient 
presented with the abnormal radiology. This is to help with an even distribution of work. 
 
There will also been incidences where the patient diagnosis will need specialty services that are not 
in the specialities of the Clinical Subgroup and will be referred to the appropriate clinician.  
 
In line with good practice it will be necessary to offer patients appointments which are timely and 
determined by the patient’s preference and availability. 
 
Thank you all for your cooperation so far.  
 
If you have any queries please feel free to contact either ………………(Clinical Director, UHK) or 
………………………)Clinical Co-ordinator, UHK) 
 
Kind regards, 
 
Yours faithfully, 
 
     
Clinical Director, University Hospital Kerry 
 
     
Clinical Co-Ordinator, University Hospital Kerry  
 
On behalf of the Clinical Subgroup /Radiology Review. 
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Appendix 15:  

A Letter of thanks to GP and Consultants informing them that review process 
has concluded      
 
December, 2018 
 
Dear Colleagues, 
 
As you are aware a Radiology Look-Back review has been going on in UHK for the past year into 
46,234 images carried out between March 2016 and July 2017. The investigation was prompted by 
patient safety concerns when some cases of a missed diagnosis on radiology imaging came to light in 
July 2017. 
 
As our GP and Consultant colleagues, I would like to thank you sincerely for your cooperation during 
the process. For those patients and their families adversely affected by delayed diagnosis, who re-
quired follow-up radiology investigations or who waited to see if they required follow-up it has been 
a difficult and anxious time.  
 
I appreciate your expert advice in these cases and for accepting patients to the appropriate care 
pathway and for liaising with your patients affected by the look-back and with members of the Radi-
ology review team where required, providing collateral information and/or giving advice in certain 
cases as to whether follow-up was indicated.  
 
I would also like to thank those GPs and Consultants who organised appropriate follow-up for pa-
tients in certain cases. 
 
The recommendations from this report will allow for improvements to be made to the Radiology 
service in UHK to the benefit of patients. 
 
Once again I would like to thank you for your input into his review process. 
 
 
Yours sincerely, 
 
 
_____________________ 
Chair of Clinical Subgroup, University Hospital Kerry  
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B Letter of thanks to UHK Consultants, Audit Team, Clinical Subgroup & 
Radiology Department 

 
December, 2018 
 
Dear Colleagues, 
 
As you are aware a Radiology Look-Back review into 46,234 images has been going on in UHK for the 
past year carried out between March 2016 and July 2017. The investigation was prompted by pa-
tient safety concerns when some case of a missed diagnosis on radiology imaging came to light in 
July 2017. 
 
The Look-Back is nearing completion and publication of the final report will take place in the coming 
weeks. 
 
As members of the (Audit team, Clinical subgroup, Radiology department- insert as appropriate). We 
would like to thank you most sincerely for your contribution to this work. By any standards it has 
been a huge undertaking, but warranted by our concerns for patient safety and for the quality of 
patient care delivered by UHK.  
 
Your involvement in this process and your commitment to ensuring this work has been carried out as 
quickly as possible. We would like to acknowledge this work in addition to maintaining your substan-
tive role in the hospital to ensure services continued as usual. 
 
The report will be published on the HSE website and we will keep you informed of the date of publi-
cation. 
 
The recommendations from this report will allow for improvements to be made to the Radiology 
service in UHK to the benefit of patients. 
 
Once again we would like to thank you for your input into this review process. 
 
Yours sincerely,  
 
 
 ______________________         
Chair of Clinical Subgroup    Chief Operations Officer 
University Hospital Kerry    Chair Safety Incident Management Team 
       South/South West Hospital Group 



 

Page | 70  
 

8. 
References  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

  Page | 71 
 

 

8.0  References  

 

Bruno, MA, Walker, EA, Abujudeh, HH (2015) Understanding and confronting our mistakes: the epi-

demiology of error in radiology and strategies for error reduction. 

Brady, A, O Laoide, R, McCarthy, P, McDermott, R ( 2011) Discrepancy and Error in Radiology: Con-

cepts, Causes and Consequences, Faculty of Radiologists, Royal College of Surgeons, Dublin. 

Brady, AP, (2015) Error and Discrepancy in radiology: inevitable or avoidable?  

Brady, AP; (2011) Measuring Consultant Radiologist workload: method and results from a national 

survey 

Faculty of Radiologists (2015) Guidelines for the Implementation of a National Radiology Quality Im-

provement Programme – Version 3 

Faculty of Radiologists (2009) Errors and Discrepancies in radiology: frequency, causes, prevention 

and management.  

Health Service Executive (HSE) (2015) Guidelines for Implementation of a Look-back Review Process 

in the HSE.  

Health Service Executive (HSE) (2014) Safety Incident Management Policy.  

Health Service Executive (HSE) (2013) Open Disclosure. National Guidelines. Communicating with 

service users and their families following adverse events in healthcare. 

Review of Chest X-Rays and CT Scans, HSE North East Radiology Look-back Review, HSE 2008. 

Royal College of Radiologists (2006) Standards for reporting and interpretation of imaging investiga-

tions. Royal College of Radiologists, London 

HSE Policy Context 
This incident is being managed in accordance with the following HSE Policies, Procedures and Guide-
lines.  

 Draft Guideline for Conducting a Look-back Review (January 2015) 

 QPSD-D-060-1.1: HSE Safety Incident Management Policy (2014). 

 QPSD-GL-53_1: HSE Guideline for Systems Analysis Investigation of Incidents and Complaints 
(2015)  

 Open Disclosure: National Guidelines (2013) 

 Supporting Staff Following and Adverse Event: The Assist Me Model (HSE/SCA, 2013). 

 Integrated Risk Management Policy (2011). 

 Developing and Populating a Risk Register Best Practice Guidance (2009). 



 

  Page | 72 
 

 http://hsenet.hse.ie/Intranet/OoCIO/Service_Management/PoliciesProcedures/Policies/Poli
cies.html 

 http://hsenet.hse.ie/qav/nimlt/Appendix_5_Collection_and_Storage_of_Information.doc 

 HSE Information Security Policy HSE I.T. Acceptable Usage Policy 
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Pro
cedures/Policies/HSE_I_T_Acceptable_Use_Policy.pdf  

 HSE Electronic Communications Policy 
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Pro
cedures/Policies/HSE_Electronic_Communications_Policy.pdf  

 HSE Encryption Policy 
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Pro
cedures/Policies/HSE_Encryption_Policy.pdf  

 HSE Password Standard Policy 
o http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_a

nd_Procedures/Policies/HSE_Password_Policy.pdf 
 

 

 

 

http://hsenet.hse.ie/Intranet/OoCIO/Service_Management/PoliciesProcedures/Policies/Policies.html
http://hsenet.hse.ie/Intranet/OoCIO/Service_Management/PoliciesProcedures/Policies/Policies.html
http://hsenet.hse.ie/qav/nimlt/Appendix_5_Collection_and_Storage_of_Information.doc
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/HSE_I_T_Acceptable_Use_Policy.pdf
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/HSE_I_T_Acceptable_Use_Policy.pdf
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/HSE_Electronic_Communications_Policy.pdf
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/HSE_Electronic_Communications_Policy.pdf
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/HSE_Encryption_Policy.pdf
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/HSE_Encryption_Policy.pdf
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/HSE_Password_Policy.pdf
http://hsenet.hse.ie/HSE_Central/Commercial_and_Support_Services/ICT/Policies_and_Procedures/Policies/HSE_Password_Policy.pdf


 

 



 

Page | 73  
 

 

9. 
Definitions and 

Abbreviations used in the 
Report 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

  Page | 74 
 

 

9.0  Definitions and Abbreviations used in the report 

 

Definitions  

Addendum An addition to a completed written document 

Adverse Incident / Event An incident which resulted in harm 

Audit  In the context of the Look-back Review process, audit involves the 
review of care/ processes against explicit standards and criteria to 
identify those who may not have received the required standard of 
care or where the procedure used did not adhere to explicit stand-
ards and criteria. 

Barium Enema A barium enema is an X-ray exam that can detect changes or ab-
normalities in the large intestine (colon). 

Commissioner The Commissioner of an investigation differs across the health sys-
tem, but it is typically the senior accountable officer in a service, 
division or care group that commissions an investigation of a clinical 
or non-clinical safety incident. 

Computed tomography 
(CT) 

Also known as a computerised axial tomography (CAT) scan, in-
cluding CT angiography, is a diagnostic imaging test used to create 
detailed images of internal organs, bones, soft tissue and blood 
vessels. The cross-sectional images generated during a CT scan 
can be reformatted in multiple planes, and can even generate three-
dimensional images which can be viewed on a computer monitor, 
printed on film or transferred to electronic media. 

Contributory Factor A circumstance, action or influence which is thought to have played 
a part in the origin or development of an incident or to increase the 
risk of an incident. 

Dexa bone density scan DEXA (dual energy X-ray absorptiometry) scan provides a direct 
measurement of bone density. It is currently the most accurate and 
reliable means of assessing the strength of bones and a person's 
risk of breaking a bone. 

Fluoroscopy Fluoroscopy is a study of moving body structures--similar to an X-
ray "movie." A continuous X-ray beam is passed through the body 
part being examined. The beam is transmitted to a TV-like monitor 
so that the body part and its motion can be seen in detail. Fluoros-
copy, as an imaging tool, enables Doctors to look at many body sys-
tems, including the skeletal, digestive, urinary, respiratory, and re-
productive systems. 
Fluoroscopy may be performed to evaluate specific areas of the 
body, including the bones, muscles, and joints, as well as solid or-
gans, such as the heart, lung, or kidneys. 

https://medlineplus.gov/ency/article/003330.htm
http://www.hopkinsmedicine.org/healthlibrary/conditions/adult/radiology/x-rays_85,p01283/
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Key causal factor Key Causal Factors are ‘issues that arise in the process of deliver-
ing and managing health services, which the Investigation Team 
consider had an effect on the eventual harm’ 

Look-back Review Process A process consisting of three key stages: Preliminary Risk Assess-
ment, Audit and Recall. This process is initiated where a number of 
people have been exposed to a specific hazard in order to identify if 
any of those exposed have been harmed and what needs to be 
done to take care of them. 

Multi-disciplinary review A Multi-disciplinary Review is a meeting of the group of profession-
als from one or more clinical disciplines who together make deci-
sions regarding recommended treatment of individual Patients.  
Multidisciplinary Teams may specialise in certain conditions, such 
as Cancer. 

Open Disclosure An open, consistent approach to communicating with service users 
when things go wrong in healthcare 

Person (s) Affected Patients/ Service Users/ Staff members potentially affected by the 
hazard which is the focus of the Look-back Review Process. 

Protocol  The correct conduct and procedure to be followed (outlined in the 
Terms of Reference for Retrospective Radiology Peer Review) 

Recall  An act or instance of officially recalling someone or something. In 
the context of the Look-back Review Process, the Recall will involve 
the examination of the patient/ service user and/ or the review all 
relevant records in line with the Terms of Reference and will identify 
any deviations from required standards of care. Appropriate correc-
tive actions will be identified as appropriate 

Plain Film X-Ray Provides excellent imaging details of bones, joints and areas of the 
body where there is substantial soft tissue differences in X-ray ab-
sorption; for example, in the chest area where there is marked X-ray 
differences between bone, lungs and soft tissues. 

Peer Review The process of someone reading, checking, and giving his or 
her opinion about something that has been written by anoth-
er scientist or expert working in the same subject area, or 
a piece of work in which this is done. 

Risk Assessment Overall process of risk identification, risk analysis and risk evalua-
tion.   

Safety Incident  
Management Team  

A Safety Incident Management Team is convened by the senior 
accountable officer in a service, division of care group, particularly 
for incidents of death and serious harm.  The team is convened 
within 24 hours of the senior accountable officer being informed of 
the incident.  The Safety Incident Management Team may be an 
existing appropriate management team or a subgroup of an existing 
appropriate management team. The Quality and Patient Safety 
Committee, Clinical Governance Committee or any other similar 
group provided that the team has a chair and appropriate member-
ship 

https://dictionary.cambridge.org/dictionary/english/process
https://dictionary.cambridge.org/dictionary/english/reading
https://dictionary.cambridge.org/dictionary/english/check
https://dictionary.cambridge.org/dictionary/english/opinion
https://dictionary.cambridge.org/dictionary/english/scientist
https://dictionary.cambridge.org/dictionary/english/expert
https://dictionary.cambridge.org/dictionary/english/working
https://dictionary.cambridge.org/dictionary/english/subject
https://dictionary.cambridge.org/dictionary/english/area
https://dictionary.cambridge.org/dictionary/english/piece
https://dictionary.cambridge.org/dictionary/english/work
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Serious Incident An incident that results in death or serious harm. 

Serious Reportable Event Serious Reportable Events (SREs) are a defined list of serious inci-
dents, many of which may result in death or serious harm. 

Systems Analysis Review 
Investigation 

A process of incident review and analysis for use by clinicians, risk 
and patient safety managers, researchers and others wishing to 
reflect and learn from incidents. 

Ultrasound Ultrasound imaging uses sound waves to produce pictures of the 
inside of the body. It is used to help diagnose the causes of pain, 
swelling and infection in the body’s internal organs and to examine 
a baby in pregnant women and the brain and hips in infants. 
 Also used to help guide biopsies, diagnose heart conditions, and 
assess damage after a heart attack. Ultrasound is safe, non-
invasive, and does not use ionizing radiation. 

VU Scan  Venous ultrasound uses sound waves to produce images of the 
veins in the body. It is commonly used to search for blood clots, es-
pecially in the veins of the leg – a condition often referred to as 
deep vein thrombosis. Ultrasound does not use ionizing radiation 
and has no known harmful effects 
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Abbreviations  

AHD Acute Hospital Division (now known as Acute Operations Division) 

AMAU Acute Medical Assessment Unit 

CAT Computerised axial tomography  

CT Scan Computerised tomography 

GP General Practitioner 

HIQA Health Information and Quality Authority  

HSE Health Service Executive 

iPMS Integrated Patient Management System  

MRNs Medical Record Numbers  

NIMIS National Integrated Medical Imaging System 

OPD Out - Patients Department 

RCSI Royal College of Surgeons Ireland 

RAD  Radiology (Alert) enables radiologists to issue alerts to referring Doctors 

SIMT Safety Incident Management Team 

S/SWHG South / South West Hospital Group 

SI Serious Incident  

SRE Serious Reportable Event  

UHK University Hospital Kerry 
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