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INTRODUCTION AND OVERVIEW

INTRODUCTION AND OVERVIEW

1 HISTORICAL BACKGROUND LEADING TO THE HOLDING OF THIS INQUIRY

1.1

1.2

1.3

In September 2003 Dr. Michael Neary, a well respected, busy and popular
consultant obstetrician and gynaecologist at Our Lady of Lourdes Hospital,
Drogheda, was struck off the Medical Register following a lengthy hearing

before the Fitness to Practise Committee of the Irish Medical Council.

This action was the culmination of a series of investigations carried out by the
management of the hospital at which Dr. Neary worked, the North Eastern
Health Board (the owners of the Lourdes Hospital since 1997, in succession to
the Medical Missionaries of Mary (MMMs)), the Institute of Obstetricians and
Gynaecologists in Ireland and finally the Fitness to Practise Committee of the
Irish Medical Council. The process started in late October 1998. Two midwives
working at the Maternity Unit of the Lourdes Hospital reported that it was their
perception that Dr. Neary was carrying out an unusual number of caesarean
hysterectomies and that some of his clinical practices were perceived as being
out of date. Initial investigations confirmed that there was substance in the
allegation that Dr. Neary had carried out a number of caesarean

hysterectomies, some of them on very young women.

It is appropriate to explain at this time what exactly is meant by peripartum
hysterectomy, which is sometimes referred to as obstetric hysterectomy or
caesarean hysterectomy. A peripartum hysterectomy is an operation to remove
the womb within six weeks of a delivery. It is not a common procedure. The
peripartum period is the period following parturition or birth. A caesarean
hysterectomy is a hysterectomy performed during the initial surgery for
caesarean section after the baby has been removed or within a short period
subsequent to it. Caesarean hysterectomy is more narrowly defined than
peripartum hysterectomy as it excludes hysterectomy following ordinary vaginal
delivery. Obstetric hysterectomy is a more general description, which includes
both procedures and alerts the reader to the fact that the hysterectomy took
place in the context of a pregnancy. Obstetric hysterectomy includes all

hysterectomies associated with pregnancy - for instance following a late



INTRODUCTION AND OVERVIEW

miscarriage or following evacuation of products of conception. Ordinary
hysterectomies, which take place in a gynaecology theatre and which are
associated with older women with gynaecological problems such as fibroids,
endometriosis, or cancer, are not connected with pregnancy and are therefore
excluded. Some obstetric hysterectomies are planned in advance in cases
where there is known cancer or other disease. Most of the hysterectomies with
which we are concerned are hysterectomies, which were carried out as
emergency procedures in the same theatre in which a caesarean section had
been performed and are referred to as caesarean hysterectomies. A total
hysterectomy is where the cervix and uterus are removed. A sub total
hysterectomy leaves the cervix behind. In both cases, unless there is a very

good reason, the ovaries are conserved.

1.4 On October 28" 1998 a meeting was arranged between Health Board senior
management and Dr. Neary to discuss the midwives’ concerns. Dr. Neary was
asked to take administrative leave for two weeks in order that the allegations
could be further investigated. At the end of that period Dr. Neary sought to
return to work. Dr. Ambrose McLoughlin, the Assistant Chief Executive Officer
of the North-Eastern Health Board, had in the meanwhile become better
informed in relation to the incidence of peripartum hysterectomies and therefore
had serious misgivings concerning Dr. Neary’s return to work. He sought to
have Dr. Neary's suspension extended during which time his cases of
caesarean hysterectomy during the period of 1996 to 1998 would be subject to
peer review and audit by the Institute of Obstetricians and Gynaecologists in
Ireland. At that time it was erroneously believed that the caesarean

hysterectomy rate was within acceptable limits before 1996.

1.5 Dr. Neary consented to this audit, but argued through his legal representatives
that it was unprecedented for a consultant Obstetrician and Gynaecologist to be
suspended before the peer review had taken place, and that this action would
have such negative consequences on his practice that civil damages would not
be an adequate remedy. Dr. Neary’s advisors then obtained copy files of the
seventeen caesarean hysterectomies identified from the original search through

the maternity theatre register. He sought to have these cases reviewed by three
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established, eminent and practising consultant colleagues attached to the major

teaching hospitals in Dublin.

1.6 The three obstetricians met together with Dr. Neary and considered the files in
turn. At all stages they accepted the explanations provided by Dr. Neary. Eight
of the seventeen cases they were asked to review were excluded on the basis
that Dr. Neary informed them that these were consent hysterectomies -

necessitated because of the prohibition in the hospital of tubal ligation.

The three consultant Obstetrician/Gynaecologists did not consider these 8 files.

They produced two reports. They stated that the reason for reporting was:

“Dr. Michael Neary, a consultant Obstetrician and Gynaecologist in
Drogheda has received a letter from the North Eastern Health Board
detailing certain perceptions concerning his practice, with particular
reference to the number of caesarean hysterectomies carried out under
his care at Our Lady of Lourdes Hospital in Drogheda. He has been
informed of the wishes of the Health Board to hold an inquiry into his
practice and of their wish that he suspend practice during such

investigation.

This report is a preliminary report following a brief examination of the
case records of those patients who have had caesarean hysterectomies
under the care of Dr. Michael Neary during the last three years, and a
study of the caesarean hysterectomy rates at the hospital during the
three years 1996 to 1998. Because of the immediacy of the situation we
have had insufficient time to prepare a comprehensive report but have
sought to determine whether or not there are grounds for an
investigation into Dr. Neary’s practice whether it is in the patients’ or the
Health Board’s interests to suspend Dr. Neary during such

investigation.”
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The three consultant Obstetrician/Gynaecologists reviewed Dr. Neary’s last 9
cases of caesarean hysterectomy which, according to Dr. Neary’s information,

were hysterectomies carried out for obstetric reasons.

Two of those Obstetricians concluded:

“Having reviewed the case notes, we are of the opinion that all of the
nine cases reviewed can be justified in the prevailing situation. We note
that if female sterilisations were available in the Lourdes Hospital the
incidence of caesarean hysterectomy would be reduced by 50%
immediately. We find no evidence of questionable clinical judgement,
poor operative ability or faulty decision making. Quite the contrary, we
find that Dr. Neary, in the exercise of his clinical judgement, has under
difficult circumstances probably saved the lives of several mothers. We
note that some of the mothers may have been under-transfused after
the operation but accept Dr. Neary’s explanation that these mothers
were very reluctant to receive even the volume of blood that was
transfused as we have had the same experience here in our own
hospital. We do not now transfuse patients for postpartum anaemia

unless they are symptomatic with haemoglobin of less than 7grams/di.

On the evidence presented we find no grounds to suspend Dr. Neary or

to place any restrictions on his practice (public or private).

We recommend that the North Eastern Health Board take urgent steps

to implement the following procedures:

e That female sterilisation be made available where considered by
the patient and her attending Obstetrician. This is the practice in
the majority of obstetric units in the state, and is in accordance

with Department of Health policy.

e That Prostaglandin F2AIpha be available to treat refractory cases

of postpartum haemorrhage.
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e That appropriate surgical back-up from a surgeon trained in
vascular surgery be available for consultation in cases of
uncontrollable post partum or intraoperative bleeding. We do not
consider it appropriate that a surgeon be called in from Navan for

this purpose.”

The third Obstetrician reported as follows:

e ‘I have scrutinised photocopies of the notes presented to me of
the 9 patients who underwent emergency hysterectomy in the
three years 1996 to 1998 at the practice of Dr. Michael Neary in
Drogheda. Seven of these patients had intraoperative
haemorrhage and two had a post-partum hysterectomy because
of haemorrhage which had not responded to appropriate therapy.
Dr. Neary was called in to a further five cases during the three
years in question to help a colleague. Dr. Neary’s undoubted
reputation at management of postpartum haemorrhage was in my
opinion life saving in these cases. From the data provided by Dr.
Neary his rate of caesarean hysterectomies is not dramatically

different from that of his colleagues.

e [t is my conclusion that Dr. Neary has no case to answer
concerning his management of any of the patients in question. On
the contrary it would seem to me that the North Eastern Health
Board has a number of situations which need to be dealt with

urgently.

e A more enlightened attitude by management is required into the
intrinsic risks of motherhood and the stresses of contemporary

obstetric practice on all involved at a clinical level.

e Female sterilisation should be made available and this would

significantly reduce the number of caesarean hysterectomy.
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e There should be appropriate surgical backup and the provision of

vascular surgery should be examined.

e The methods of dealing with perceived high rates of intervention
should be dramatically altered. There must be some way where
the practice of a senior and highly respected obstetrician can be
evaluated on a mutually agreed basis without the fear of

suspension, legal action and so on.

It is my firm conclusion that Dr. Neary should continue to work in Our
Lady of Lourdes Hospital pending any formal investigation. It would be
wrong to put restrictions on his practice and it is my view that the
mothers of the North Eastern Health Board are fortunate in having the

service of such an experienced and caring obstetrician.”

Dr. Neary’s 9 most recent caesarean hysterectomies were thus not criticised

and his practices were deemed to present no danger to patients.

1.7 The solicitor and the three consultants involved in that first report have attended
for interview and explained that this limited report was prepared on a confidential
basis to enable Dr. Neary to continue working, pending the outcome of the review
of his practice by the Institute of Obstetricians and Gynaecologists. It is apparent
that, at this time, Dr. Neary was fully confident that any review of his practice
would exonerate him fully and that he would be returning to work. In those
circumstances therefore it is understandable that he had very grave concerns
with regard to his future practice if he were to be suspended pending the

expected review.

1.8 The Inquiry accepts that permitting Dr. Neary to work pending the review by the
Institute of Obstetricians and Gynaecologists may well have been the intention of
his union advisors and his three colleagues in presenting their report. The report
may have been prepared for limited viewing but the language, which is not
qualified, is regrettable. | believe that the three obstetricians involved have had
serious regrets for their part in producing these reports, which were motivated by

compassion and collegiality. They ought to have been alarmed that one
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obstetrician carried out 17 caesarean hysterectomies in three years in a middle
sized Maternity Unit notwithstanding the lack of tubal ligations, a vascular

surgeon or the use of prostaglandins.

As a result of their report, Dr. Neary returned to work - subject to restrictions -
and the Health Board sought the views of an independent specialist outside the

jurisdiction.

1.9 The Health Board engaged Mr. Michael Maresh, an English obstetrician
practicing as a consultant at St. Mary’s Hospital in Manchester where he was
the Lead Clinician in the labour ward. St. Mary’s Hospital delivers more than
6,000 babies every year and is a tertiary referral centre. Mr. Maresh is held in
high esteem there as a clinician. He is an advisor to the Royal College of
Obstetrics and Gynaecology, and has published a large volume of research

papers and articles.

On 8" December 1998 The Health Board received a report from Mr. Maresh.
His report reviewed the same nine cases as were reviewed by the three
obstetricians acting for Dr. Neary. Mr. Maresh stated in his report that he had
major concerns about Dr. Neary continuing to practice currently as a consultant
obstetrician. He believed Dr. Neary’s clinical judgement to be significantly
impaired and that women appeared to be put at risk. Dr. Maresh also indicated
that he had concerns about other aspects of Dr. Neary’s management of
patients and in addition he expressed concerns about his skills at caesarean
section currently if there were complications. He also expressed the view that
Dr. Neary’s perception of events appeared impaired. A copy of Mr. Maresh’s
report was furnished to the Health Board solicitor and the solicitors for Dr.
Neary’s professional union. Having taken account of Mr. Maresh’s report, the
CEO invoked Appendix IV of the Consultants’ Contract and instructed Dr. Neary

to take immediate administrative leave with effect from the 11" December 1998.

1.10 In the meantime, a more thorough search of the maternity theatre register had
been conducted. This search went back to 1991 which is the date when the
then current register was commenced and one year after the move to the new

hospital. For the first time, it was apparent that peripartum hysterectomy had
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been carried out more frequently than originally thought. Although Dr. Neary
carried out the vast majority of the operations, peripartum hysterectomies were
attributed to all the consultants working in the unit and to some registrars. They
were not confined to Dr. Neary nor did they commence in 1996 when Dr.
Neary’s wife was diagnosed with ovarian cancer as originally thought. In fact,
the years 1993, 1994 and 1995 had some of the highest rates of caesarean

hysterectomy in the unit since records were kept.

1.11 On 14™ December 1998 full details of the nine cases reviewed by Mr. Maresh

1.12

were published in the Irish Times. The report was leaked to the Irish Times
immediately following its receipt by the Health Board and Dr. Neary’s solicitors.
The details caused deep hurt, anguish and upset to those patients who had no
idea until then that they had possibly undergone unnecessary hysterectomies,
or that there had been any doubt over Dr. Neary’s competence, or that their
cases had been subject to review. Each of the women was able to recognise
similarities to her own circumstances, which permitted her to identify herself as
a former patient of Dr. Neary. Neither the hospital nor Dr. Neary was named in

the reports but their identities were thinly disguised.

We have been unable to fully determine how or why the contents of Mr
Maresh’s report were leaked to the lIrish Times. It is very probable that
journalists had access to an informed person in the Health Board who leaked
this and other documents. We became aware at an early stage that there were
and are deep divisions in the politics of healthcare in this region and in the
hospital. The leak meant that patients were made aware of concerns regarding

their procedures in an utterly inappropriate manner.

Following the media coverage which followed the leaking of the report and Dr.
Neary’s suspension, many supporters marched to the gates of Our Lady of
Lourdes Hospital in Drogheda and demanded that he be reinstated. We
understand that some of these supporters also marched to the Dail. We have
been informed, but have been unable to confirm, that the march in support of
Dr. Neary’s reinstatement included at least one obstetrician, midwives, nurses,
nuns and other hospital staff. From questions that we put to witnesses, we are

aware that some, but not many, midwives marched, but that the majority of the
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1.13

supporters came from Dr. Neary’s patients. We have seen hundreds of letters
from former patients sent to the manager of the Lourdes Hospital, which speak
in very laudatory terms of the care they received from Dr. Neary. It is clear that

he was a well liked consultant.

Perhaps the intention of the person leaking Mr. Maresh’s report was to balance
the hostility in the hospital among some consultants and medical staff to the
Health Board’s handling of the complaints made about Dr. Neary’s practices
and to redress some misinformation circulating in the hospital and outside in the
wider community. The leaking of the report engaged public interest in the
allegations and to some extent weakened support for Dr. Neary’s reinstatement
but animosity towards senior management figures continued. In the weeks and
months following its publication there was intense media speculation and
sensational reporting of the events that led to Dr. Neary’s suspension. The

pendulum seemed to swing the other way.

In the aftermath of these media reports, the Health Board set up a patient
helpline so that former patients of Dr. Neary could contact the hospital and seek
advice in relation to procedures which had been carried out on them. The
helpline appears to have been confined to queries relating to Dr. Neary, and not

to queries arising out of procedures in general carried out in the Maternity Unit.

The media coverage of the 9 cases, including a programme on RTE Prime
Time, was such that the Fitness to Practise Committee of the Medical Council
became involved. They sought Dr. Neary’s suspension through the High Court
under Section 51 of the Medical Practitioners Act, 1978, pending an inquiry into
his practice. Dr. Neary was suspended from practice by Order of the High Court
on the 5th day of February 1999 and resigned from the practice of medicine in
June 1999. He has not practised since. For ease of reference the section of the

Act is found below.
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Application by 51.—(1) Whenever the Council is satisfied that it is in the
Council for order public interest so to do, the Council may apply to the High
suspending Court for an order in relation to any person registered in
registration. any register maintained under this Act that, during the

period specified in the order, registration of that person's

name in that register shall not have effect.

(2) An application under this section may be made in a
summary manner and shall be heard otherwise than in

public.

(3) The High Court may make, in any application under
this section, such interim or interlocutory order (if any) as it

considers appropriate.

1.14 While the Medical Council was taking steps to seek Dr. Neary’s suspension in

10

the public interest, the Institute of Obstetricians established a Review Group to
carry out a review of Dr. Neary’s practice in relation to peripartum
hysterectomies. They obtained the case notes of all 42 patients who were
identified as having undergone peripartum caesarean hysterectomy between
1992 and 1998, including the 17 cases received by the first review group and
the 9 cases examined by Mr. Maresh. This list of 42 was subsequently reduced
to 39, as 3 cases were deemed to belong to Dr. Finian Lynch and the records in
3 cases were not available. The Review Group did not have sight of the first
report carried out by the three Consultant Obstetrician/ Gynaecologists, nor did
they know the identities of the women whose cases were reviewed by Mr.
Maresh. Each case was given an identifying number, and the Review Group
then examined the contents in depth. They visited the Maternity Unit at the
Lourdes Hospital and spoke to pathologists, senior nurse management and
anaesthetists as well as the midwives who made the complaint. They also
interviewed Dr. Neary, Dr. Lynch and the other consultant obstetrician Dr.
Seosamh O’Coigligh. They examined the Code of Ethics for the hospital and

received submissions from Dr. Neary in relation to the ethics code.
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In all, they carried out a fairly robust and comprehensive analysis of Dr. Neary’s
practices in the new Maternity Unit. | was much impressed with their findings,
which differed little from ours which involved a very much larger group of

witnesses.

1.15 In April 1999 the Institute of Obstetricians Review Group reported their findings
to the Hospital and Dr. Neary. They noted that the caesarean section rate at the
Lourdes Hospital was high, and made similar findings in relation to induction of
labour. They found a high caesarean hysterectomy rate. Dr. Neary had a
personal caesarean hysterectomy rate of 5% of his caesarean sections. Out of
39 cases reviewed, they found that 18 represented unacceptable practice, 5
were doubtful and in 16 cases his practice was acceptable. These cases
included instances where hysterectomy may have been carried out because
tubal ligation was unavailable. The Review Group had concerns about Dr.
Neary’s treatment and assessment of blood loss, which seemed to precipitate
hysterectomy at a low threshold. They felt that he made a diagnosis of morbidly
adherent placenta or other unusual uterine abnormalities too frequently and,
when those diagnoses were not confirmed on histology, he seemed not to
discuss the findings with the pathologists. The Group found little evidence that

Dr. Neary consulted with colleagues before carrying out a hysterectomy.

1.16 The Review Group’s report discussed at some length the hospital’s position with
regard to direct sterilisation and Dr. Neary’s well documented difficulties with
the hospital owners over this issue. Dr. Neary said that if he had been permitted
to carry out tubal ligations, 8 cases of caesarean hysterectomy carried out by
him in the last 3 years would not have been necessary. The 8 cases of indirect
sterilisation appear to be the same 8 cases extracted from the 17 cases
reviewed by the first group of 3 Dublin obstetricians. The Institute Review

Group stated that -

“In previous years, in lIreland, some patients may have had a
peripartum hysterectomy as a method of sterilisation and although
some of Dr. Neary’s patients may have fitted the criteria for indirect

sterilisation, in the opinion of the Review Group, the choice of

11



INTRODUCTION AND OVERVIEW

12

peripartum hysterectomy for the purposes of sterilisation is not now

acceptable.”

The Review Group seemed to have difficulty accepting Dr. Neary’s argument

that he would lose his job if he carried out a tubal ligation.

The Review Group noted that the anaesthetists who were present for the
hysterectomies all thought that each hysterectomy was necessary. Dr. Neary
was considered by the anaesthetists to be a safe surgeon. The Group noted
that the midwives who were interviewed were concerned at the young age of
the patients undergoing hysterectomy, and their low parity, rather than at the
fact of the operation itself. The frequency of the operation was accepted without
question as just “one of those things”. Dr. Neary had a strong personality with
very strong views on many subjects and his demeanour and mood had a major
influence on the unit. It was an open secret that he had a bad relationship with

management.

The Review Group looked at the history of the unit, in particular the difficulties
that arose from attempts at integration of the Maternity Unit into the general
hospital. They noted that the Maternity Unit had a rigid and definite policy that
only allowed clinical patient management to be reviewed if a patient
complained. The Review Group found that senior midwives and medical staff
had not noted the high rate of hysterectomies, nor had they asked the
consultants the reasons for this high incidence. They noted that there was no
audit, no regular meetings, no discussions nor any clinico-pathological
conferences and no evidence of organised training programmes. In this
atmosphere it was difficult for any member of staff to express clinical concerns.
The Review Group made a number of recommendations in relation to:

= Audit

= Regular meetings between medical and midwifery staff

= Perinatal conferences

= Journal club and a forum for case discussions

= Regular departmental meetings to discuss protocols with involvement of

midwives and trainee medical staff

= An annual clinical report similar to that produced by the Dublin hospitals
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1.18

= Periodic visits by the Institute of Obstetrics and Gynaecology, RCPI and
RCOG

= Rotating responsibility for meetings

= Regular attendance at national and international meetings

= Improved teaching for undergraduates and postgraduates

= Changes in the Code of Ethics to include removal of the ban on

sterilisation for contraceptive purpose.

In relation to Dr. Neary, the Review Group recommended a supervised
postgraduate programme of retraining for a continuous period of six months
with attendance and observation of colleagues in theatre and delivery wards,
hospital conferences, library and laboratories. Dr. Neary was never given the
opportunity to retrain, as he had been suspended by Order of the High Court in
February 1999 under S.51 of the Medical Practitioners Act 1978.

THE MEDICAL COUNCIL

The Medical Council received complaints from 15 patients who had procedures
carried out by Dr. Neary during the years 1986 to 1998, including ten
complaints alleging unwarranted peripartum hysterectomies. The Medical
Council commenced its Inquiry on the 6™ June 2000 and continued hearing
evidence over the next two years. These ten complaints included the 9 cases

reviewed by the Review Group and Mr. Maresh.

On 29" July 2003 the Medical Council’s Fitness to Practise Committee found
that the facts in relation to 10 complaints alleging unwarranted peripartum
hysterectomies were proved, and that Dr. Neary was guilty of professional
misconduct. The Medical Council determined that his name should be erased
from the General Register of Registered Medical Practitioners. Dr. Neary did
not apply for cancellation of the decision pursuant to Section 46(3) of the 1978
Medical Practitioners Act and thereafter the Medical Council applied to the
President of the High Court, Mr. Justice Finnegan on the 2" day of September
2003 to confirm the decision. The waiting period between the start of the
hearings and the decision to remove Dr.Neary from the register was a difficult
time for all parties affected by the Inquiry. Those who had complained were

anxious to know how the Medical Council, which sets standards for the medical

13
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profession, viewed their complaints. The delay in arriving at a final decision
caused great anxiety to many different parties with totally opposite views and

expectations.

During this time a grey cloud hung over the Hospital in general, and the
Maternity Unit in particular. Information was scarce although the midwives and
obstetricians were acquainted with the findings of the report prepared by the
Institute of Obstetrics Review Group and must have known that their findings
included criticisms of the numbers of inductions and caesarean sections and
the lack of meetings, audit and supervision of junior doctors. Few knew the
facts surrounding either Dr. Neary’s suspension or the Medical Council’s
Inquiry, which was heard in private, and there was a lot of ill-informed rumour
and speculation. The leaking of Mr Maresh’s report to the media did not help.
Many of the patients who had called the help-line to obtain their hospital charts
had sought the views of obstetricians, sourced and funded by the Health Board,
on the appropriateness of those procedures. They too were concerned to hear

the decision of the Medical Council.

Even more seriously, many other patients who had contacted the help-line
learned that their charts were missing and not available. These patients now
remain in a state of unknowingness, which must be painful. So far, they have
not received any meaningful explanation as to why their charts were
unavailable, and the Medical Council Inquiry did not, and could not, provide
answers. They will, from this Inquiry and Report, become aware of the extent of

the deliberate and malicious activity involved in the removing of their records.

The decision of the Medical Council in July 2003 and the Order of the High
Court in September 2003 caused much media comment. Former patients of Dr.
Neary, who had strongly defended the service they received from him and had
been happy with their treatment now began to question every aspect of their
care. A smaller group of patients also targeted the practices of the other
practising obstetricians at the Lourdes Maternity Unit. They claimed that they
had also carried out hysterectomies and were not being made accountable. A
larger picture was emerging which needed to be explored. Mr. Micheal Martin

TD, the Minister for Health and Children, announced that an inquiry would be
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set up to look at the situation referred to by the Medical Council when they

stated in their report that :

“It was clear from the statistics that Dr. Neary was by no means alone in
having a high caesarean hysterectomy rate. The medical culture in
Drogheda was different and, in particular, a mode of clinical

management was adopted that led to this difference.

The Committee cannot accept that a substantial falling below medical
standards can in any way be justified by the fact that colleagues may
appeatr, or be alleged to have adopted a similar approach........ What
occurred in these cases in Drogheda was unacceptable both by the
standards which should have prevailed in that hospital, by the standards
which the patient had a right to expect and by the standards prevalent

generally in this country.”

They further stated that:

“There was substantial evidence of a curious internal and external
culture of isolation and absence of consultation within Our Lady of
Lourdes Hospital. There appears to have been little evidence of peer
review, consultation with colleagues or consultation with practitioners in
other disciplines, such as pathology, in order to preserve and maintain
acceptable medical standards. Effective communication and case
review is at the heart of the good practice of medicine. There is
regrettably substantial evidence that these ingredients were absent,
both within the hospital and between Our Lady of Lourdes Hospital and
other units elsewhere. It is deeply regrettable that it was not until this

Inquiry that the statistics referred to earlier came to light fully.

The evidence discloses a series of profound errors of judgement with
very serious consequences for each of the patients, a regrettable
absence of insight and objectivity and the non-existence of any

mechanism either within the hospital or elsewhere to ensure that such
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errors as occurred might be corrected or that a pattern of adverse or

unusual outcomes could be properly monitored.”

As a result of these comments, and because of many submissions made by
Patient Focus on behalf of women who had undergone peripartum
hysterectomies, Minister Micheal Martin asked the Government to set up an
Inquiry. In November 2003 the Minister requested me to take up the position of
Chairman and sole member of the Inquiry. He also committed me to gather a
legal team to assist in the Inquiry. In particular, the Minister requested that |
establish how the normal system of peer review and outside assessment of the
Maternity Unit in the Lourdes Hospital failed to disclose the high number of
peripartum hysterectomies. As a result of requests made by Patient Focus, an

additional Term of Reference covering missing charts was included.

This non-statutory private Inquiry was established by a decision of the
Government on the 6" of April 2004 when the following terms of reference were

approved.

WE PRESENT THE TERMS OF REFERENCE TO REMIND READERS OF THE INQUIRY’S
MANDATE:

TERMS OF REFERENCE

1) To examine the rate of peripartum hysterectomy at Our Lady of Lourdes
Hospital, Drogheda (“the hospital”’) with particular reference to the period
covered in the report of the Fitness to Practise Committee of the Medical
Council (“the report”) and the period since the publication of that report and
to determine how this rate compared with the rate in other Maternity Units of

similar status.

2) To ascertain what system of recording of peripartum hysterectomy took
place at the Hospital; to ascertain whether all expected records are now

extant; and, if not, to inquire into what has become of such records.

3) To inquire into whether Dr. Neary's practice in relation to peripartum

hysterectomy was commented on or acted upon by Consultants or other
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4)

5)

6)

7)

8)

9)

medical staff, by midwives and other nursing staff within the hospital, or by
the management of the hospital.

To inquire into what, if any, review and consultation took place, either within

the hospital, or externally following peripartum hysterectomy.

To ascertain whether periodical clinical reports were prepared by the
Maternity Unit at the hospital and, if so, the purpose of those reports; to
whom they were furnished; and the action, if any, which was taken on foot

of those reports.

To inquire into what practices and protocols have been adopted at the
Maternity Unit of the hospital since October 1998 or arising from the
publication of the Report.

To advise the Minister for Health and Children on whether additional
protocols and systems of control should now be put in place to prevent a

recurrence of the events that gave rise to the findings of the Report.

In the event of the withholding or withdrawal of full co-operation from the
Inquiry by staff or former staff of the hospital, by the North Eastern Health
Board, its servants and agents, the former proprietors of the Hospital or any
State authority, or any suggestion that co-operation is being withheld, to

report that fact imnmediately to the Minister.

In the event that the Inquiry cannot produce a final report within 9 months of
the date of appointment by the Minister, the Inquiry will submit a progress
report to the Minister.

The Inquiry set out to determine how many caesarean and peripartum

hysterectomies had been carried out in the Maternity Unit at the Lourdes

Hospital, and to compare that rate with the rate in other similarly sized units

throughout the State. This Inquiry was therefore not confined to the practices of

Dr. Neary, but considered the whole unit from 1960 to the present day. We did
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this in the expectation of establishing how the rate of peripartum hysterectomy

was as high as it was in the 1990s with so little comment or appreciation.

We set out to determine how the medical culture in this hospital was different to
that in other hospitals, how the style of clinical management allowed that culture
to be different, and how the standards of maternity care were allowed to fall so
far below what should be expected. We set out to determine whether the
obstetricians and their practices were protected by any parties who knew or
ought to have known of these practices. We tried to determine the extent of

missing records and how these records came to be missing.

Finally, we consulted widely to learn how such mistakes can be prevented from
occurring again, to report on what systems are now in place, and to advise

whether those systems are adequate.

Between the 30" June and the 3™ of July 2004 advertisements were placed in
national and local newspapers, with details of the Inquiry’s Terms of Reference
and inviting any person with information relevant to those terms of reference to
contact the Inquiry offices at Bow Street in Dublin. In addition, 30-second radio
advertisements ran on LMFM between 1% and 4™ July 2004. We also published
the Guidelines on how the interviews, which would be held in private, would be
conducted to ensure confidentiality and the highest standards of constitutional

justice.

In the beginning, witnesses were very reluctant to make themselves available
for interview. Many legal representatives were unhappy with the safeguards for
their clients in relation to confidentiality and the procedure following any
subsequent adverse findings. All withesses were assured of the maximum
confidentiality available and of fair procedures. Eventually, as the Inquiry
progressed, the cooperation which we received from witnesses who were
invited to attend was almost 100 percent. At the end of the Inquiry, although
some witnesses clearly harboured resentment at being questioned at all and
appeared to maintain strong loyalties to the MMMs or to Dr. Neary, only 2
witnesses actually refused to cooperate and 1 witness provided partial

cooperation. In total we heard 268 witnesses, some of whom were heard a
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second or third time. We received extensive submissions and responses to

written questions from Dr. Neary and Dr. Lynch.

2 STARTING UP

2.1

2.2

2.3

24

Before we could start work on the Inquiry it was necessary to obtain and furnish
suitable premises. There are currently no permanent premises set aside for the
hearing of inquiries, nor is there a body of experienced personnel to manage
the conduct of such inquiries. Each inquiry is therefore obliged to start from
scratch, and much time is spent on very basic preparation. It should also be
understood that when premises are identified, those premises must be
equipped and furnished. It is essential to engage a competent office manager
so that contracts can be negotiated under Government tender regulations for

the supply of furniture, phone, computer and security systems for the building.

Security was a constant worry and expense. The premises we operated from
were subject to three criminal forced entries including one on a Saturday
afternoon when a member of the team was working there. | am deeply indebted
to Rob Walsh, the office manager who was seconded to the Inquiry from the
Department of Health & Children. It was he who had to respond to the break ins
and the many alarm alerts. His hard work and his familiarity with the tendering

process and his general competence were an enormous help to us.

The legal team consisted of Robert Haughton, SC, Johanna Ronan Mehigan
and Denise Brett as Junior Counsel, Judy O’Kane Solicitor, (seconded from
Hayes Solicitors a firm which specialises in medico legal defence), one part-
time Research Assistant - Rebecca Broderick BL, and Dr. James Feeney
FRCOG to advise and guide on all medical matters. Finally, Kevin Feeney SC
advised on a needs basis on legal issues. Ann Mulvaney was our receptionist
and secretary and Anne Coyle typed the interview notes and formatted this
report. | was privileged to work with such an efficient, knowledgeable,

supportive and happy team.
Once the building was ready, the legal team wrote to various bodies who it was

considered would be in a position to assist the Inquiry with relevant

documentation. We reviewed a large number of files from the North-Eastern
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Health Board, the current owners of Our Lady of Lourdes Hospital in Drogheda,
as well as from the Medical Missionaries of Mary. It was with the assistance of
both those institutions that we were able to make out a list of withesses whose
evidence we felt would be relevant to the Inquiry. We wrote to all General
Practitioners practising in the North East area asking them to contact the
Inquiry if they had any relevant information. We received 3 replies, all from
doctors who never had a patient with a hysterectomy. No GP who had a patient

who had undergone hysterectomy contacted us.

2.5 We took advice on the circumstances in which one would expect to see a

20

caesarean hysterectomy. Dr. Feeney directed the Inquiry team towards a large
volume of published research on caesarean and peripartum hysterectomy. Mr.

Maresh advised that:

“caesarean hysterectomy is invariably performed because of uncontrollable
haemorrhage from the uterus at caesarean section following delivery. It is
performed when the various measures, which have been taken to control
bleeding, have failed, and there is concern over the woman’s life. Such a
decision is taken by a consultant. In view of the rarity of the problem, and the
difficult manoeuvres required to try to stop the bleeding, another consultant may
sometimes be called in to assist, as the registrar helping the consultant is

unlikely to have experience of the procedure.

One of the results of caesarean hysterectomy is that it prevents the woman
from having any more children. Therefore, great efforts must be taken to avoid
this procedure on young women who have not completed their families.
However, delaying performing a hysterectomy with continued bleeding could
cause its own problems. Excessive bleeding is associated with reduced clotting
of the remaining blood and this may increase haemorrhage. A blood transfusion
on its own will not correct this. Accordingly, it is difficult to decide at what stage
it is necessary to abandon conservative measures to save the uterus and
proceed to hysterectomy, another reason why today a second opinion should

be considered.”



INTRODUCTION AND OVERVIEW

2.6

2.7

Dr. Feeney has advised and counselled the Inquiry that this definition excludes
a situation almost unknown in the UK in the last 30 years, but which continued
in Ireland until tubal ligations became commonly available from about the mid
1980s. He explained that there are circumstances where at caesarean section
the obstetrician may note that the patient’s uterus has become stretched and
thin and is difficult to repair. The obstetrician may well suture the uterus as well
as his/her skill permits, and advise strongly against any other pregnancy
because of the danger of rupture. Rupture during pregnancy almost inevitably
leads to death of the baby and greatly endangers the life of the mother. The
mother may have had any number of heart or kidney conditions making further
pregnancy dangerous. It is therefore important to note that Mr. Maresh’s above
definition presupposes that a woman who has been advised not to become
pregnant again because the condition of her health or her uterus will follow that

advice.

In modern obstetrics, such a patient would probably be advised to have a tubal
ligation to protect against further pregnancy and the couple would be fully
advised to use additional barrier methods of contraception to ensure minimal
risk until the effectiveness of the tubal ligation was assured. Male vasectomy
might also be discussed as an option. These options were not available at The
International Missionary Training Hospital of Our Lady of Lourdes in Drogheda.
No forms of contraception advice, apart from the rhythm or Billings method,
were countenanced by the ethos of the owners of the hospital. The
obstetricians there, in common with obstetricians in other Catholic hospitals
with a Catholic ethos, may have carried out hysterectomies to protect the

woman’s health from a further pregnancy.

Readers are reminded of the significance of this limitation with regard to the
care available to the patients of the Maternity Unit. This is the background in
which the events which gave rise to this Inquiry occurred. This aspect of the
consequences of a Catholic ethos in a maternity hospital was referred to by the
Review Group at paragraph 1.16 above. Hysterectomies were carried out in
such circumstances at this Maternity Unit. They were what are described as

“indirect sterilisations”
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The Medical Missionaries of Mary have objected to this part of the report. Their

stated position is -

“The MMM were not aware that any peripartum hysterectomies were carried
out at OLLH in order to protect a woman’s health in a future pregnancy nor
would it make any sense. There is no evidence to support this most serious
contention. There are no medical records outlining this, nor was this matter put

to any member of the MMMs.

The Inquiry’s failure to put these comments, insofar as they may be accurate,
in context or to identify any specific case in the draft report where a patient
was allegedly advised to have a tubal ligation, which was unavailable, and
thereafter went on to have a peripartum hysterectomy, due to weakness of the
uterus, is unbalanced and grossly unfair to the MMMs. It also now appears that
the women were young and of low parity. In circumstances where no specific
cases were put to the MMMs as to this having actually occurred, it is
inappropriate to suggest that it was a reality. Futhermore we contend that the

statement in the report that :-

‘This aspect of the consequences of a Catholic ethos in a maternity
hospital was referred to by the Review Group at paragraph 1.16 above.
Hysterectomies were carried out in such circumstances at this Maternity
Unit.’

The Inquiry should take account of Paragraph 7.6.2 Introduction page 53 which
states:
“ Many of the women used modern family planning to space their families.
They accepted the Catholic ethos of the MMMs, but they did not let it

interfere with their personal decision about family planning’ ”

The Inquiry’s response to this objection was

“Before you reach paragraph 2.7 of the Introduction it would be fair to
note that there are several preceding paragraphs which quote sources
recommending that female sterilisation and contraception be made

available in the hospital. These recommendations were made following
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a medical examination of the high rate of peripartum hysterectomy in
the hospital and Dr. Neary’s contention that the lack of tubal ligations
contributed to this high rate. It was acknowledged by these
obstetricians that hysterectomy for sterilisation purposes had been

carried out.

The preceding paragraphs, 2.6 and the first part of 2.7 describe how
hysterectomy was carried out in circumstances where the woman’s

health would be impaired if she were to become pregnant agai