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CHAPTER 1 - INTRODUCTION 

I was appointed by the CEO of the HSE to act as an Independent Investigator into matters connected with 

the tragic death of Aoife Johnston at University Hospital Limerick (“UHL” or “the hospital”). That appointment 

was confirmed in a letter of 6th January 2024 from Philip Lee Solicitors on behalf of the CEO, which letter 

also indicated that the Investigation was to be carried out in accordance with the Terms of Reference which 

were enclosed with same. A copy of those Terms of Reference is annexed as Appendix 1 to this Report. 

I commenced work on the Investigation on Monday January 8th 2024. 

While there are a number of observations in relation to Inquiries and Investigations generally set out in 

Chapter 10, it is important to note that this Investigation was neither statutory nor on foot of an existing and 

agreed framework. It follows that the Investigation had no powers of compellability, either in respect of the 

attendance of witnesses or the production of documents or other materials nor was there in place a set of 

framework arrangements which had been agreed in advance.   

It follows that it was necessary to rely on the co-operation of all concerned. In addition it was necessary to 

devise procedures which were, at the same time, likely to secure such co-operation, to comply with the 

obligations in law to provide fair procedures but also, at the same time, be such as would enhance the 

likelihood of any report being both comprehensive and credible.   

The reason for setting out the general observations on Inquiries and Investigations in this Report was that 

the matters addressed informed the process which was followed. It should also be recorded at this early 

stage that all persons who were requested to attend for interview did so. Furthermore, any information, 

documents, or materials sought both from UHL itself or from individuals or others was forthcoming.   

There is a list of all persons interviewed set out in Appendix 2 to this Report. That list also sets out whether 

those interviewed attended alone or accompanied. Where legally represented, the identity of the lawyers is 

noted. It is worth recording, not least in the context of the observations about legal representation set out in 

Chapter 10 that the vast majority of those interviewed either attended alone or were accompanied by a 

colleague or a union representative. 

It is particularly important to record thanks at this point. 
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First and foremost I would like to thank Aoife’s parents for the quiet dignity of their evidence. To lose a child 

is every parents’ nightmare. To lose a child in the fraught and traumatic circumstances of Aoife’s death is 

beyond understanding. To be present and feel powerless is unimaginable. All that can be said is that Aoife’s 

parents did everything possible to assist her. It is hard to imagine that it will ever be fully possible to get over 

the events of the third weekend of December, 2022. There are many steps to even some limited measure 

of closure. It is hoped that this report may be one step along that journey. 

I was greatly assisted in this Investigation by a number of persons to whom I owe great thanks. Dr Mark Doyle 

and Ms. Marie Burns, experts in respectively Emergency Medicine and Nursing, acted as expert advisors 

from the beginning of the Investigation. One or other (and often both) attended each of the interviews 

conducted. They gave most generously of their expertise and time and gave great assistance on many clinical 

questions that arose.  

I was also very ably assisted by the Investigation team of Anne Marie Cullen, Solicitor, Sarah Walsh BL and 

Jackie Roche, Administrator to the Investigation. Their support and diligence is very much appreciated.  

It goes without saying, however, as pointed out to many of those who gave evidence, that responsibility for 

the contents of this Report is mine alone. 
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CHAPTER 2 - EXECUTIVE SUMMARY 

It is important to start by recognising that this Investigation arises out of the tragic death of a sixteen year 

old girl in circumstances which, on the basis of all of the medical evidence, were almost certainly avoidable. 

That human tragedy and the inevitable consequences for her family and friends mandates a thorough 

investigation.  

The fundamental issue concerns the fact that Aoife Johnston presented at the Emergency Department in 

University Hospital Limerick at 17.39 on the late afternoon of Saturday December 17th 2022 with a letter of 

referral from an out of hours GP service querying sepsis but was not administered the appropriate sepsis 

bundle of medication until between 7:15 and 7:20am the following morning.  

There was thus a thirteen and a half hour gap between presentation and treatment in circumstances where 

Aoife attended the Emergency Department having been seen by a GP who queried the possibility of sepsis 

and where the risk of sepsis was also identified by [Nurse A] who dealt with Aoife. All of that needs to be 

seen in light of the National Protocol on sepsis which suggests that treatment should take place within one 

hour.  

The starting question has to be as to what went wrong on the night of the 17th/18th December 2022 so as 

to lead to that delay.  

As analysed in detail in the Report the following issues emerged;- 

Delay in Triage 

(a) It took over an hour before Aoife reached the top of the queue of those arriving in the Emergency 

Department other than by ambulance to be seen by a triage nurse, see Chapter 4 of this Report. 

Nurses and Doctors unaware of sepsis risk 

(b) Unlike most patients who are considered to be risk of sepsis, Aoife was not brought to the Resus 

area after triage (because that area was already grossly overcrowded), but rather was brought to 

Zone A in the Emergency Department. That of itself did not cause any problems. However, the 

appropriate sepsis forms that normally accompany a patient who is suspected of having sepsis 

were, at the time, only kept in the Resus area. As Aoife bypassed the Resus area, no form was filled 
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out in her case. This undoubtedly contributed to the fact that it appears that none of the nurses or 

doctors who were involved in dealing with patients in Zone A were aware that Aoife had been 

identified both by a GP and by [Nurse A] as being at risk of sepsis.  

Conflicts of Evidence relating to Aoife being seen by a doctor 

(c) There are conflicts in the evidence about the manner in which Aoife’s worsening condition led to 

requests to doctors to see her more quickly than her place in the queue of patients awaiting being 

seen should have determined. What is, however, clear on the evidence, is that both Aoife’s parents, 

many other patients awaiting to be seen in the Emergency Department and [Nurse B] became 

increasingly concerned about Aoife’s condition and expressed those concerns as best they could. 

These matters are fully analysed in Chapter 4 concerning the sequence of events and Chapter 5 

concerning conflicts of evidence that emerged in the course of this Investigation. 

(d) As a result of a request from [Nurse B], Aoife was seen by [Dr D] just before 6am the following 

morning. The appropriate sepsis bundle of medication was prescribed and it was also determined 

that Aoife should obtain an x-ray. There are conflicts on the evidence concerning the events 

surrounding that first x-ray for Aoife. These are dealt with in Chapter 5.  

Delay in administering medication 

(e) A further period of over one hour elapsed before Aoife was actually administered prescribed 

medication. This is dealt with in Chapter 6. 

Underlying factors which led to the delay in treatment  

The Report considers two particular general factors which played a material role in those events. First there 

is the undoubted fact that the number of patients presenting in the Emergency Department that night was 

extremely large while the number of nurses was five less than the full roster by reason of absences with the 

number of doctors being also one below full roster. While a significant increase in the number of nursing 

posts approved for the Emergency Department had been approved in the summer of 2022, those posts had 

not been filled by December. The evidence suggests that, as most nurses have to be recruited from outside 

the EU, it often takes 15 to 18 months to fill newly approved posts. 
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Patients are triaged in UHL in accordance with the Manchester Triage System. This places patients in 

categories 1 (the most severe) to 5 (the least acute). Aoife was triaged in Category 2. Under the Manchester 

Triage System, the ideal maximum time to first contact with a treating clinician for a patient categorised as 

Category 2, as Aoife was, is 10 minutes. Having regard to the number of patients who were triaged in 

Category 2 on the occasion in question and the number of doctors available, there was no reality to patients 

who were categorised in Category 2 being seen by a clinician within anything remotely resembling that 

timeframe. Indeed, it would appear that it would have taken over 10 hours (as opposed to 10 minutes) to 

see all Category 2 patients.  

An ad hoc system was operating during the period in question whereby nurses could seek to have a patient, 

about whose deteriorating condition they were concerned, escalated up the list so as to be seen more quickly 

by a doctor. There is a conflict of evidence, dealt with in Chapters 5 and 6, concerning how that ad hoc 

system worked in relation to Aoife. Irrespective of that conflict of interest, the evidence suggests that the 

system, if it can be called that, was inadequate to deal with a very difficult situation where the large number 

of patients and limited number of nurses and doctors made the monitoring of patients with potentially 

deteriorating conditions much more difficult. There is now a more objective system in place to deal with 

potentially deteriorating patients (see Chapter 8).  

Conflicts of Evidence over the Escalation Protocol for responding to Overcrowding 

The other overriding issue concerns the fact that the problems on the night of the 17th/18th December 2022 

were undoubtedly significantly exacerbated by the chronic overcrowding in the Emergency Department on 

that occasion. Given the numbers of patients presenting, it was inevitable that there would have been 

significant overcrowding in any event. However, it is clear that the escalation protocol designed to alleviate 

overcrowding in the Emergency Department was not operated on that occasion (until well into the morning 

of Sunday 18th). Thus the overcrowding in the Emergency Department overnight was undoubtedly more 

severe than it should have been. There is a serious conflict of evidence (analysed in detail in Chapter 5) as 

to why the escalation protocol was not operated.  
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Lack of Clarity 

The evidence in respect of a number of matters suggests that nurse managers on the ground did not have 

clear understanding in respect of a number of issues which are dealt with in detail in Chapter 5. 1(d). The 

evidence suggests that this lack of clarity contributed to a number of the issues identified as contributing to 

the delay in Aoife being treated. The evidence does suggest that, in most cases, decisions had been taken 

at Senior Management level but that the managers on the ground were not always as clear as to precisely 

what had been decided.  

Among the areas identified where nurse managers on the ground did not have full information on and 

understanding of decisions taken by Senior Managers were:- 

• The operation of a protocol relating to decongestion in UHL’s ED particularly after October 23rd 

2022; 

• The respective roles of the Operational Assistant Director of Nursing and the Executive-on-Call in 

relation to decongestion; 

• The use of sepsis forms for sepsis risk patients who were not brought to the Resus area after triage; 

• The process for escalating patients whose condition appeared to be deteriorating; 

These and other similar issues are fully analysed in Chapter 8. 

The operation of Protocols in challenging circumstances 

The evidence also suggests that a number of policies, while likely to operate reasonably well in normal 

circumstances, were unable to deal with the particularly challenging circumstances present on the occasion 

in question. While acknowledging that all systems may come under pressure in such challenging 

circumstances, it should be noted that overcrowding in the Emergency Department in UHL is a regular 

occurrence and it may well have been appropriate if greater attention had been directed towards the manner 

in which relevant protocols were to operate in such challenging circumstances.  

UHL’s lack of capacity-a significant contributory factor to overcrowding in the ED 

Finally, it would be unfair both to those who were involved in the Emergency Department on the occasion in 

question and to Senior Managers if the report did not record what appears, on the evidence, to be a very 

significant contributory factor to the general overcrowding in UHL’s Emergency Department. That factor 
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concerns the capacity of the hospital itself to absorb all admitted patients. A detailed analysis of this issue 

is to be found in Chapter 7. However, particular attention must be drawn to the fact that the other Emergency 

Departments in the Midwest Health Region were closed in 2009 with all serious emergency patients being 

directed towards the UHL Hospital in Dooradoyle. The concentration of acute services in Dooradoyle was 

recommended by the Horwath Report in 2008. However, critically, that report emphasised that a relocation 

to Dooradoyle by closing the other departments should not take place until the capacity of Dooradoyle was 

increased.  

While there are further expansion projects in the pipeline, the fact remains that, even today, some fifteen 

years later, the capacity of Dooradoyle is significantly below that recommended by the Horwath Report as a 

pre-condition to closing the other Emergency Departments in the Midwest Region. Indeed, given the increase 

in demand on acute services in the Midwest Region since the time of the Horwath Report, even those 

estimates as to the increases needed to facilitate concentration in Dooradoyle are likely to be out of date.  

The failure to ensure that the hospital in Dooradoyle had the capacity to deal with the demographic demands 

following the closure of acute services in the Midwest region is beyond the scope of this Investigation but 

undoubtedly deserves particular scrutiny by authorities considering the allocation of appropriate services in 

the region. 
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CHAPTER 3 - THE PROCESS 

3.1. Phase One 

In very general terms, the Investigation was conducted in three phases. Phase One involved collating 

evidence concerning the primary facts surrounding the events of the 17th and 18th of December 2022, 

obtaining expert evidence to assist me in the identification of any issues requiring further exploration and 

analysing documentation provided by the hospital. In that context I was furnished with a copy of the Systems 

Analysis Review report, (“the SAR Report”), dated 30th November 2023, which was also concerned with the 

death of Aoife Johnston. This Report followed on an external review chaired by Dr Vida Hamilton “the Review 

Group). Subsequent to obtaining information on the events of the 17th to 19th of December 2022 the Review 

Group held a Quality Assurance Meeting on the 5th September 2023 with the Executive Management Team 

of the hospital and on the 7th September 2023 with the Acute Operations and Performance Management & 

Improvement Unit. 

As part of its information gathering process, the Review Group received both a statement from and 

conducted an interview with most relevant persons. However, due to the unavailability of some persons for 

interview, written statements only were received in a small number of cases. In conjunction with the SAR 

Report, I was also, at the same time, furnished with copies of transcripts of the interviews between the 

Review Group and the individuals concerned together with copies of the statements made to that Group.  

It should be noted that a small number of transcripts and/or statements were not amongst the papers 

initially furnished to me but, as soon as their existence became apparent, same were immediately furnished 

on request. In addition, as a result of a request for further information to the hospital, the Investigation was 

informed in January 2024 that transcripts were not always taken in respect of SAR interviews with persons 

who were not directly involved with the events of the 17th and 18th of December 2022 

Having reviewed that documentation, I considered it appropriate to meet first with the family of Aoife 

Johnston. Such a meeting, which was also attended by lawyers representing the family, took place on 

Wednesday January 17th 2024. In addition, I wrote to all of the other persons who had either attended an 

interview with the Review Group or furnished that Group with a statement or both. A copy of a standard form 

of such a letter is annexed at Appendix 3. As appears therefrom, the principal purpose of that letter was to 

ascertain whether any of the individuals concerned wished to make any alterations to the account which 
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they had given to the Review Group, failing which it would be possible to treat the transcript and/or statement 

concerned as evidence in this Investigation.  

In the main those contacted in that manner replied by indicating that they either had no additional comments 

or by making a small number of relatively minor points of clarification. In that context it should be noted that 

[Senior Staff Member A], who was the [Title] on shift in UHL between 8pm on Saturday December 17th and 

8am on Sunday December 18th 2022, did give a detailed additional written statement to me.  

3.2. Phase Two 

Phase Two involved interviews during which additional information was sought concerning the events of the 

17th and 18th December having regard to the evidence already available from the Review Group as confirmed 

by the various persons who had made statements to and/or had been interviewed by the Review Group, to 

the expert evidence obtained by the Investigation and also having regard to my interview with the parents of 

Aoife Johnston. In that context a number of factual issues concerning the events in question emerged which 

it was necessary to pursue in more detail in the context of Phase Two.  

(a) The Escalation Plan Issue  

A factual issue arose concerning the circumstances in which an escalation or decongestion plan was 

apparently not implemented on the night of the 17th December and early morning of the 18th December 

2022. The account given to the Review Group suggests that there was a discussion between [Senior Staff 

Member A] and [Senior Staff Member B], who was the [Title] for the weekend in question, at 22:33 on the 

evening of 17th December. [Senior Staff Member B] gave an account of receiving a call from [Senior Staff 

Member A] regarding the situation in the Emergency Department (“ED”). The account given to [them] was 

that there were 83 patients waiting to be seen with 43 patients awaiting admission. Half of these patients 

were said to be in isolation. There were more than 30 patients in the paediatric section and it was said that 

[Dr F] and [Dr G] had declined to come in. As a result of discussions, [Senior Staff Member B] indicated to 

the Review Group and clarified in [their] initial response to me that [they] discussed various escalation 

measures involving the use of additional or “surge” beds and “trolleys to go to each ward”. [Senior Staff 

Member B] indicated to me in response to my letter to [them] that, in so far as it was a matter for [them], 

[they] had given advice to carry out these escalation measures.  
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However, it would appear that much of this escalation did not in fact occur during the night shift. It follows 

that it was necessary to obtain further clarity about the circumstances in which that happened, or rather did 

not happen, and this specific issue was also addressed in the context of Phase Two. A copy of the UL 

Hospitals Winter Escalation Framework Version 6, dated 24th May 2022 is annexed to this Report Appendix 

4. 

(b) The X-Ray Issue 

In the course of the interview with Aoife’s parents, a second factual question emerged concerning an account 

given by the parents of an occasion where an x-ray for Aoife was considered necessary. In a chronology set 

out in the SAR report it was stated that (see paragraph 8.10):-  

“06.00 – 08.00 HRS  

………….  

A chest x-ray was ordered but it appears that this could not be performed as Patient A was too unwell and 

the parents reported that Patient A told them that a staff member was not very nice to them about their 

inability to co-operate at there is no record of this x-ray being taken”.  

On the other hand, on foot of certain data relating to that question being requested of the hospital, the 

following was stated in an email reply of 15th February 2024:- 

“18/12/2022 

…. Chest x-ray ordered at 05:53; “arrived “at 05:53; Filmed at 07:05 (there is no evidence of intubation. 

The radiographer who did this chest x-ray advised AJ was relatively well and stood up for that chest x-ray).”  

There was thus some significant lack of clarity surrounding what occurred on the occasion in question having 

regard both to the recollection of Aoife’s parents, the statement in the SAR Report to the effect that there 

was no record of an x-ray being taken at the relevant time (which seems to be from 6 – 8am on the 18th) 

but where an initial account from the hospital, while making no reference to a failed attempt to obtain an x-

ray, does state that an x-ray was taken in exactly that time period with “arrival” at 5:53 and the x-ray being 

taken at 7:05. This question was, therefore, one of the matters which required to be addressed in Phase 

Two concerning the precise events which occurred on the evening and morning in question.  



 
 INDEPENDENT INVESTIGATION, UNIVERSITY HOSPITAL LIMERICK  

  

Page | 17 
 

(c) The Doctor Issue   

A third factual question also emerged in the context of Phase Two. As will be noted in a more detailed 

description of the events of the 17th and 18th December 20221, the Emergency Department was significantly 

under staffed on the occasion in question. There was a shortfall of five nurses in the Emergency Department. 

[Nurse C] dealt with that shortfall by reducing the allocation of nurses in each of the areas within in the ED 

(with one exception) by one nurse. While it was clearly unsatisfactory that almost all of the areas in the ED 

were operating with one nurse less than was required, it seems that [Nurse C’s] approach was entirely 

reasonable in the difficult circumstances which [they] faced. Be that as it may, the result was that there was 

only one nurse looking after all patients who had been allocated to the zone to which Aoife was sent after 

triage (Zone A) (a more detailed description of the Zones and areas within the ED is set out elsewhere in this 

Report2). In that context it should be noted that other patients, who had already been admitted to the hospital 

but who remained in the Emergency Department, were looked after by two nurses assigned specifically for 

that purpose. Those nurses had no role in taking care of patients in Zone A who were awaiting being seen by 

a doctor. 

In addition, there was a shortfall of one doctor on the occasion in question. There was one Registrar already 

on duty at 8pm whose shift was due to end at 10pm on the 17th December 2022  [Dr A]. In addition to that 

Registrar, there were two further Registrars rostered between 8pm on 17th and 8am on 18th and one Senior 

House Officer (SHO) with a similar roster. [Dr C], in fact operated within the so called “Resus” or Resuscitation 

area during [their] entire shift. [Dr D], was in Zones A, B and C in the ED. [Their] evidence was that [they were] 

also rostered to look after paediatrics but [were] not called there on the night of the 17th/18th December 

2022 and essentially spent most of [their] shift in Zones A, B and C. There was something of a difference in 

recollection as to the extent to which the second Registrar, [Dr B], may have spent a very significant amount 

of [their] shift in the Resus area or may have been available to deal with patients in the zones for a 

reasonable amount of the shift in question. In addition there was a difference in recollection about 

approaches made during the night by [Nurse B] to certain Registrars concerning Aoife’s condition. 

 
1 Chapter 4, The Events of 17th and 18th December 2022 
2 Chapter 7, Some Broader Issues, The Emergency Department and its Staffing 
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3.3. The Approach to Conflict of Evidence 

As a result of an initial consideration of the Terms of Reference by which I was appointed and having heard 

Counsel on behalf of the CEO of the HSE in that regard, I determined that it was not within the scope of this 

Investigation either to make adverse individual findings or to resolve contested issues of fact. The reasons 

for coming to that view are set out elsewhere in this Report. However it was clear that it was necessary to 

include, in the Report, an account of any evidence relevant to the issues within the Terms of Reference. In 

those circumstances it was determined that the appropriate course of action to follow would be to attempt 

to set out in a full and fair way any competing accounts in respect of questions of fact where there was a 

conflict of evidence. While this will be dealt with in more detail in due course3, that process involved affording 

all parties who were in a position to give evidence in respect of such matters a full opportunity to comment 

on the evidence of those who gave different accounts. This either involved inviting individuals to be 

interviewed for a second time or asking for written comments or observations on accounts given by others. 

A final opportunity to comment on a draft extract of the Report, concerning conflicts of evidence relevant to 

them, was also afforded. 

3.4. Additional Evidence in Phase Two 

In addition it should be noted that, in accordance with the Terms of Reference, I had the benefit of expert 

advice from Dr Mark Doyle, Retired Consultant in Emergency Medicine, and Ms Marie Burns, Director of 

Nursing at Saolta University Hospital Group, University Hospital Galway. One or both of those experts were 

present remotely at each of the interviews I conducted and were of considerable assistance in helping me 

deal with specialist issues.  

The Inquest into Aoife’s death took place between the 22nd and the 25th of April 2024. I was also provided 

with the transcripts of the evidence given at that forum. 

3.5. Phase Three 

In any event, in light of the evidence accumulated during Phases One and Two and having regard to the views 

of the experts referred to, a number of more general issues were identified with particular reference to the 

 
3 Chapter 5, The Conflicts of Evidence 
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requirement in the Terms of Reference to consider questions of corporate and clinical governance in so far 

as same might have impacted on the events of 17th and 18th December.  

Those issues were notified, in April 2024, to what appeared to be the senior clinicians or managers whom it 

was necessary to interview in Phase Three. The issues in question were set out as follows;- 

1. Whether there were adequate processes in place to ensure proper follow up in respect of patients 

triaged as Manchester Category 2 with suspected sepsis particularly where that patient was not 

sent to the Resus area and where there was a very limited number of both doctor and nurse 

availability in the ED Zones outside of Resus. 

2. The operation of protocols on “decongesting” the ED where a very large number of admitted 

patients remained in ED giving rise to extreme overcrowding.  

3. In the context of (2) above whether there was any process agreed or understood to handle such a 

situation short of implementing a major incident? If so, who would be responsible for such matters? 

Were there circumstances potentially meeting the criteria for a major incident? If not, should there 

be a form of intermediate measure to deal with such a situation.  

4. Measures adopted to attempt to deal with the regular overcrowding of the ED or desirable measures 

which could not be adopted because of lack of resources or other such limitations. In that context, 

it is appropriate to consider also the possibility that staff had become inured to very difficult 

circumstances and thus less responsive to an even more emergency situation arising.  

5. It is acknowledged that there are difficulties in almost all Emergency Departments nationwide. In 

that context it is appropriate to explore whether, and if so to what extent, UHL may suffer greater 

problems. To the extent that it does, the factors which lead to those additional difficulties require 

to be explored. This includes any practices which may be different in UHL from some other Level 4 

hospitals. 

6. There are issues about the extent that there were clearly understood lines of command or authority 

or responsibility in relation to a number of matters. First, as to who was responsible for determining 

whether particular patients who were awaiting examination by a doctor in ED needed to be 

prioritised. Second, and connected, as to who had authority to assess and determine such priorities. 

Both of these matters arise most particularly where there are a large number of Category 2 patients 
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awaiting being seen with limited professional staff operating under pressure. Third, as to authority 

to adopt measures to attempt to alleviate situations of severe overcrowding and the obligation to 

monitor the progress of any agreed measures. Fourth, the senior “lines of command” and 

responsibility both within the Dooradoyle hospital and within the UHL Group of hospitals generally. 

7. An issue of fact as to the recommendations made by the PMIU during their involvement with UHL 

in 2022 with particular reference to the question of patients on trollies being placed on wards in 

circumstances where a number of witnesses have said that it was their understanding that the 

PMIU has suggested/determined that such a practice should not occur. 

8. Finally, as I am required to make recommendations, I would like to explore developments since the 

tragic event which might be material to such recommendations. Clearly any recommendations will 

need to acknowledge any positive changes which have occurred or are in the course of being 

undertaken. I am also happy to hear of any suggested recommendations. 

Having considered the evidence to that point, it was determined that questions arose as to a possible lack 

of clarity in respect of a number of relevant procedures or practices at the hospital, at least insofar as 

managers on the ground did not appear to have the same understanding as the Senior Managers 

interviewed. In that context the relevant Senior Managers were written to with a view to obtaining their 

observations on those questions prior to the finalisation of the Report in June 2024. This aspect of the 

Investigation is dealt with in Chapter 9. 

In the course of the Investigation I visited the Emergency Department of UHL, Dooradoyle on the 10th May 

2024 accompanied by the experts assisting the Investigation, Dr Doyle and Ms Burns. Present at that visit 

from the hospital were Ms Sandra Broderick Mid-West REO, Dr Damien Ryan Clinical Director Urgent and 

Emergency Care, Mr Joe Hoare Assistant National Director HSE Estates, Ms Tina FitzGerald, General 

Manager, Urgent and Emergency Care Directorate, Nurse Evelyn Morris Assistant Director of Nursing Patient 

Flow and Nurse Smitha Varghese CNM3 (Nurse Varghese was present at Triage and towards the end of the 

visit).  
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CHAPTER 4 - THE EVENTS OF 17th AND 18th DECEMBER 2022 

4.1. The Sequence of Events 

The starting point for any review of these events must be to record that Aoife Johnston registered at the 

Emergency Department in University Hospital Limerick at 17:39 on the 17th December 2022 with a letter of 

referral from an out of hours GP service. It was after 7:00am the following morning when Aoife was 

administered the bundle of medicines prescribed in the case of septicaemia with other investigations also 

having been prescribed. According to the medical records received from the hospital, the antibiotic 

ceftriaxone and the steroid dexamethasone were administered to Aoife at 7.15am on the 18th December 

2022. The anti-viral medication Acyclovir was administered to Aoife at 7.20am. The relevant extracts from 

Aoife’s medical records are attached at Appendix 5 to this Report. It is recommended that patients with 

septicaemia receive the relevant medication within one hour so that, even allowing for some period for triage 

and some gap between first seeing a doctor and receiving treatment, there was a very significant and wholly 

unacceptable delay in the relevant treatment being provided.  

In so far as this Investigation is concerned directly with the events which occurred on that occasion, then the 

focus has to be on the factors which seem to have contributed to that delay. Notwithstanding receiving 

treatment, tragically, Aoife did not survive. The medical evidence suggests that she would have had a good 

chance of survival had she been treated in the manner which relevant protocols suggest. It also seems to 

follow that time was of the essence. The earlier treatment might have been administered, the greater the 

chances of a successful outcome. It is not, therefore, possible to be certain about what the outcome would 

have been had the relevant treatment been provided at any particular, but earlier, stage between the early 

evening of the 17th and the time when treatment was actually administered after 7am on the 18th. However, 

it can be said with confidence that any factors which potentially played a role in delaying the administration 

of that treatment decreased the chances of a successful outcome for Aoife.  

It is, therefore, necessary to look at the sequence of events with a view to determining the factors which 

contributed to that reduced chance of a positive outcome. 

It is also important to emphasise that all of the evidence points to the fact that the Emergency Department 

in UHL, on the occasion in question, was under unusually severe pressure. Other parts of this Report will 
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require to address some general issues as to the factors which led to that situation4. Some of those factors 

apply to all EDs in the State but it will also be necessary to consider whether the clinical and/or corporate 

governance of UHL contributed to those factors insofar as they applied in that hospital. However, whatever 

may be the answers to those questions, the staff working in the ED on the occasion in question were 

undoubtedly faced with an extremely difficult situation, and it is necessary to take that into account in 

assessing what happened. This aspect of the Report is concerned solely with what happened on the 17th 

and 18th December and the extent to which, even operating within the difficult circumstances that prevailed, 

the manner in which Aoife’s situation was handled could or should have led to her being treated at an earlier 

stage with the increased possibility of the positive outcome to which I have already referred. The sequence 

of events was as follows: 

• Aoife Johnston registered in the Emergency Department at University Hospital Limerick at 17.39 on 

the 17th December 2022 with a GP referral letter querying “viral septicaemia and dehydration”. She 

was accompanied by her parents. 

• At 19.13 on the 17th December 2023 Aoife’s was triaged by [Nurse A] and assigned a Manchester 

Triage Category of 2 (Category 2). [Nurse A] wished to send Aoife into the Resus area given her 

presenting symptomology and the concern about sepsis. [They] spoke with a Registrar and it 

emerged that Resus was over full. Aoife was sent to Zone A in the Emergency Department. [Dr A] 

gave evidence at Day 2 of the Inquest into Aoife’s death that [they] signed Aoife’s ECG (page 56, 

Day 2 Inquest Transcript)  

• [Nurse B] was the [nurse] on the night shift. [Their] evidence was that it was not brought to [their] 

attention that Aoife was query sepsis (page 5 Investigation Interview). 

• Aoife was prescribed Paracetamol, Ondansetron and Zofran intravenously by [Dr A]. [Dr A] gleaned 

this from reviewing the notes but had no particular memory of the event (page 14 and 15 

Investigation Interview)). The medical records reference an administration time of 20.25. 

• 22.30 Aoife’s father requested a trolley for his daughter. None was available. 

• 23.50 [Nurse B] checked on Aoife who was nauseated and vomiting. [They] approached a doctor 

who prescribed anti-emetics and IV fluids. Aoife was not seen by a doctor at this time, nor was 

examination requested by [Nurse B]. 

 
4 Chapters 6 and 7 
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• Aoife was moved to a trolley at approximately midnight. 

• Repeat vitals were taken from Aoife at 1.40am and reported to [Nurse B]. Aoife’s blood pressure 

was low, her heart rate slightly elevated and she had a temperature. She complained of aches and 

pains in her legs. [Nurse B] gave evidence that [they] went to Resus and spoke to [Dr B], explaining 

the situation. Aoife was prescribed intravenous Keral and elevation of her legs was advised. [Nurse 

B] gave evidence that the doctor told [them] [they] could not come and see Aoife due to the acuity 

of patients in Resus at that time (page 13 Investigation Interview). [Nurse B] was questioned on this 

at interview (page 13): “Q. Okay. So did you ask [them] to come out and see her or was it just that 

[they] said [they] couldn’t? Ans: [They] said [they] couldn’t”. [Dr B] at [their] Investigation Interview 

(page 14) stated that [they] had no recollection of being asked to see Aoife. 

• Medications were administered to Aoife as prescribed. 

• [Nurse B] reviewed Aoife again at 2.30am. Aoife remained pyrexic. [Nurse B] took blood cultures 

and a urine sample. Aoife was assisted to the bathroom by her mother with the use of a wheelchair. 

• [Nurse C] carried out so called Safety Pauses in the ED (where the lead nurse in each Zone would 

report on patients in their area to [them]) at 2.30am and 4.30am. [Nurse B] gave evidence that she 

escalated Aoife’s case to [Nurse C] at 2.30 and 4.30am (page 18 Investigation Interview, [Nurse 

B]). 

• [Nurse B] gave evidence that [they] assessed Aoife again at 4am. Aoife was hypotensive, tachycardic 

and pyrexic. [Nurse B] gave evidence that [they] went to Resus and spoke to [Dr C] (page 15 of 

[their] Investigation interview). On [their] account [they] relayed the symptoms to [Dr C] who thought 

it sounded viral and advised to continue paracetamol every four hours. [Their] evidence was that 

[Dr C] said that [they] could not review Aoife due to acuity in Resus. [Nurse B] gave evidence that 

[they] requested that Aoife be moved to Resus for further management but that [Dr C] was of the 

view that, as Aoife had had interventions, this was not necessary. [Nurse B] says that [they] 

requested that an antibiotic be prescribed but that an antibiotic was not prescribed at this time. [Dr 

C’s] evidence was that no one approached [them] about the possibility of escalating Aoife (Pages 

11 and 12 of [their] Investigation Interview). This is a conflict in evidence between [Nurse B] and [Dr 

C].  

• [Nurse B] gave evidence that [they] escalated [their] concerns about Aoife to [Nurse C] at the Safety 

Pause at 4.30am. 
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• [Nurse B] spoke to [Dr D] at 5.45am about Aoife. Aoife was not improving despite multiple 

interventions. [Dr D] agreed to see Aoife, ahead of other Category 2 patients awaiting medical 

assessment, at approximately 6am. Aoife was complaining of pain and aches in her legs. Oxynorm 

was prescribed by [Dr D] and administered in advance of [them] seeing Aoife. 

• [Dr D] reviewed Aoife, queried “viral septicaemia/septic shock,?CNS sepsis/strep pharyngitis”. 

[They] prescribed antibiotics, ordered other investigations and spoke with the on call medical team 

SHO and requested a review of Aoife for admission, diagnosis and treatment. 

• [Dr D] requested an x-ray. Records suggest that the x-ray request “arrived” at 5:53. On the evidence 

this seems to refer to the fact that the request by a doctor for an x-ray arrives electronically in the x-

ray system and does not suggest that the individual who was to have the x-ray taken had actually 

arrived in the x-ray department. Factual issues surrounding the x-ray issue are addressed elsewhere 

in this Report. 

• [Dr D’s] evidence was that, as [they] left the room porters came to take Aoife for x-ray. [Dr D’s] 

account was that Aoife’s mother advised that Aoife did not feel up to it and asked could they wait. 

[Dr D] recalled that the porters were slightly annoyed by this.  

• At a later time Aoife was taken for x-ray by [a Health Care Support Staff member]. At interview with 

the Investigation the relevant [Health Care Support Staff member] gave an account of attending on 

Aoife in Zone A, of speaking to her parents about whether she could move from her trolley to a 

wheelchair and being told that this was possible. [They] described bringing Aoife in that chair to the 

x-ray department and back but indicated that [they were] not present for the taking of the x-ray itself.  

• The x-ray itself was taken after 7 o’clock, Aoife having being brought to X-ray by [the Health Care 

Support Staff member] in a wheelchair, so that the record suggests that there was a gap of well over 

one hour between the request being made and the x-ray actually been taken. The issue of the x-ray 

will be dealt with further later in this Report. 

• Antibiotics and steroids were given to Aoife between 7.15am and 7.20am according to the medical 

records received from the hospital.  

• 7.45am Aoife’s mother went to the nurse’s station seeking help. Both parents were very concerned 

for their daughter. 

• [Nurse B] at 8.00am found Aoife at the bottom of her trolley distressed and agitated. Both her 

parents were very concerned and upset. With the assistance of her parents Aoife was moved back 
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onto the trolley. [Nurse B] repeated vitals and found [Dr B] (Page 23 [Nurse B’s] Investigation 

Interview)  

I found [Dr B] and basically was asking for a review. At 
that stage then it was kind of around I would say 8:15 
when the two girls I was working with that night came 
up to me and I was like 'can you please move Aoife to 
Resus'. At that stage then I came back and I handed 
over the rest of the patients that were in that night 
and that was really it. 
 

• Aoife was moved to Resus. Aoife’s parents recall holding their daughter down so she could receive 

treatment. 

• 9.00am sedation was given to Aoife and she underwent a CT scan. A decision was made to intubate 

Aoife. She was subsequently transferred to ICU. 

• At 13.34 a third CT scan showed significantly reduced blood flow to Aoife’s brain due to brain 

swelling within the rigid confines of the skull. 

• 15.20 Aoife’s parents were updated on the CT scan results and told that there was no indication for 

neurosurgical intervention. It was explained that brain death was a possibility. 

• Brain stem tests were carried out on the 19th December 2022 in accordance with protocol and brain 

stem death was confirmed following the conclusion of both sets of tests. 

• Aoife Johnston was declared dead at 15.31 on the 19th December 2022 with her family in 

attendance. 

One matter stemming from that chronology is worthy of some consideration by the relevant authorities. As 

can be seen, the fundamental problem was that the relevant Sepsis bundle was not prescribed for over 12 

hours after Aoife presented at the ED and was not administered for over 13.5 hours after that first 

presentation. However Aoife had been seen by a GP who considered that there was a risk of Sepsis. While 

the issue is beyond the scope of this Report, consideration might be given to determining whether there 

should be circumstances in which it could be recommended that a GP, on identifying a risk of Sepsis, might 

be able to take the initial treatment steps required at that time while also referring the patient to an ED for 

further assessment and, if necessary, treatment. If it did prove possible to put such a practice in place, then 

the patient would at least have a timely initial treatment pending such additional measures as might be 

considered appropriate after a visit to the ED. It is the Investigation’s understanding that Advanced 

Paramedics in the National Ambulance Service have protocols for administering antibiotics. 
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In addition, it is clear that it took more than one hour from the time Aoife presented at the ED to the time 

when she was seen by a triage nurse. There would appear to have been two nurses assigned to triage at that 

stage. The evidence suggests that nurses required to have a particular level of experience before it is 

appropriate that they be assigned to that important role which does, after all, significantly influence the 

pathway which a patient follows in the ED. It appears to be the case that patients are seen by a triage nurse 

in chronological order by reference to when they register at the ED. In passing it should be noted that patients 

who arrive by ambulance enter the ED by a different route and are dealt with in a different manner. There is 

nothing in the evidence to suggest that the reason for the delay in Aoife being triaged was due to anything 

other than the number of patients presenting. However it does raise issues as to whether additional 

measures may need to be put in place to ensure that patients, who may potentially need urgent treatment, 

can be triaged in a speedy fashion. It is appreciated that it may not be particularly easy to put in place an 

improved system in this regard having regard to the resources generally available. However some 

consideration should be given to identifying whether there are ways in which patients who are potentially in 

need of more urgent treatment, but who do not arrive by ambulance, can be assessed in triage more quickly.  

Apart from the contested questions of fact and the more general issues referred to earlier, a number of 

specific issues arise in the context in that sequence of events. I propose to deal with them in turn at this 

stage. 

4.2. Some Issues arising from the Sequence of Events  

(a) The Identification of a Risk of Sepsis 

It is clear that both the referring doctor (who was an out of hours GP) and [Nurse A] both identified a risk of 

sepsis as an issue. The question which arises is as to whether those facts should have led to a different 

pathway for Aoife in the ED on that occasion. Under the Manchester Triage System the ideal maximum time 

to first contact with a treating clinician for a patient categorised as Category 2, as Aoife was, is 10 minutes. 

Annexed to this Report at Appendix 6 is Chapter 1 “Emergency Triage 3rd Edition, Manchester Triage Group” 

received from nursing expert Ms Marie Burns, Director Nursing, Galway University Hospital. While some 

persons interviewed suggested different periods for first treating clinician contact with Category 2 patients, 

the actual Manchester Triage System is clear that the relevant period is 10 minutes. Likewise, the protocol 

in respect of sepsis treatment suggests that a patient diagnosed with possible sepsis should receive a bundle 
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of treatment within one hour. The question then arises as to how a patient presenting with a GP indication 

of possible sepsis and who is likewise triaged in a similar vein, should be dealt with in circumstances where 

there is no reality to complying with those protocols if the patient takes their ordinary place in what might be 

described as the queue.  

Under the system then operated by UHL ED it would appear that patients in each category are ordinarily seen 

by a doctor in chronological order by reference to the time at which they were categorised. The evidence was 

to the effect that patients are sometimes seen out of that order as a result of a nurse identifying a particular 

need for a patient to be seen in an urgent way. Ultimately, it would appear that the decision as to whether to 

escalate a patient ahead of where they might normally appear in that “queue” is taken by the relevant 

doctors on the ground.  

It is appreciated that there are patients other than sepsis risk patients in respect of whom there are protocols 

as to the time within which they are to be treated. In addition, all patients triaged as Category 2 have been 

found to be seriously ill and in need of urgent attention from a clinician. However, it was not clear to me that, 

at the time in question, there was any systematic way in which patients, whose condition (or suspected 

condition) was such that there were protocols in place requiring them to be dealt with within a short 

timeframe, were to be dealt with in circumstances where the overall demand was such that the ordinary 

operation of the Category 2 list of patients was likely to lead to any patient who was not so escalated being 

seen no earlier than 8 to 10 hours after presentation (and possibly longer). 

Undoubtedly, relevant protocols provide for what is to occur in ordinary circumstances if not in an ideal world. 

There may be situations (and it would seem that the situation on 17th and 18th December 2022 was one 

such) where it may have been impossible to actually comply with all relevant protocols. However, that this 

may be the case does not seem to me to take away from the fact that there needs to be some established 

system for handling situations such as that which pertained on the night in question. The fact that 

circumstances may be far from ideal, and that strict compliance with all relevant protocols may not be 

possible, does not mean that there should not be a method for identifying particular priorities. For example, 

if all Category 2 patients were to be seen within the time anticipated under the Manchester System, then it 

would be unnecessary to have any other method for supplementing that system in respect of prioritising 

patients within that category. All patients would be seen in a timely fashion and appropriate protocols in 

respect of their treatment complied with. Even if the delay in seeing patients were a little beyond that which 
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the Manchester protocol might suggest, then perhaps no great difficulties would arise. But where, as 

happened here, there were a very large number of patients in Category 2 with no hope of most being seen 

for upwards of 10 or more hours unless they were escalated up the list, then the question arises as to how 

such a situation is to be managed as and between the needs of patients in Category 2 and with particular 

reference to patients who have conditions, or suspected conditions, where there are other protocols 

suggesting intervention within a particular timeframe or where there are particular concerns about their 

condition. Leaving the situation to one where nurses under pressure can seek, on what is effectively an 

informal or ad hoc basis, that doctors, equally under pressure, escalate individual patients, seems to me to 

be hardly an ideal process. It is outlined in Chapters 6 and 8 of this Report that some progress in this regard 

has been made since December 2022. 

It will be necessary to address the impact of this question on Aoife’s situation in more detail in due course. 

(b) Decongestion 

All of the evidence points to the fact that a significant contributory factor to the circumstances pertaining on 

the 17th and 18th December was the exceptional level of overcrowding in the ED and, in particular, the 

number of patients who had been categorised in Category 2 on that occasion. On December 17th 2022, 

presenting to triage between 00:00 hrs to 23.59, were two Category 1 patients; 94 Category 2 patients, 127 

Category 3 patients and 14 Category 4 & 5 patients5. 42% of all presentations were thus Category 2. The 

national average is 22%. The evidence suggests that the ability of both doctors and nurses to do their job in 

an ordinary way is materially compromised by overcrowding and can be significantly compromised where 

that overcrowding is severe. Understandably patients, or those advocating for them, will make repeated 

requests to doctors and nurses on the floor where they have been waiting for a long time to be seen or where 

they are waiting for results of tests specified by the clinical staff. The need to politely explain to patients 

about the order in which they will be seen takes time. One senior nurse described a situation, not on the 

occasion in question, when returning to her station she had to speak to upwards of 20 people making 

enquiries of that type. The time taken to do that was time that could have been spent dealing with other 

clinical issues. In addition medical staff had logistical difficulties in simply moving around the ED given the 

sheer volume of patients (some with family members) in the department on the night in question with very 

 
5 SAR Report, page 27 
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many trolleys on corridors. There can be little doubt, therefore, that the efficiency of a significantly 

overcrowded ED falls materially below the efficiency of a similar ED operating in uncrowded conditions. 

Obviously, there may be other factors which impact on the number of patients that can be seen by a particular 

number of doctors within a particular timeframe. Some patients and some conditions inevitably will require 

more time than others. If there are, on average, more patients requiring a greater length of assessment, then 

the number of patients seen will inevitably be less. But equally there can be little doubt but that significant 

overcrowding contributes materially to a reduction in the speed with which any given number of doctors can 

assess and treat ED patients. It follows that, to the extent that the overcrowded conditions on the occasion 

in question may have materially contributed to the delay in Aoife being seen by a doctor, it is necessary to 

analyse whether decisions taken contributed to that overcrowding. In that context it is important to 

emphasise that it will be necessary, separately in this Report, to address more general questions concerning 

the factors that may have influenced overcrowding in UHL ED on many occasions beyond the weekend which 

is the particular focus of this Investigation. However, notwithstanding the difficult situation which regularly 

pertained, it will be necessary to look at the particular circumstances of overcrowding on the occasion in 

question. 

On the evidence, it would also appear that there is a potential connection between overcrowding and the 

question identified above as to the ad hoc method then in use for seeking to identify patients whose 

condition was worsening to the extent that consideration ought to be given to the patient concerned being 

escalated “up the list”. The ability of nurses on the ground to effectively monitor all of the patients within a 

relevant part of the ED is undoubtedly influenced by the number of patients which any one nurse has care 

of. As already noted, there was just one nurse in Zone A on the occasion in question with, at any given time, 

a very considerable number of Category 2 patients in that zone awaiting to be seen by a doctor. However 

apart from that question of resources, the evidence suggests that a nurse’s ability to properly monitor 

patients was understandably compromised if the conditions in the zone to which the nurse concerned was 

assigned were so overcrowded that observation was necessarily impaired. It is for reasons such as those 

that the question of overcrowding is undoubtedly material to any analysis of the reasons why there was such 

an unacceptable delay between Aoife’s arrival in the ED and her ultimately being administered the so called 

“sepsis bundle”.   
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However, before seeking to analyse the various factors that may have contributed to that delay, it is 

necessary to address in more detail the conflicts of evidence which relate to issues potentially relevant to 

that overall question.   
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CHAPTER 5 - THE CONFLICTS OF EVIDENCE 

5.1. The Decongestion Issue 

The first such issue arises in the context of why agreed decongestion measures were not implemented in 

the Emergency Department of UHL on the 17th December 2022. 

The SAR Report dated 30th November 2023 found that 

“The escalation protocol was not adhered to on Sat 17th day or night despite numbers of patients waiting 

varying between 42 to 55 awaiting inpatient beds.6 

The SAR Review Group recommended: 

“That a ‘zero’ tolerance approach to admitted patients being boarded in the ED be taken….This requires the 

identification and preparation to take excess patient numbers in all areas at all times and for bed 

management to allocate admitted patients to the next identified area as soon as they are designated for 

admission and for the transfer to occur in a timely and efficient manner and not delayed until morning or 

any other pre-specified time.” 

As a result of the evidence gathered during this Investigation, a significant and material conflict of evidence 

has emerged in respect of whether or not an instruction was given that trolleys bearing admitted patients 

were to be placed on wards on the night and morning of the 17th and 18th December in an effort to ease 

pressure on the ED. As indicated earlier, the Terms of Reference under which this Investigation has been 

conducted does not involve the resolution of such conflicts of evidence. However, the competing accounts 

require to be fairly and comprehensively set out as does the process by which those accounts emerged. It 

is, however, important to start by indicating, at a general level, the substance of the conflict of evidence.  

(a) An Outline of the Issue 

The starting point has to be to note that there was agreement concerning a phone call which took place at 

10.33pm on the evening of Saturday December 17 between [Senior Staff Member A] and [Senior Staff 

Member B]. [Senior Staff Member A] contacted [Senior Staff Member B] in respect of the situation in the 

Emergency Department. 

 
6 SAR Report, page 50 
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Both agreed that the emerging situation in the Emergency Department was discussed and that it was 

determined that a surge facility would be opened (the Surgical Day Ward). The Surgical Day Ward can 

accommodate 10 beds and it was agreed that 7 patients would be sent there. Following interviews this 

Investigation enquired of [Senior Staff Member B] and [Senior Staff Member A] as to why the beds in the 

Surgical Day Ward were capped at 7. [Senior Staff Member B] responded by email dated the 12th May 2024 

saying that, while beds were capped at 7 [they] could not, at this remove, remember the rationale for this 

and stated that 

“While I believe that there was spatial capacity for 10 beds in the Surgical day ward, this would be subject 

to the Nursing team having sufficient staff to care for the needs of the patients.” 

[Senior Staff Member A’s] response, by email dated the 11th May 2024, was that 

“A cap of 7 patients was agreed between [Senior Staff Member B], and myself which would have been the 

norm to facilitate elective activity on the Monday. On that night elective activity had not yet been discussed 

with a view to stepping down the service as a result of surge in activity.” 

It was also agreed by [Senior Staff Member B] and [Senior Staff Member A] on their telephone call on the 

night of the 17th December 2022 that the Emergency Department would be further decongested by sending 

admitted patients on trolleys to wards. It will also be necessary to deal in some greater detail with a 

controversy which had, prior to the occasion in question, surrounded the issue of admitted patients on 

trolleys being placed on wards. However, for present purposes, it is sufficient to note that there was 

agreement that admitted patients on trolleys would go to wards on this occasion in an effort to deescalate 

or decongest the situation in the Emergency Department.  

Where the conflict of evidence arises is as to what happened next. The conflict lies between, on the one 

hand, [Senior Staff Member A] and [Nurse D] and, on the other hand, [Nurse C] and [Nurse E].  

The two more senior nurses gave evidence that, on foot of the discussion between [Senior Staff Member A 

and Senior Staff Member B] it was indicated to [Nurse C and Nurse E] that admitted patients on trolleys 

should be sent to wards. On the other hand, both [Nurse C and Nurse E] suggest that no such instruction 

was given with [Nurse C] stating in evidence that [they were] told that trolleys were not going to wards 

overnight. 
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There is, in fact, no dispute but that admitted patients on trolleys were not sent to wards during the 

continuance of the night shift up to 8am the following morning. The dispute is as to why that did not happen. 

On one account, instructions were given that this was to occur, but, for whatever reason, those instructions 

were not followed. On the other account, no such instructions were given but rather it was indicated that no 

trolleys were to go to wards overnight.  

There is a second conflict of evidence in the same context as to whether there was mention of this issue 

during a phone conversation between [Senior Staff Member A] and [Senior Staff Member C]. 

Before going on to set out the conflicts of evidence in that regard in more detail, it is important to record a 

number of observations about this dispute.  

(b) Some Preliminary Observations 

First, it should be said that, because such a dispute has emerged on the evidence, it has been necessary to 

deal with this issue in significant detail. The level of detail into which this issue has been explored should 

not unduly exaggerate its importance. The issue does, however, remain one of some significance. As noted 

elsewhere, an important consideration in any assessment of the reasons why Aoife Johnston was not seen 

by a doctor for a very prolonged period of time stems from the significantly overcrowded nature of the 

Emergency Department on the occasion in question. It is clear that, had Aoife been seen by a doctor and the 

appropriate sepsis treatment given at a significantly earlier stage, then there was a very good likelihood of a 

positive outcome. It is also tragically clear that, by the time the treatment in question was actually delivered, 

it was too late.  

It is impossible to tell, at this stage, as to the precise time, during the interval between Aoife’s first arrival at 

the ED and treatment ultimately been given, when it became too late but there can be no doubt that the 

greater the delay the greater the risk of the tragic outcome which ultimately occurred and, consequently, the 

less the delay the greater the chance of there having been a positive outcome. It follows that any factors 

which may have contributed to that delay are potentially relevant to any assessment as to what went wrong. 

It follows in turn that, to the extent that overcrowding contributed to that delay (an issue analysed elsewhere), 

the causes of that overcrowding and measures which might have reduced, even if not eliminated, same are 

very material. However, there are other factors which also need to be taken into account in attempting to 

determine why it was that Aoife was not seen by a doctor for such a prolonged period. The fact that those 
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factors can be described in a more concise way than can the trolleys issue with which this part of the report 

is concerned should not be taken to imply that those other issues are necessarily less significant.  

In addition, it is of some relevance to recall that the SAR Report emphasises the need for the transfer process 

from ED to occur in a timely and efficient manner and not be delayed until morning or other pre-specified 

time. In the SAR Report [Nurse C] is noted as stating that at 0345 on the 18th December 2022 [they] 

contacted [Senior Staff Member A] looking for support and requesting that trolleys go up to wards and was 

told that no trolleys would be going up on the wards overnight7. In that context, it is relevant to note that 

[Nurse E] was not asked to give an account to the previous Investigation, which culminated in the SAR Report. 

In addition [Nurse D], while giving a written statement to that Investigation, was not in fact interviewed. 

[Senior Staff Member A] did give an account to the previous Investigation which is consistent with the 

account [they have] now given to me. It is correct to state that [they were] one of those persons who were 

shown a draft of the report of the previous Investigation and invited to make comments. [They] explained to 

this Investigation that, at the time when [they were] asked to make such comments, [they were] dealing with 

some XXXXXX matters and did not, therefore, draw attention to the fact that the draft report appeared to 

accept as uncontested an account contrary to [their] own.  

In any event, it is next necessary to turn to a more detailed account of the conflict of evidence in question 

and the process which was followed so at to give all relevant parties an opportunity to have their account 

fully and fairly set out in this Report.  

(c) The Decongestion Conflict in detail 

As noted earlier, the SAR report set out the evidence of [Nurse C] which suggested that it had been 

determined in the early hours of Sunday 18th of December that no trolleys would be going up on the wards 

overnight8. No alternative version is mentioned. In light of that, when interviewed by this Investigation, [Nurse 

C] simply confirmed the account which [they] had given to the previous Investigation to the same effect and 

was not asked about the alternative version which has now emerged. [Nurse C] gave evidence that [they 

were] told that trolleys were not going to wards overnight (page 46, Investigation Interview 23rd February 

2024): 

 
7 SAR Report, Page 36 
8 Ibid, Page 36 
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I again spoke to [Senior Staff Member A] around trolleys 
going up on 
wards again and I looked for that escalation and I was 
told that wasn't going to happen overnight. 

 
Q9.  Were you given any reason for that at that stage? 
 
A10.  [They] said to me that the trolleys wouldn't go on wards 

over night because the surge area was open and that 
would be the last option for the following day 
basically. 
 

 Around this time, as a result of enquires made to the hospital by this Investigation, it also became apparent 

that [Nurse E] was part of the team involved on the occasion in question. In [their] interview with this 

Investigation, [Nurse E] also gave an account consistent with that of [Nurse C] to the effect that [they were] 

not instructed to move boarded patients in the ED on trolleys to wards (page 15 Investigation Interview 23rd 

February 2024). [They] also gave further details of the process by which patients admitted through ED were 

provided with beds when available. For example [they] gave an account of how a thorough examination was 

made of available beds at the commencement of [their] shift. It was clear that, on the occasion in question, 

there were already a large number of patients who had been admitted but for whom “ordinary” beds on 

wards were not available. At 8pm on the 17th December 2022, 35 patients were being ‘boarded’ in the ED 

i.e. admitted to the hospital and awaiting an available in-patient hospital bed (page 27 SAR Report). [Nurse 

E’s] evidence was that on the 17th [they] admitted 27 patients from the Emergency Department, 18 adults 

and 9 paediatric patients (page 22 Investigation Interview 23rd February 2024). It proved possible to find 

beds for some of those (seven went to the surge area, 9 of the remaining 20 went to paediatrics, 11 to 

ordinary hospital beds). However, notwithstanding the utilisation of all available beds, there remained a 

significant number of patients who, although admitted, remained on trolleys in the Emergency Department. 

[Nurse E] gave evidence to this Investigation that on the morning of the 18th December 2022 there were 49 

patients in the Emergency Department plus two in the Clinical Decision Unit that were awaiting in house 

hospital beds and of that 28 were reported requiring isolation (page 23 Investigation Interview 23rd February 

2024).  

 
9 ‘Q’ represents questions asked by the Investigator 
10 ‘A’ represents answers given by the Interviewee to the Investigator 
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[Nurse E’s] evidence was that approximately 20 admitted patients were being boarded in the ED without 

specific isolation needs and could have been moved on their trolley to the wards if the instruction to do so 

have been given, which it was not (Page 23 Investigation Interview 23 February 2024) 

In that context, it is appropriate to note the protocol then applicable to such a situation which was the UL 

Hospitals Winter Escalation Framework Version 6, dated 24th May 2022 which is annexed to this Report at 

Appendix 4. In that 2022 framework, where more than 23 admitted patients were boarded in the ED, this 

should result in efforts to decompress the hospital, by opening surge capacity and placing patients on trolleys 

on the wards.  

It must be mentioned that the SAR Report (page 29) refers to being informed by interviewees that the 

Hospital Escalation Protocol 2020 was 

“the one in common usage in the ED at that time”. 

That 2020 protocol is annexed to this Report in Appendix 7, for the sake of completeness. 

Be that as it may, [Senior Staff Member D’s] evidence at page 46 of [their] Investigation Interview was that 

the escalation protocol being adhered to in December 2022 was Version 6, May 2022. [Senior Staff Member 

E’s] evidence (page 56) was that the position in December 2022 was that when that protocol requirement 

of 23 trolleys in the ED was exceeded, then the protocol should operate with surge facilities being opened 

and trolleys with boarded patients taken to wards.  

[Nurse C] was the [Title] on the night of the 17th and 18th December. [Their] evidence (page 30 and 31 

Investigation Interview 23rd February 2024) was that [their] understanding of the most recent protocol that 

was in place was that  

“..once the department hit 23 admitted patients that trolleys were supposed to go to, one round of trolleys 

to go to every ward or whichever wards can take them, once there was 23 admitted patients within the 

Emergency Department”.  

[Nurse E]’s evidence (pages 13 and 14 Investigation Interview 23rd February 2024) was that once there were 

23 boarded patients in the ED and escalation was ordered with trolleys to go to the wards 17 would go up in 

the first phase, then 15 in the second phase and finally 7 in the third phase making a total of 39 trolleys that 

could go the wards. 
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[Senior Staff Member A] during [their] Investigation Interview on the 4th March 2024 at pages 9 and 10 while 

addressing [their] understanding of a separate issue concerning policy on trolleys on wards in UHL (and to 

which it will be necessary to return) did make reference to there not being a clear escalation policy in place: 

That was a challenging piece there, you know, because we 
didn't have a clear escalation then at that 
stage to say okay, if we have 20 boarded in ED then we 
escalate, we move to trolleys at ward areas so that was 
a grey area there then.  

 
The reference to 20 boarded would appear to be a reference to the 2020 Protocol.  

Ultimately on the night in question the numbers of boarders on trolleys in the ED well exceeded what which 

would trigger escalation applying either protocol. 

It will be necessary to return to the applicable protocol in due course. 

In any event, by the time that [Senior Staff Member A] and [Nurse D] were interviewed by this Investigation, 

it was possible to put to them the suggestion, consistent with both the earlier SAR Report and the evidence 

of [Nurse C] and [Nurse E], to the effect that they were not instructed to send trolleys with boarded patients 

from the ED to wards. Both [Senior Staff Member A] and [Nurse D] disagreed with this suggestion. Their 

disagreement, and in particular that of [Senior Staff Member A], involved giving a detailed account of 

interactions with [Nurse C] and [Nurse E] concerning instructions to move forward with the process of putting 

patients on trolleys to wards. On the account of [Senior Staff Member A], this involved giving specific 

directions to the effect that it would be necessary to provide a justification for leaving any relevant patient in 

ED, where there was said to be a legitimate basis for that patient being considered unsuitable to go to a 

ward on a trolley.  

It is necessary to address the background to that issue which stems from the fact that, at the time in 

question, there were a number of bases on which it was suggested that, for clinical reasons, particular 

classes of patients should not be placed on trolleys on wards. A copy of the applicable protocol was provided 

to this Investigation by [Senior Staff Member A] and is annexed to this Report at Appendix 8. As can be seen 

from that document, there were a significant number of categories of patients who were not considered 

suitable in that regard at that time. 

In passing and also in that context, it should be noted that the protocol in question has been changed since 

that time with a significant reduction in the number of types of patients who are now not regarded as 
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appropriate for being placed on trolleys on wards. There are, for example, obvious cases where there is a 

proper basis for not sending particular patients to wards such as patients who might be infectious and who 

might infect others on the ward in question. However, on the basis of the evidence given to me by Dr Doyle 

and Ms. Burns, it seems clear that the original protocol was overly restrictive in that it sought to exclude an 

excessive number of categories of patient from being considered suitable to be sent on trolleys to wards. 

The issue is not as to whether it is ideal for a particular patient to be on a trolley on a ward but rather whether 

there is any material difference between such a patient being on a trolley on a ward and the same patient 

being on a trolley in an overcrowded Emergency Department. It may well be the case that neither of those 

scenarios could be considered to be ideal from the patient’s perspective but, in the absence of what might 

be called an “ordinary” bed being available, there is no option but for the patient to be in one or the other 

situation. In that type of circumstance, the fact that being on a trolley on a ward may not be ideal does not 

mean that it would be any less appropriate than being left on a trolley in an overcrowded ED. The effect 

which the location of such patients might respectively have on the proper operation of the ED and on the 

relevant wards is also a consideration.   

Be that as it may, [Nurse E], in [their] interview with the Investigation on the 23rd February 2024 and at pages 

16 and 22 and 23 of the transcript, made clear that there were certainly a sufficient number of admitted 

patients who would have been suitable to transfer on trolleys to wards on the occasion in question should 

an instruction in that regard have been given.  

Q. But you were not told that there was any authority to 
move patients to the wards? 

 
A. No. 

Q.  And therefore it would have been possible at least in 
theory, that another 30 odd could have gone to wards 
and you probably had enough patients that, even if you 
excluded some who weren't suitable, you probably would 
have had 37 who could have gone? 
 

A.  Well from the figures that I reported in the morning 
there was 49 patients in the Emergency Department plus 
two in the Clinical Decisions Unit that were awaiting 
in house hospital beds and of that 28 were reported 
requiring isolation. 
 

Q.  Okay. There  was another 20 even if you leave out the 
isolation? 
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A.  20 odd, yeah, exactly. 
 

Q.  So there was 20 people who could have been moved to a 
ward but because the authority wasn't given for that it 
didn't happen, is that essentially that? 
 

A.  Yes. 
 

Q.  You could have picked those 20. I am sure you could 
have been asked at any time in the evening who were the 
ones that could go? 
 

A. Yeah. 

In the course of their interviews with this Investigation, the accounts previously given by [Nurse C] and [Nurse 

E] were then put to both [Senior Staff Member A] and [Nurse D]. Their contrary accounts were, therefore, 

given in the knowledge of the evidence given to the Investigation by [Nurse C] and [Nurse E]. In substance, 

their account was to the effect that the instruction was given to move admitted patients on trolleys to wards 

and that those instructions were pursued during the night in question but, for reasons which they could not 

explain, those instructions were not followed. [Nurse D] agreed with the substance of [Senior Staff Member 

A’s] account in so far as it related to the instruction being given to move trolleys with admitted patients from 

the ED to wards.  

In light of the very stark conflict between the relevant witnesses and of the fact that neither [Nurse C] nor 

[Nurse E] had been given an opportunity to comment on the evidence subsequently given by [Senior Staff 

Member A] and [Nurse D], fair procedures clearly required that [Nurse C] and [Nurse E] be given such an 

opportunity. For that reason, they were asked, and did, attend for further interview at which the accounts 

given by [Senior Staff Member A] and [Nurse D] were put to them. They fully re-iterated their original evidence 

and rejected the accounts given by [Senior Staff Member A] and [Nurse D].  

[Nurse C’s] response when [Senior Staff Member A’s] account was put to [them] at [their] second 

Investigation Interview on the 22nd March 2024 was at page 6 (emphasis added): 

Well, Judge Clarke, I suppose the gravity of the 
situation when I came on that night was so clear to me 
that by 10 o'clock I was looking for that escalation to 
happen to decongest that department. So with looking 
for a major emergency to be declared, that is the 
highest level of escalation that could be sought. So I 
had spoken to [Senior Staff Member A] at 10 o'clock to say 
that my 
department was in a major emergency situation by 10 
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o'clock because I knew, with the level of acuity and 
category 2 patients in the department. So when [they] 
came down to me and after I spoke to the consultants 
and asked them to come into the department to give 
support and clinical guidance within the department, 
[Senior Staff Member A] told me [they] would speak to [Senior 
Staff Member B] and 
come back to me with a plan. When [they] came back to me 
[they] told me that they were opening surge and when I 
said to [them] about the trolleys [they] said a decision 
around the trolleys would be made later in the night. 
I reverted back to [them] again at 3 or 3:30 again about 
trying to decompress the department and getting 
trolleys to wards. One hundred percent [they] said to me 
that the trolleys would not be going up overnight, that 
that would not happen until the following day. 

 At pages 7 and 8 of [their] second interview with this Investigation [Nurse C’s] evidence was that if an 

instruction had been given to [them] and the [Nurse E] to get patients on trolleys out of the department on 

the night in question [they] would have no reason to not follow that instruction, concerned as [they were] 

about the overcrowded situation the Emergency Department (emphasis added): 

So there would be no reason 
that if an instruction was given that I would not say, 
you know, that is exactly what I am looking for is to 
get as many patients out of the department to make it 
safer for patients within the department and staff 
within the department. So if that instruction was 
given to [Nurse E] and then to me, I would have 
no reason not to follow out that instruction, it would 
have been in my interest, in the staff and in the 
patients' interest to follow out that instruction. 
That is what I looked for to happen so early in the 
night. We all know, you know, an overcrowded emergency 
department, the risk within it, you know, that is well 
documented and I am so aware of an overcrowded -- there 
is nothing normal about it. You know, the risk to 
patient safety within an overcrowded emergency 
department. And the one thing that I looked for to be 
done early was to try and decant the emergency 
department of as many patients as possible. For me 
looking for trolleys to go on wards at 10 o'clock, by 8 
a.m. not one trolley went up. 

 And at pages 8 and 9 (emphasis added): 

Q.  Can I just read you what [Senior Staff Member A] said in 
interview with me, just so again you have an 
opportunity to comment on it. It is pages 22 and 23 of 
the stenographer's account of that interview. 
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A. Okay. 
 
Q. [They] said: "I would have rung [first name of Nurse E]", 
that is [Nurse E]: 

"...to say it was trolleys or to open the surge area 
and trolleys at ward level. I would have rung the [Title] 

in ED 
..." 
Which I think is yourself. 
"... this is all after speaking to [Senior Staff Member 

B]. I 
was very clear, and we had our 1 a.m. meeting as well, 
and that was trolleys at ward level but the information 
I was being given was that the patients didn't fit the 
criteria. My line to that is that you haven't patients 
that are suitable. You need to be able to account for 
that and document that." 
Now, I take it you do not agree that that is an 
accurate account of what happened between say 10 and 1 
a.m. on the following morning? 
 

A. One hundred percent I do not agree with any of that. 
That was not reported back to me. I looked for the 
trolleys to go up and I was told they would not be 
going up overnight. 
 

Q. Just so I am  clear about who was telling what or whom, 
the person who told you that was [Senior Staff Member A]; 

is 
that correct? 
 

A. Correct. 
 

[Nurse E’s] response when [Senior Staff Member A’s] account was put to [them] was (pages 10 and 11 

transcript of Interview with [Nurse E] 22nd March 2024): 

Q. Sure, sure, I understand that. That is something I 
will obviously have to raise with them. But so far as 

 your recollection is concerned, it remains the same as 
you told me the last day. In other words if you had 

 been given the go ahead to move patients, there were, 
we can't be sure of the exact number, but there was 
certainly a good number, upwards of 20 that could have 
been moved to wards if you had been given the go ahead 
to do it? 

 
A. That remains my viewpoint, yeah. 
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[Nurse E] also pointed out in [their] second interview with this Investigation that [they were] the most junior 

manager on duty on the night in question in terms of the operational team, and at page 8 and 9 (emphasis 

added): 

In terms of the operational team I am the most junior manager 
out of them. There is CNM3CNM3, there is an operational and 
there is an exec. Had I gone ahead and just not 
followed a direct order, I can't see how I haven't 
faced any ramifications for that or indeed it wasn't 
put on the operational handover for that night, the 
[Senior Staff Member A] when [they] handed over in the morning 
or 
indeed it wasn't addressed at the telecon in the 
morning. You know, it is a very transparent handover 
that I have to give so I can't see how that hasn't come 
back to me until now.  

For completeness, all sides to this issue were sent the appropriate relevant extracts from the interviews with 

those who had given contrary evidence to enable them to make any further observations if they wished. On 

behalf of [Nurse C] and [Nurse E], it was pointed out that it is of concern to them both that at no stage from 

December 2022 to the commencement of this Investigation in January 2024 did anybody in management 

raise the issue of an alleged failure to follow an instruction to move trolleys from the ED to wards on the 

night of the 17th December 2022 and they queried the credibility of such a serious omission going 

unaddressed in any way.  

On behalf of [Nurse C], attention was drawn to the fact that [they] had contacted [Senior Staff Member A] 

twice over the course of [their] shift in respect of [their] concerns and had prepared and sent an Escalation 

Report to UHL managers at 6.19am on the 18th December 2022 suggesting that further measures needed 

to be taken. It is suggested on [their] behalf that it would be unlikely that [they] would have made that report 

if [they were] aware that there were instructions to move patients on trolleys to wards in circumstances 

where that instruction had not yet been carried out. [Nurse D] suggested that, in the case of [Nurse E], [they] 

had not been asked to give any account to the team complying the SAR report and was, therefore, only first 

asked to deal with these matters well over a year after the events in question.  

None of the nurses from whom observations were sought in that regard departed from the accounts which 

they had already given to the investigation.  
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It thus follows that there is a stark conflict of evidence in this regard. On the one side, there is an account of 

a clear instruction being given with follow-up but trolleys were not moved to the wards and on the other side 

there is an equally clear account of it having been determined that no admitted patients on trolleys were 

going to the wards overnight despite two requests having been made for this action to be taken by [Nurse 

C]. There this matter rests. However, there are number of further matters which are at least relevant to this 

issue on which it is also necessary to comment at this stage.  

  
(d) The Role of the Performance Management Improvement Unit (PMIU) 

The PMIU (Performance Management Improvement Unit of the HSE) were involved with UHL during the 

summer of 2022. The principal period of activity occurred from July 2022 (4-6 weeks) with follow-up 

meetings from time to time over the following period. In evidence to the Investigation, the relevant 

representatives of the PMIU indicated that a particular focus of their efforts was to seek to assist UHL in the 

management of patient flow so as to minimise the extent to which patients might unnecessarily spend a 

longer period of time in the hospital than might have been required for their proper treatment. Clearly, this 

involves a matter of simple mathematics. The number of admitted patients in any hospital at any time is a 

function of the number of patients admitted and the length of time that each patient stays. Where the 

average stay of a patient is longer than that which is needed for their proper treatment, then, to that extent, 

the total number of patients present at any given time will exceed that which is required to give each patient 

proper treatment. In turn it follows that, to the extent that, consistent with proper patient care, the average 

length of time which each patient spends in the hospital can be reduced, this will lead to a proportional 

reduction in the total number of patients present at any given time with a consequent reduction on the 

pressure on beds. 

While important in themselves, it is unnecessary for the purpose of the report to go into detail on the sort of 

measures which were implemented in conjunction with the visit and assistance of the PMIU. However, to 

take some simple examples, many patients require various tests and diagnostics to assist in their treatment. 

If such processes take longer than necessary then it is likely that the patient concerned will remain in hospital 

longer than required. The timing at which patients may be discharged can also have a similar effect. It would 

appear that many discharges took place later in the day so that vacated beds only became available at an 

even later stage. Earlier discharge would facilitate a more orderly allocation and utilisation of vacated beds. 
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In like manner there can be patients who have been approved for discharge by their consultant but where 

their actual departure is delayed because the conditions necessary to allow them to actually leave the 

hospital (such as, for example, a home package being put in place for those who may be discharged to their 

own homes or appropriate arrangements made in a step down facility for those who may be discharged to 

such a facility) are not in place. There is an account elsewhere in this Report of the effect of the measures 

adopted in conjunction with the PMIU on overcrowding in the ED. However, for the purposes of the current 

issue, a question arises as to the effect which the views of the PMIU had on the issue of admitted patients 

on trolleys being placed on wards.  

There is no doubt but that, in an ideal world, it is undesirable that patients find themselves on trolleys on 

wards. Those patients do not have the same immediate facilities available as are present in respect of what 

might be called an “ordinary” bed on a ward. Likewise the presence of patients on trolleys has the potential 

to impair measures designed to improve patient flow. There is no doubt that one aim of the PMIU was to 

attempt to diminish the extent to which reliance was placed on admitted patients on trolleys being moved to 

wards as a means of dealing with the ordinary demand on beds in UHL. To the extent, for example, that 

patient flow could be improved so that the total number of patients present at any one time might be reduced 

then the need to place admitted patients on trolleys on wards would be reduced or, indeed, eliminated.  

However, the issue which emerged in the course of the evidence before this Investigation concerned the 

question of whether, in substance, the PMIU had indicated that admitted patients should not, under any 

circumstances, be placed on trolleys on wards. A number of nursing witnesses gave evidence that it was 

their understanding that the PMIU had recommended against trolleys being placed on wards. However, not 

all of those nurses had themselves been involved in discussions with the PMIU but rather in some cases 

were indicating their understanding, from others, as to the position adopted by the PMIU. In addition it should 

be noted that, as a result of measures adopted in conjunction with the PMIU, it transpired that it proved 

possible not to place admitted patients on trolleys on wards for some period of months up until the 24th 

October 2022. However, on that date some patients were placed on wards because of the particularly high 

number of admitted patients for whom ordinary beds were not available on that occasion. When that 

occurred the INMO wrote to [Senior Staff Member C] in the following terms: - 

"we refer to a 
retrograde step taken by the University of Hospital 
Limerick at the weekend to place additional patient 
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trolleys on corridors when a Review Group appointed by 
the HSE eradicated the practice from this hospital. 
The action taken this weekend by management is viewed 
as unsafe, counterproductive to the patient flow 
processes that were progressing well while the review 
team were on site for a shorter period of time".  
 
In [their] evidence to this Investigation [Senior Staff Member A] referred to what [they] understood to be the 

position of the PMIU in the following terms (pages 7, 8, 9 and 10 transcript of Investigation Interview 4th 

March 2024) (emphasis added):- 

Q. No, no, I appreciate that. But your understanding from 
your interaction with the PMIU personnel was -- could I 

 just be clear exactly what it was, was that patients 
shouldn't go to wards at all? 
 

A. On trolleys. 
 
Q. On trolleys? 
 
A. On trolleys, yeah. 
 
Q. I can see why that was a concern to you. Before we 

leave the escalation issue, I just want to be clear 
were you personally at meetings that involved personnel 
from the PMIU where it was said that trolleys, boarded 
patients shouldn't be going to wards? 
 

A. Yes, yeah. 
 
Q. The impression you got, correct me if I am wrong, was 

that the PMIU were suggesting that there shouldn't be 
1 
trolleys, boarded patients on trolleys going into 
wards? 
 

A. Yes and I think that is what created challenges, I 
suppose, for the operational office, you know, knowing 
that, you know, yes trolleys should have gone to ward 
areas based on the activity in ED to deescalate the ED 
and try and, you know, mitigate the risk across site as 
such. That was a challenging piece there, you know, 
because we didn't have a clear escalation then at that 
stage to say okay, if we have 20 boarded in ED then we 
escalate, we move to trolleys at ward areas so that was 

 a grey area there then. 
 

It followed, therefore, that there appeared to be an issue as to precisely what the PMIU had recommended. 

With that in mind the representatives of the PMIU who were part of the team which attended UHL were asked 

for their observations on this issue. In substance their account was consistent with the fact that they had, 
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indeed, recommended that measures be taken to attempt to reduce or eliminate the need for admitted 

patients to be placed on trolleys on wards and that the patient flow measures adopted should have led to 

such a situation.  

However, the PMIU was equally clear that their advice did not suggest that patients should not be placed on 

trolleys on wards in circumstances where that was necessary, not as a matter of ordinary practice, but on 

occasions of particularly heavy numbers of patients awaiting beds. It should also be added that the PMIU 

made clear that they considered that other decongestion measures, such as the opening of surge facilities 

in wards not currently in use, should be adopted before placing trolleys on wards. However, the PMIU were 

clear that they accepted that, where appropriate patient flow measures together with the opening of 

appropriate surge facilities proved inadequate to release the strain on the number of admitted patients on 

trolleys in ED, then it was appropriate to relieve that strain by placing admitted patients on trolleys on wards. 

It was also the evidence of the PMIU that the sharing of the burden of dealing with such patients between 

ED and such wards as could accommodate a small number of additional patients on trolleys was the 

appropriate way to minimise the overall risk to patients. This approach was entirely consistent with the expert 

evidence given to me by Dr Doyle and Ms. Burns.  

Obviously, in an ideal world, none of these measures would be necessary. However, where, for whatever 

reason, there is a significant excess in the number of patients who had been admitted and not yet actually 

discharged compared with the number of ordinary beds available, then those additional patients must go 

somewhere. All of the evidence presented to me suggest that, therefore, in appropriate cases, some of those 

patients may be required to be placed on trolleys on wards. The alternative is to create a greater overall risk 

by excessively overcrowding the ED.  

In any event, the evidence of the PMIU was clear and to the effect that they had not indicated that it was 

inappropriate to place trolleys on wards in any circumstances. However, it was indicated that same should 

be only done where necessary and where the alternative, in effect, was to leave the Emergency Department 

excessively overcrowded.  

In this context, it became important to discuss with the Senior Managers in UHL who were involved in 

meetings with the PMIU as to what their recollection was of the PMIU position. It would not appear that any 

formal written recommendations were made (although there are slides used at presentations) so that the 

position of the PMIU was set out at a variety of meetings with managers.  
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[Senior Staff Member D] told this Investigation that the first action mandated by the PMIU in the summer of 

2022 was the removal of trolleys from the wards, an action which [they] objected to (page 42 Investigation 

Interview 8th May 2024) (emphasis added): 

Regardless of what you have told to date by anyone else, I can 
leave you in no doubt that the first action mandated, and I 
use the word mandated because it is a strong word, by the PMIU 
was to remove ward trolleys. I can give you evidence of where 
that is stipulated in their presentations to us and evidence 
of where they willingly will show how ward trolleys went to 
zero very quickly after their intervention. I resisted that 
strongly. I clearly articulated to them when I met with them 
that the risk assessment undertaken by [Senior Staff Member F] 
on ward trolleys in the Emergency Department was a risk rating 
of 25 out of 25, the highest level it can be. The risk rating 
of a patient admitted on a trolley on a ward was an Amber 9. 
Despite that they still proceeded with the mandate to remove 
ward trolleys.  
 
 

[Senior Staff Member E] was on leave when the PIMU were active in the hospital. [Senior Staff Member E] 

stated at interview that while [they] would prefer if there were no trolleys at ward level in UHL (page 55 

Investigation Interview 8th May 2024):  

.. but in UHL it is a 
release valve and it is a safety issue and I had it 
risk assessed many times. The risk is nine on a ward 
where it is 20 red in an ED. So you are going from 
Amber to Red so this is the situation.” 
[Their] evidence to this Investigation was that when [they] returned from leave in 2022 (page 55 Investigation 

interview): 

The PMIU, I studied all the data when I came back when I 
got hand back and it is very clear there in 
presentations it is the first goal objective, remove 
ward trolleys. There is also graphs around it. There 
was a number of road shows with staff that I checked 
with my comms team, many many staff turned up and it 
was quite directive to remove ward trolleys and it was 
supported by the INMO and of course the ward staff, 
which again I understand from a ward staff perspective. 
 

[Their] evidence was that when the activity level began to rise in the ED, [they] issued a directive to place 

patients on trolleys on wards (page 56 Investigation Interview, emphasis added): 
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As soon a I saw the activity rise in ED, some days there was 
30 on trolleys from the date in October. 
I issued the directive. The INMO objected strongly, 
 

Those nurses, who had to make decisions on the ground, appear to have understood that the PMIU had 

cautioned against patients going to wards on trolleys. This appears to have been the understanding too of 

[Senior Staff Member D] and [Senior Staff Member E], albeit [Senior Staff Member D] refers to it as a 

mandate and [Senior Staff Member E] as an objective. 

In light of the evidence of [Senior Staff Member D] to the effect that there was no confusion about this matter 

and of the evidence of [Senior Staff Member E] to the effect that [they] had issued a directive that trollies 

were to go to wards, the Investigation raised further queries on this issue.  The fact remains that the evidence 

(including passages already cited) from Nurse Managers on the ground made reference to the fact that the 

PMIU recommendation/requirement/mandate concerning ward trollies remained an issue in December 

2022.   

[Senior Staff Member D] responded by email dated the 29th May 2024 deferring on this issue to [Senior Staff 

Member E] and stating that it would not be part of [their] function as [Senior Staff Member D] to provide an 

instruction to non-executive nursing personnel that moving trolleys to wards was approved by [Senior Staff 

Member E]. 

In [their] response [Senior Staff Member E] referred this Investigation to the minutes of meetings at which 

the issue of ward trollies was discussed. The first such meeting took place on 23rd October 2022 and is 

described as an “Extraordinary Executive Huddle”. On this date there were 40 ED trolleys in use at 8am and 

no ward trolleys. Those attending included [Senior Staff Member G], [Senior Staff Member C], [Senior Staff 

Member D], [Senior Staff Member H], [Senior Staff Member B], [Dr H], [Senior Staff Member I] and [Senior 

Staff Member J]. This document records actions completed which includes “One trolley to be placed on each 

ward with admitted patient from ED”, this is marked as “completed” and another action: “[Senior Staff 

Member J] to inform wards that patients from ED will be placed on trolleys onwards”…this is marked as 

“completed”. [Senior Staff Member J’s] communication is not included. 
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There is an email from [Administrative Support Staff A], to [Administrative Support Staff B], dated 24th 

October 2022 which refers to “Directive from the A/CEO & HOS that an admitted patient is transferred to 

the wards where there is a confirmed discharge-8 trolleys on wards”. 

Also included were minutes of DOSH meetings (Daily Operational Safety Huddle Notes) for the 25/10/2022 

(being the day after ward trollies were first used after a period of their not being used for some months) and 

4/11/2022. These minutes were emailed to a number of staff including [Senior Staff Member A] and [Senior 

Staff Member K]. There is, therefore, no question but that there was a discussion about the use of ward 

trollies at this time and it is also clear that ward trollies were being used to a material extent as a means of 

decongesting the Emergency Department.   

However there does not seem to be evidence of a clear direction to Nurse Managers on the ground as to the 

various changes in policy which appear to have taken place.   

[Senior Staff Member E’s] evidence to this Investigation on the issuing of a directive in October 2022 that 

trolleys with admitted patients were to go to wards from the Emergency Department once the threshold was 

reached was put to [Nurse C] in [their] in [their] capacity as [Title] at the time.   

[Nurse C], by email dated the 14th June 2024, responded with the following observation: 

'In late October, as the winter surge began trolleys began to be moved again from ED to wards but this was 

not as a result of any directive formally communicated to us as operational managers. If there was a 

directive, we never got it. No meeting was called, no communication happened, certainly at my level. This 

change of practice just seemed to happen but on an ad hoc basis'. 

A review of a spreadsheet provided by the PMIU setting out the figures for ward trolleys and ED trollies 

between 1st January 2022 and 17th April 2024 is instructive. This spreadsheet is annexed to this Report at 

Appendix 9. 

It will be recalled, in that context, that the PMIU were on site in July 2022. Between the 19th of July and the 

23rd of October, the spreadsheet suggests that no ward trollies were used. However, during that period, there 

appear to be approximately 44 days on which the number of ED trollies exceeded the protocol threshold of 

23 so that, in accordance with the Decongestion Protocol, ward trollies might well have been used. It may 

be that, on some of those days, it was, or would have been, possible to alleviate the situation in ED without 

using ward trollies. The spreadsheet does not offer any information on that question. However it seems 
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abundantly clear on the evidence that the protocol was not operated during the period between the 19th July 

2022 and the 23rd of October 2022 where there at least a significant number of days when the Protocol 

would have suggested that ward trollies be used.   

It is next necessary to look at the period between 24th October 2022 (when ward trollies were again in use), 

and the period immediately before the events with which this Report is concerned. During that period, while 

there are regular instances of ward trollies being used, there seems to be approximately 10 to 12 days when, 

despite the protocol threshold of 23 ED trollies being exceeded, ward trollies were not used. It may again be 

the case that, on some of those days, other measures may have been taken to bring the number of trollies 

in the ED below 23 without the need to deploy ward trollies. However, this analysis suggests that, while a 

decision had clearly been made to again use ward trollies on occasion, the full operation of the protocol may 

not have been universally applied.   

This situation would have given credence to the impression that the PMIU had adopted a position which 

either, on one view, recommended against the use of ward trollies or, on another view, mandated that they 

not be used at all. The evidence supports the view that a decision was made at senior level, in late October 

2022, to go back to the use of ward trollies in accordance with the protocol. It would also have been clear to 

all those involved that ward trollies were, in fact, being utilised on at least some occasions. It follows that the 

evidence supports the view that Senior Managers went along, in some cases quite reluctantly, with the 

position of the PMIU up and until the latter part of October 2022 but decided at that time, to reverse the 

position and go back to the use of ward trollies in accordance with the Protocol in that regard. While that 

position is undoubtedly clear on the evidence, it is not at all clear that this formal position of adopting and 

later reversing the PMIU position had been fully communicated to Nurse Managers on the ground and that 

the reversal of policy was being fully implemented. 

In that context, [Senior Staff Member A], who was on duty on the 17th December 2022 said in [their] 

evidence to this Investigation (pages 6 and 7) said on the issue of escalation and trolleys going to wards 

(emphasis added): 

It is quite challenging in that it depends on the Exec that 
you have on call, you know, whether trolleys go to 
ward areas, boarded patients go to ward areas, whether 
we open the surge areas, extra capacity. I suppose 
with the PMIU coming in July, that also affected 
decisions being made, I suppose looking at whether 
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trolleys went to ward areas or not. September there 
was zero, October there was zero. You know, there were 
some elements of trolleys going up in November and I 
suppose 23 out of 31 days trolleys went up to ward 
areas in December. So it wasn't consistent, it was 
depending -- it was dependent on the Exec on call 
really. 
 
[Senior Staff Member A] also stated (pages 7 and 8 Investigation Interview): 

But your understanding from 
your interaction with the PMIU personnel was -- could I 
just be clear exactly what it was, was that patients 
shouldn't go to wards at all? 
 
A. On trolleys. 
 
Q. On trolleys? 
 
A. On trolleys, yeah. 
 

At [their] interview with this Investigation [Senior Staff Member K] page 6: acknowledged that trolleys were 

going to wards end of 2022 and said (emphasis added): 

In December that year, including up 
to the 31st December we had about 23 times trolleys 
went up because it got busier but we were still 
discouraged in putting up trolleys. 
 

As regards the PMIU [Senior Staff Member K] gave evidence (page 9): 

I am aware that the PMIU were involved over that 
period. But could I just nail down, so far as you were 
concerned where did the information come to you that 
they were, I think to use your own phrase, discouraging 
trolleys being put on wards? 
A. From the CDON to the Directors of Nursing down to the 
ADONS, it came down the channel. 
 

At page 10 of [their] transcript this Investigation asked [Senior Staff Member K] about [their] evidence to the 

previous review which led to the SAR Report that trollies were not going up to wards because of the unions 

(emphasis added): 

There was just a phrase that I think you used in your 
interview, you said, it is on page 17 of the 
transcript: 
"No because we didn't put up trolleys because the 
unions had been in before and we weren't putting up 
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trolleys at that point at all." 
Could you just elaborate on what you meant by that? 
 
A. That was along with the PMI Unit, the unions had, you 

know what I mean, that is why the PMI unit came down. 
Like they are trying to protect the staff on the wards, 
you know, it is all working together. 
 

Q. Sure. So it was both the PMIU and the unions were 
discouraging if you like? 
 

A. Yes because the staff went to unions because they were 
getting these extra trolleys up which meant they were 
having extra work to do. 

 

The minutes of the meetings earlier referred to also make clear that there were those who raised safety 

concerns regarding the escalation plan for admitted patients in ED. That is consistent with the position 

adopted by the INMO in the letter to which reference has already been made.   

In that context it is important to make a distinction between two different sorts of situation. The view of 

Senior Managers in UHL was to the effect that the risk to patients on ward trollies was significantly less than 

the risk of the same patient being on a trolley in ED. Reference has already been made to the evidence of 

[Senior Staff Member D] and [Senior Staff Member E] in that regard. That might be described as a more 

general question as to whether ward trollies were a safer option in circumstances where patients had to be 

on trollies somewhere within the hospital.  

However there is a more specific question which arises in the context of the decongestion protocol. That 

issue concerns whether, whatever may be the situation that applies generally, it can be said that there is a 

greater risk to patients being on trollies in an overcrowded ED, on the one hand, as opposed to being on 

ward trollies, on the other. In other words, the distinction is between whether ward trollies are safer in any 

event, or whether they are at least safer where the alternative is to leave patients in a significantly 

overcrowded ED.   

Having regard to the observations made at the meetings to which reference has been made above and the 

relevant letter from the INMO, the Investigation wrote to the INMO with a view to ensuring that their position 

was fully and fairly set out in this Report. That letter drew specific attention to the distinction just made 

between the use of ward trollies generally, on the one hand and the use of ward trollies in circumstances of 

an overcrowded ED, on the other. The response of the INMO dated 12th June 2024 was as follows:-   
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“The INMO is an independent professional Trade Union. We negotiate agreements regarding patient flow at 

a national level with the HSE and participate in their implementation at a local level. When it is reported to 

us by our members that the agreement is not being implemented – we raise this with management at the 

hospital level. The current national agreement (attached for ease of reference) – sets out the need to de-

escalate overcrowded wards. It is a matter of consensus that trolleys on inpatient wards are not the solution 

to ED overcrowding, the evidence is that when hospitals move to stage 3, of the escalations protocol, this 

must be managed in a standard way as set out with a follow-on de-escalation plan.  

While the INMO did not agree to the Full Capacity Protocol in the 2016 WRC proposals, these proposals were 

accepted by ballot of members, and it is a matter of fact that the Full Capacity Protocol has been 

implemented in many hospitals including University Hospital Limerick since 2016. The INMO has seen 

positive outcomes in many acute hospitals where this escalation plan is implemented consistently and in a 

planned way e.g. Waterford University Hospital, Beaumont Hospital, Connolly Hospital. Our criticism of the 

approach taken in University Hospital Limerick is that the use of trolleys was a constant feature without 

implementing all steps in the escalation protocol and without any de-escalation plan. Therefore, it is this 

practice that was and is objectionable. Furthermore, the HSE policy at stage 3 provided for, as a step in the 

escalation process, the placement of additional trolleys/beds on each inpatient ward, and the INMO did not 

in our correspondence dated 25th of October 2022 threaten or object to the HSE utilising this policy 

appropriately. Where there is a major surge of activity and excessive overcrowding there is a system wide 

escalation policy in place of which trolleys on wards is one part only of step 3 (page 9 of System Wide 

Escalation Framework and Procedures). In addition we would have expected the HSE national major incident 

protocol to be implemented by management on these occasions.” 

The INMO made the point that it is their view that once the expert review team was not present “old habits 

returned, with a lack of adherence to the escalation framework leading to constant overcrowding 

throughout the hospital which remains the situation today..” and that as a professional Trade Union, the 

INMO is obliged to raise matters of concern to its members particularly concerning “poor oversight or non-

adherence to agreements brokered with management”. 

Ultimately the position seems to be that there remained in place at all material times a clear protocol 

requiring the use of ward trollies when certain thresholds were met. However a decision was made not to 

operate that protocol for a period as a result of the intervention of the PMIU in the summer of 2022 with a 
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subsequent decision in late October 2022 to reverse that position and go back to the operation of the 

protocol.  

The evidence does not suggest that there was clear communication to nurse managers on the ground as to 

that revised policy. This is an issue raised by this Investigation with Senior Managers and is referred to in 

Chapter 9 in that context.  

(e) A Second Conflict of Evidence 

In the context of the trolleys question, a potential additional factual issue arose in the course of evidence 

concerning whether or not there had been any interaction with [Senior Staff Member C] on this question on 

the evening of December 17th 2022. In the course of [their] interview with the Investigation, [Senior Staff 

Member A] indicated that [they] had had a limited interaction in that regard. On [their] account, in the course 

of a telephone conversation relating to other matters, [they] did refer [Senior Staff Member C] to the question 

of trolleys going on wards. [Senior Staff Member A] stated at page 24 of the transcript of [their] Investigation 

Interview. 

Q. The other thing, did I read somewhere there was some 
 contact was it with [Senior Staff Member C]? 
 
A. [Senior Staff Member C] for just to check on a 
 colleague really and I discussed the situation in the 

department. I discussed around the surge area opening 
and trolleys to go to ward areas. I suppose [their] 
concern was what was the release valve the following 
day if we put a round of trolleys up overnight but that 
was only a general discussion. The discussion with 
[Senior Staff Member B] was trolleys, we will run around 
with trolleys and 

 open surge, which is the surge in the day ward 
 

However, when [Senior Staff Member C] was interviewed by this Investigation on the 29th April 2024, while 

agreeing that [they] had the relevant unrelated conversation with [Senior Staff Member A], [they were] clear 

that there had been no interaction in respect of the trolleys question (pages 37 and 38 transcript of 

Investigation Interview):  

Q. We know, in fact, it didn't happen. The opening of the 
surge facility did happen but the trolleys on wards 
didn't. Had you any involvement in any decision making 
around that personally? 
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A. I had no input at all in those decisions, no. 
 
Q. Had you any discussions with anyone about it? 
 
A. On the night in question, no. 
 
Q. Yeah, on the night in question? 
 
A.  No, I had no discussion in relation to ward trolleys or 

surge plans on the night in question. 
 
Q. Sure, I don't need to know the detail of that. Did 

anyone say anything to you about the fact it was fairly 
overcrowded on that occasion? 
 

A. There was no reference to any Category 2s, 3s. It was 
nearly -- I suppose it is busy and ED is always busy. 
But there was no minutiae in relation to the extent to 
which how busy it was. 

 

In light of that apparent difference of recollection, both [Senior Staff Member C] and [Senior Staff Member 

A] were written to and their attention was drawn to the potentially differing accounts on the matter which 

they had given to the Investigation.  

[Senior Staff Member C] responded by email dated the 8th May 2024 stating that the purpose of the call 

which was initiated by [them] related to a XXXXXX matter and that while [Senior Staff Member A] did refer to 

the fact that the ED was busy 

 “there was no details pertaining to trolleys, surge capacity, or decongestion measures discussed. It is further 

the case that there was no discussion pertaining to the numbers of patients triaged as being within the 

various Manchester System categories. Had my advice been sought on the management of these matters 

in the course if this conversation I would have provided it, however, it was not.” (emphasis added) 

[Senior Staff Member A] responded by email on the 11th May 2024, and after setting out the plan [they] 

agreed with [Senior Staff Member B] to deal with the overcrowding in the ED including the opening of the 

Surgical Day Ward (capped at 7 beds) and the placing of one round of admitted patients on trolleys to ward 

areas, stated (emphasis added): 

“Management plans on the night were clearly communicated by myself to [Senior Staff Member C].” 

In a further email dated the 28th May 2024 to this Investigation [Senior Staff Member A] stated 
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“Of note when I advised [Senior Staff Member C] that I planned on opening Surge and placing one round of 

trolley’s at ward level, with regards to the trolley’s [they] did ask “what was the release valve for tomorrow” 

(Sunday) if this occurred but to follow up with a discussion with [Senior Staff Member B].”  

That observation also raises a question, to which it will be necessary to refer elsewhere in this Report, as to 

the relative roles of [Senior Staff Member A] on the one hand, and [Senior Staff Member B], on the other 

concerning the implementation of de-escalation measures.   

When the potential conflict of evidence between [Senior Staff Member A] and [Senior Staff Member C] was 

put again to them by sending them a draft of the proposed section of this report dealing with that question, 

[Senior Staff Member A] reiterated [their] position. [Senior Staff Member C] denied that [they] posed the 

question “what was the release valve for tomorrow”. [They] reiterated [their] previous evidence to the 

investigation and did note that [they] “did provide an instruction for trolleys to go wards the following 

morning” when [they were] appraised of the situation. The conflict of evidence, therefore, remains and is of 

some importance having regard to the fact that, on [Senior Staff Member A’s] account, [Senior Staff Member 

C] was, at least to a limited extent, appraised of the situation the previous evening and informed that there 

had been a decision reached, subsequent to the discussion between [Senior Staff Member A] and [Senior 

Staff Member B] for trolleys to go the wards.  

There remains, therefore, a conflict between [Senior Staff Member A] and [Senior Staff Member C] as to 

[Senior Staff Member C’s] knowledge of the situation in the Emergency Department and the plans put in 

place to deal with the surge, including the placing of admitted patients on trolleys on the wards, on the night 

in question. 

It is next necessary to turn to the x-ray issue. 

5.2 The X-Ray Issue   

As noted earlier, one of the issues of fact that emerged relates to the circumstances in which Aoife had an 

x-ray taken early on the morning of Sunday December 18th. When interviewed by me, a point was made by 

the family’s solicitor that circumstances surrounding that x-ray provided an occasion when attention might 

properly have been drawn to Aoife’s worsening condition. On that basis it was said to be one of a number of 

opportunities which were missed which could have led to Aoife being treated earlier with obvious 

consequences for the prospects of a better outcome.  



 
 INDEPENDENT INVESTIGATION, UNIVERSITY HOSPITAL LIMERICK  

  

Page | 58 
 

As already noted, the SAR Report had dealt with this matter although it had suggested that no x-ray was in 

fact taken. The details in respect of both “arrival” of the x-ray request and the timing of the taking of the x-

ray itself are also set out earlier.  

[Dr D] did give evidence both of ordering the x-ray concerned and of the fact that, in [their] recollection, 

porters arrived to bring Aoife to the x-ray department in circumstances where those porters were, apparently, 

unhappy that it was said that she did not feel in a position to go with them. [Dr D] stated, page 18 of [their] 

Investigation Interview transcript: 

Yeah, so generally with patients where there is no 
obvious source or where you are trying to find a source 
of, say, sepsis, you would do bloods, blood cultures, 
urine, chest x-ray to find a source. So as the routine 
part of the work up I ordered a chest x-ray. When the 
porters came to fetch her for the chest x-ray, mum said 
she didn't feel up to it, can they wait a little bit 
and the porters said fine. So the chest x-ray when I 
was still there, I didn't get to see the chest x-ray, I 
am not sure if it was done. 
 

And at page 19: 

I think as I was leaving 
the room I do remember hearing mum say that she didn't 
feel up to it, could you wait and the porters I think 
were slightly annoyed to be honest because they had 
come all the way to fetch her and then she said no. So 
that is the interaction I recall. 
 
 

Evidence was also obtained from [Health and Social Care Professional Staff Member A]. [They] indicated that 

the normal practice was that there was a Health Care Assistant assigned to the Radiography Department 

who would be tasked with bringing patients, who required an x-ray, from the ED to x-ray. The two locations 

are, in fact, very close together. However, in the recollection of [Health and Social Care Professional Staff 

Member A], [Health Care Support Staff Member A] was on a coffee break when the request for an x-ray for 

Aoife came in and, therefore, porters were asked to collect her instead. 

In the circumstances [Health and Social Care Professional Staff Member A] gave evidence that Aoife did not 

come back with the porters and, sometime later, [Health Care Support Staff Member A] did bring Aoife in a 

wheelchair from the ED for her x-ray. The records suggest that the x-ray request “arrived” at 5:53. On the 
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evidence this seems to refer to the fact that the request by a doctor for an x-ray arrives electronically in the 

x-ray system and does not suggest that the individual who was to have the x-ray taken had actually arrived 

in the x-ray department. The x-ray itself appears to have been taken at 7:05 so that the record suggests that 

there was a gap of well over one hour between the request being made and the x-ray actually being taken. It 

does not appear that there were a very large number of x-rays to be taken on the occasion in question which 

fact might have explained such a delay being simply caused by the number of patients awaiting the 

procedure. On that basis the delay is consistent with the fact that there was an initial difficultly, of whatever 

type, with Aoife attending for x-ray. Finally it should be said that [Health and Social Care Professional Staff 

Member A] added that Aoife was able to stand for the x-ray but that she was “wobbly”.  

The evidence that had been accumulated from the hospital at this stage was sent to the solicitors for the 

family for their observations. In addition it was determined that it would be appropriate to seek to interview 

the porters concerned (if they could be traced) and [Health Care Support Staff Member A].  

The family’s solicitors responded by letter dated the 30th April 2024 which is annexed at [Appendix 10].   

This Investigation made enquires of all porters who were on duty on the morning in question and those 

individuals have no recollection of events on the morning of the 18th December as they pertain to Aoife. 

A synopsis of the evidence of [Health Care Support Staff Member A] is set out in the chronology section of 

Chapter 4. 

Mr and Mrs Johnston are adamant that they did not advise any porter that Aoife did not feel up to going for 

the x-ray. Their position is that they interacted with a female who came to take Aoife for the x-ray. Mr and 

Mrs Johnston’s solicitor advises that Aoife’s parents were told that they were not needed when they asked 

to accompany Aoife to the x-ray. Mr and Mrs Johnston have instructed their solicitor that this interaction 

happened before Aoife was seen by a doctor. 

The solicitors in their correspondence of the 30th April 2024 also stated that the x-ray concerned was not 

included in the bundle of records received from the hospital. It was also pointed out that [Health and Social 

Care Professional Staff Member A] at interview advised that Aoife was relatively well and stood up for the 

chest x-ray while the evidence at the Inquest was that from approximately 2.30am on the 18th December 

Aoife was not able to go to the toilet without the assistance of a wheelchair. 
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In light of the indication by the family’s solicitors that the family had not received Aoife’s x-ray this 

Investigation by email dated the 7th May 2024 contacted the office of the CEO of UL Hospitals Group (“CEO 

ULHG”) and asked that Aoife’s x-ray be sent to the family’s solicitor. The office of the CEO replied by email 

dated the 8th May 2024 indicating that clarity had been sought as to which x-ray the solicitors were seeking 

as the hospital had, it was said, previously provided the 3 x-rays that were completed. Aoife’s x-ray was 

provided to this Investigation. The hospital responded to a request by this Investigation that the x-ray also be 

provided to Aoife’s family’s solicitors indicating that they were happy to provide it once the request was made 

by the solicitors in line with FOI.  

On providing the family’s solicitor with the proposed section of this Report dealing with this issue, it was 

pointed out that the Johnston family’s legal team had received a chest x-ray report for Aoife dated 18th 

December 2022 which referred to the x-ray taken at 7.09am. This document states “Indication: Post 

Intubation”. The expert assisting the Investigation, Dr Doyle, reviewed the notes and suggested that Aoife 

was intubated between 10.43am and 10.48am on the 18th December 2022 and that the indication 

concerning intubation for the x-ray taken at 7.09am on the 18th December was incorrect. Aoife was not 

intubated at that time. 

A further query was raised by the Investigation with the hospital. The email response dated the 8th July 2024 

confirmed that chest x-rays were ordered for Aoife at 5.51am, 12.03pm and 21.28pm on the 18th December 

2022. The hospital confirmed that Aoife was intubated at approximately 10.45am on the 18th December 

2022. 

The response from the hospital was sent to the Johnston family’s solicitor as was the draft section of this 

report dealing with this conflict. Their observations were received by the Investigation on the 10th July 

2024.  

The family are not at all satisfied with the response from the hospital and believe that they have not been 

provided with an x-ray which on their account was taken in the earlier hours of the morning. They dispute 

the account of [Health Care Support Staff Member A] who took Aoife for x-ray at 7.09am, suggesting that 

Aoife was slipping off the trolley by that time and that her father was unable to hold her.  

Mrs Johnston says that Aoife was wearing a red “snoodie” when she returned from x-ray and that this was 

removed by a nurse at some point during the night to in an effort to bring down Aoife’s temperature. The 
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Johnston family are adamant that Aoife went for an x-ray early in the morning before seeing a doctor and 

that the time provided by the hospital for the x-ray is incorrect. They believe that this was another lost 

opportunity for Aoife’s care to be escalated. It is clear that this issue is a source of great distress to the 

family. This Investigation cannot, regrettably, resolve this conflict. It is unfortunate that the x-ray records 

provided are inaccurate, which seems to be accepted by the hospital, and it would be appropriate for the 

hospital to provide an explanation to the Johnston family for this. 

Before leaving the question of the X-ray issue, it is necessary to refer to a complaint made on behalf of Aoife’s 

parents to the effect that they were not involved in any way in the finalisation of the SAR report. It will be 

recalled that certain Senior Managers were shown a draft of that Report and then interviewed in the context 

of what was described as Quality Control. No such facility was afforded to the family or their representatives. 

It has been confirmed on behalf of the CEO of the HSE that it is within my Terms of Reference to comment 

on this matter.   

Whatever may be the merits of involving those who may have suffered as a result of an incident (or their 

relatives where there has been a tragic outcome) in a Review, the fact that Aoife’s parents were themselves 

directly involved in some of the issues does suggest that it would have been more appropriate that they 

would have been at least given an opportunity to comment on those aspects of the Report which directly 

involved them. The X-ray issues which emerged during the course of this Investigation might well have been 

clarified at an earlier stage had that facility been granted.  

5.3 The Doctors Issues 

There are a number of differences in recollection between the accounts given by, on the one hand, nurses, 

and, on the other hand, doctors, and, indeed, in one instance between doctors, concerning some of the 

events on the occasion in question.   

The first issue concerns the extent to which the Registrar assigned to the zones was actually working in the 

Resus area for some of the night shift.   

[Dr D] gave evidence at page 5 of [their] Investigation Interview:-  

Q. So was it fair to say that a lot of the time both 
registrars were in the Resus? 
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Yeah, the only time I really recall seeing one of the 
registrars 

the whole night was when I, in passing, just 
after I had been into the room to see Aoife, I came 
out, I was having a quick look at the antibiotic 
guidelines on the computer and I was starting to write 
down her notes and I just mentioned something about her 
to [them] in passing, and that is the only time I can 
recall seeing any registrars at that time of night. 

 Because they were in Resus the whole time? 
 
A. They were in Resus yeah, they were busy. 

 

However, [Dr B]’s position is that [they were] the Registrar assigned for the zones and Paediatrics and that 

[they were] for the majority of [their] shift in those areas apart from a couple of hours when [they] assisted 

in Resus and then returned to the area to which [they were] primarily assigned (page 4 of [their] interview). 

Q. As in between the zones and the paediatrics, have you 
any recollection of were you spending more time in 
paediatrics or more in the zones? 
 

A. Because we had assigned [Dr D] to look after in 
Zone A, because that was where all of the action was 
going on for that night, as far as I can recall we were 
okay with the other two zones, say Zone B and C were 
okay. But I was moving between Zone A and looking 
after the paediatric patients that night. 
 

Q. Okay? 
 
A. But for some time I had to move out to help in the 

Resus, which I did for a couple of hours and then I 
came back to where I was assigned primarily. 

 

There is, therefore, something of a difference between those two doctors as to the extent to which there 

actually was a Registrar working in the zones for a significant portion of the shift. It is agreed that the 

Registrar in question did work in Resus for a period but [they put] that period as being much shorter than 

the account given by [Dr D].   

In the same context it is worth noting that the reason given by [Dr B] for going in to Resus was [their] own 

estimation of the situation in Resus. When asked how [their] going into Resus came about [Dr B], in response 

to Dr Doyle, page 19 Investigation Interview (emphasis added): 

what happened was because, as I said, we would have the white 
board in front of us and 
we could see as to what is the number of patients that 
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are in the Resus at a particular point in time. So it 
was totally my decision and that is what I did is I 
just went in and I asked them if there is anything I 
could do to help relieve the patient load or if there 
is anybody who could be moved out, if they need some 
manipulation or anything at all. What I was told by 
one of the nurses in the Resus was that there were 
three neck of femur fractures who had been waiting on 
getting a block. So I called [Dr I]down to 
the Resus and I said to them we have three neck of 
femur fractures so if I deal with them while [Dr C], [they 
are] dealing with the rest of 
the emergencies, I think there were two STEMI calls or 
whatever was coming through the door that night. That 
was an understanding between myself and [Dr J] for me to go in 
and help to phase out the 
three patients in question. 
Q. Okay. So as far as you could see, looking at the 
totality of what was happening in the department, you 
felt this was something that was a priority for you to 
do? 
A. It was because at that point in time what I could see 
was in our seven bay Resus there were upwards of 15 or 
16 patients. I mean in addition to the 7 bays there were maybe 
9 patients out around the -- I mean around 
the corridor in the Resus. So that is what I thought. 
I mean that is what I thought, even if one of them is 
-- all I needed was I just needed one cubicle to help 
with those three patients and that is what I did, I got 
one cubicle and I was able to block the three of them 
and get them moving. 

 

It does not appear on [Dr B]’s evidence that there was any general discussion about whether [they] would 

be better deployed in the zones or in Resus but rather it appears to be a decision [they] took on [their] own 

having regard to [their] assessment of the undoubtedly difficult circumstances that applied in the 

department on the night in question.   

In accordance with the procedures adopted by the Investigation, a draft of that portion of this report, which 

deals with the difference of recollections between [Dr D] and [Dr B] concerning the extent to which [Dr B] 

was in Resus during the night shift, was sent to the doctors concerned. [Dr D] clarified that, because [they 

were] under great pressure having regard to the very large number of patients to be seen, [they] had, as 

[they] put it, “put [their] head down” for much of [their]  shift. While there is, therefore, a remaining difference 

of recollection between the two doctors concerned, it may well be explicable by the fact that neither doctor 

was focused during that shift on anything other than the very large number of patients who were categorised 

within Category 2 and who were awaiting being seen by one or other of them.  
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It is worth noting that, had there been a greater awareness of the sepsis risk associated with Aoife, different 

considerations might have applied at that time. However, for reasons elsewhere analysed, it does not appear 

that the nurses or doctors on the ground had any awareness of that situation.   

Finally, there is a difference of recollection as to what exactly passed between [Nurse B] on the evening in 

question, and various doctors to whose attention Aoife’s case was brought. It does appear, on the evidence, 

that Aoife’s case was brought to the attention of [Dr A] shortly before [their] shift was due to end at 10.00pm 

in that [they] did prescribe certain drugs which were administered at that time. However it was not suggested 

that [Dr A] was asked, at that time, to see Aoife and it does appear that [they]  prescribed the drugs in 

question without seeing her. [Dr A] at [their] Interview gave evidence (pages 14 and 15) that [they] had 

reviewed the notes and had prescribed medications for Aoife explaining that: 

I just remember because when I get the notes I found out 
I have charted the treatment for her, just the fluids 
and paracetamol and I think that was that Zofran, 
ondansetron. Then after the notes, I have chart with a 
signature of mine. This normally happens because when 
the nurses are seeing, triaging the patient and the 
patient complained with symptomatic treatment like 
somebody have a headache or a flu or cough or 
temperature, saying he needs some fluids, he looks 
dehydrated so we start them with fluids, feel nauseous, 
we given ondansetron, makes sure the CG is okay. So 
like symptomatic treatment we start straight away so 
the patient who is waiting, they can have some 
treatment and might feel improved until being seen by 
doctor basically.   
 
According to the medical records provided by UHL Zofran was given to Aoife at 20.25. The relevant record is 

annexed to this Report at Appendix 5. [Dr A] was clear in [their] evidence that [they] knew from reviewing the 

records that [they] wrote a prescription for Aoife but had no particular memory of that event on that evening 

(page 15 Investigation Interview). 

Aoife was, on [Nurse B]’s evidence, feeling nauseated and vomited at 23.50 and medication was sought and 

prescribed for her. [Nurse B] did not ask the prescribing doctor to see Aoife at this time.  

However, [Nurse B]’s account does suggest that, on two subsequent occasions, when [they] did bring Aoife’s 

situation to the attention of Registrars, [they were] told that the doctors in question had not the time to see 

Aoife because of the large number of acute patients whom they were required to treat. The doctors in 
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question indicated that they had no recollection of being asked to see Aoife. A draft of the proposed section 

of this report dealing with this issue was sent to each of the persons concerned. No materially further 

information or observations emerged from that process. There that conflict must rest.  

It is, however, worth commenting that, here again, it is likely that the situation may well have been affected 

by the lack of knowledge of all concerned of the sepsis risk which had been identified in respect of Aoife. 

That seems to me to be particularly important in the context of the fact that the prescription of the relevant 

treatment for sepsis is unlikely to be time consuming not least in comparison with some of the difficult 

situations which were facing doctors in the context of patients presenting with significant fractures or other 

acute conditions.   

While not a conflict of evidence at all, it is also worth noting that [Nurse A] could not recall the identity of the 

Registrar who advised that Aoife should not go to Resus because it was so overcrowded (page 13 

Investigation Interview).   

[Nurse A] gave evidence at Day 1 of the Inquest into Aoife’s death that when triaging Aoife [they] did an ECG 

and had it signed by a Registrar whose name [they] could not remember (page 75 Inquest Transcript Day 1). 

At Day 2 of the Inquest [Dr A] confirmed that [they] signed Aoife’s ECG (page 56 of the transcript). [They] did 

not recall being asked by [Nurse A] as to whether Aoife could be brought to Resus (page 57 and 58 Inquest 

transcript Day 2).   

Having dealt with the conflicts of evidence which emerged during the course of the Investigation, it is next 

appropriate to turn to the issues which arise and which, at least in most cases, do so independent of the 

resolution of those issues of fact.  
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CHAPTER 6 - ISSUES ARISING 

6.1. Monitoring of Patients 

As noted earlier one of the issues for consideration, which was notified to Senior Management prior to their 

interviews, was the question of whether there were adequate processes in place to ensure proper follow-up 

in respect of patients triaged as Manchester Category 2 with suspected sepsis particularly where that patient 

was not sent to the Resus area and where there was a very limited number of both doctor and nurse 

availability in the ED Zones outside of Resus. Most of the underlying facts which gave rise to that issue do 

not appear to be in dispute on the evidence.  

First it should be said that all of the evidence suggests that the normal practice is that a patient who is 

suspected of sepsis and who displays certain clinical signs consistent with such a possibility, would be placed 

in the Resus area. This was confirmed by [Dr F]. [Dr F], who in interview said:- “(page 28 of [their] Investigation 

Interview, emphasis added) 

This was a sepsis patient, had systemic inflammatory response 
syndrome criteria and had some organ dysfunction, the blood 
pressure was low, so she was in septic shock when she 
came in and she needed to be -- the only place she 
needed to be in the Emergency Department was the Resus 
Room but at the time it was over census. It was full 
and there was patients on top waiting for – 
 
Q. There was as many outside as inside as I understand it? 
 
A. Yeah. So the Resus Room had burst as the seams already 
 so the decision was made that the patient could only go 

to Zone A which is an ambulant area of the Emergency 
Department. 

 

Similarly [Nurse A] indicated that, in light of the fact that Aoife had been referred to the ED by a GP with 

suspected sepsis and had been assessed by [them], in [their] capacity as [Title], as likewise suspected of 

sepsis, this would have meant that she would have ordinarily been placed in the Resus area.  

The evidence also suggests that the only reason why Aoife was not placed in the Resus area was because 

that area was already very significantly overcrowded. The Resus area contains 7 cubicles. On the occasion 

in question there were at least 14 patients who had been placed in Resus so that there were at least as 

many again placed on trolleys in the vicinity awaiting treatment when space became available. In those 

circumstances [Nurse A] gave evidence that [they were] advised by a registrar that Aoife should not go into 
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Resus but was to be placed in zone A on the basis that she was “ambulatory” being that she was at that 

stage capable of walking. 

It is also clear that there would have been no difficulty, had Aoife been seen by a doctor in Zone A, in her 

being administered the sepsis bundle. The problem, of course, was that, in order for that sepsis bundle to 

be administered, Aoife had to be seen by doctor who would have had the authority to prescribe the drugs in 

question. As we know, tragically, that did not happen for 11 hours after Aoife arrived in Zone A, with it taking 

over a further hour before the sepsis bundle was actually administered.  

Before looking at this issue in more detail, it is important to record a small number of observations. First, as 

was pointed out by [Dr F], all patients who are triaged as Manchester Category 2 are, by definition, quite ill. 

While the focus of this Investigation is, understandably, on the proper pathway for patients who may be 

suspected of having sepsis and who may display clinical signs consistent with that condition, sight should 

not be lost of the fact that there are other suspected conditions which also require urgent attention. It is 

important to avoid the risk of solving the last problem at the expense of failing to take adequate steps to 

address the next problem.  

Second it should be noted that one of the important recommendations of the SAR Report was that there 

should be a designated location within the ED in which patients who require a particular level of observation 

could be placed11. The purpose of this recommendation was, as I understand it, designed to relieve pressure 

on the Resus area so that patients who no longer needed to be in Resus, but who require a particular level 

of observation, could be placed in an area where that higher level of observation could be made available. 

Likewise, it would appear that such an area could be used in the case of a patient such as Aoife, who might 

ordinarily might be expected to go into the Resus area but who could not do so because that area was already 

overcrowded.  

[Senior Staff Member G], at interview stated that the hospital was in the process of putting this facility in 

place (page 39 Investigation Interview). However, [Dr F] when interviewed by this Investigation stated that 

the observation room has not been provided as yet: 

Maybe the end of the year but there is a query mark around 
that. I haven't got any fixed date on that. I think there is a 
tender process still live on that.  

 
11 SAR Report, Page 51 
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[Dr K], who is now in the post of [Title] suggested 3 or so months for completion of this observation facility 

when this Investigation visited the ED on the 10th May 2024.  

In advance of completing this Report, this Investigation sought clarification from [Senior Staff Member G], 

who by email dated the 22nd May 2024 stated that the works are due to commence on the 24th June 2024. 

[They have] been advised that these works will take 4 weeks to complete onsite. 

This facility can only operate if the beds in it are adequately staffed and the risk of it being used for other 

purposes, if overcrowding persists, remains a concern as identified by [Dr F] at interview. With this in mind 

this Investigation sought clarification from [Senior Staff Member G] as to whether additional nursing and 

healthcare assistant staffing has been approved for allocation to the new observation area. [Senior Staff 

Member G] responded that [Senior Staff Member C] has advised that the staffing of this area is currently 

included in the Safer Staffing for the Emergency Department Review which review will include up to date ED 

attendance figures. According to [Senior Staff Member G] [Senior Staff Member C] plans to redeploy 

resources from other areas in the hospital until Safer Staffing is in place. The Investigation asked when the 

hospital expects the Safer Staffing review to be complete. The Investigation was informed by email dated the 

11th June 2024 that the Safer Staffing review in the ED is ongoing with the National Lead for Safer Staffing. 

The review recommendations will be submitted to the estimates process once the review is complete. 

Next, it is also important to mention another recommendation of the SAR Report12. This involved the adoption 

of a form of protocol in respect of the monitoring of patients, including such patients being re-triaged where 

there was objective clinical reasons for reassessing the urgency of their condition. [Dr F] at interview detailed 

that the Emergency Medicine Early Warning Score (“EMEWS”) was rolled out in January of this year and 

involves patients who have been triaged and are waiting to see a doctor in the ED in UHL being re-triaged by 

a nurse dedicated to re-triaging waiting patients and giving an early warning score. [Senior Staff Member D] 

at interview also referenced EMEWS being in place.   

This Investigation understands that UHL was one of the first hospitals to put in place the EMEWS system. In 

addition, [Dr K ], told this Investigation that the EMEWS system had already identified a number of cases 

which allowed urgent attention to be given to patients in particular need. It also needs to be said that the 

 
12 SAR Report, Page 51 
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operation of the EMEWS system does require additional dedicated nursing staff. It follows that such a system 

could not have been put in place in December 2022 and, in reality, required the presence of the additional 

nursing staff whose recruitment was permitted under the Safer Staffing regime before it could be rolled out. 

The absence of such a system in December 2022 cannot, therefore, be blamed on UHL. However that does 

not take away from the fact that the system, if one could call it that, which operated at the time was an 

extremely ad hoc one.   

The situation was really one where reliance was placed on individual nurses to seek the intervention of 

doctors where they had particular concerns about the condition of individual patients. In the context of the 

events of the 17th and 18th December, it is important first to note that the number of nurses in ED was 5 

below its full compliment. That fact also needs to be seen in light of the decision made some months earlier 

which suggested that, on foot of the appropriate criteria (the National Framework for Safe Nurse Staffing 

and Skill Mix in Adult Emergency Care Settings in Ireland 2022), 21.6 Whole Time Equivalent nurses had 

been approved but were not yet in place. The figure of 21.6 WTE is quoted in the SAR Report 13. [Senior Staff 

Member C], referred to a figure of 21.5 WTE at page 17 of [their] Investigation interview. [Senior Staff 

Member C] gave evidence to this Investigation (page 12 and 13 Investigation interview) that while sanction 

had been given for the recruitment of those additional nurses, the process of actually having nurses working 

in ED took between 15 and 18 months so that none of the additional sanctioned nurses were actually 

working as of December 2022.  

Thus there was a situation where it had been determined that the ED needed a significant uplift in the total 

number of nurses but where even the lower number, which had been calculated as being significantly under 

that required for safe staffing, was not met on the occasion in question by reason of there being 5 absences. 

This meant that the burden on individual nurses was far greater than had been assessed as being 

reasonable, and indeed required for safety. This in turn had very practical consequences. For example [Nurse 

C] gave an account of having to work as an “ordinary” nurse in the Resus area for a period simply because 

there were not enough nurses to attend in that area at certain times. This meant that the level of overall 

management of the ED, which would normally fall to the CNM2 on duty, was impaired because of the overall 

lack of nurses meant that [Title] had to do work which would ordinarily be done by staff nurses.  

 
13 Page 26 SAR Report 
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It follows that the ability of individual nurses to assess and articulate issues surrounding particular patients 

was undoubtedly impaired partly because of the general severe overcrowding in the ED on the occasion in 

question, exacerbated by the inadequate number of nurses working.  

Notwithstanding this, [Nurse B] did seek to advocate on behalf of Aoife that she might be seen earlier than 

would have been determined by her place in the queue.  

The underlying difficulty was, of course, that there were a very large number of Category 2 patients in the ED 

on the evening in question. On the 17th December 2022 presenting to triage between 00:00 hours to 23:59 

hrs were;  

2 Category 1 patients 

94 Category 2 patients 

127 Category 3 patients 

14 Categories 4 & 5 patients. 

42% of all presentations were Category 2.  

[Nurse C], when [they] telephoned [Senior Staff Member A] on the evening of the 17th December 2022 at 

approximately 21.45 sought assistance with the situation in the ED, and when [Senior Staff Member A] 

arrived in the ED reported 67 Category 2 patients in the ED with waiting times greater than 10 hours.  

The Escalation Report that [Nurse C], sent to UHL Managers at 6.19am on the 18th December 2022 recorded 

that there were 72 patients in Zone A at 1.00am, 45 in Zones B&C and 29 in Paeds, 12 in Resus and 7 in 

triage. This Escalation Report is annexed to this Report at Appendix 11. 

Given that under the Manchester Triage System the ideal maximum time to first contract with a treating 

clinician for a patient categorised as Category 2, as Aoife was, is 10 minutes, it was clearly impossible for 

that timeframe, or anything remotely like it, to be met having regard to the fact that there were of the order 

of 168 patients in the Emergency Department which has capacity to cater for 49 patients at any one time 

and, for most of the period in question, either only an SHO or, for part of the time, a Registrar (when the 

second Registrar was not required to assist in Resus) available to see those patients.  



 
 INDEPENDENT INVESTIGATION, UNIVERSITY HOSPITAL LIMERICK  

  

Page | 71 
 

There are, of course, overriding general issues which need to be addressed in the context of such a situation 

arsing in the first place. It clearly creates an impossible situation where patients, who are meant to be seen 

within a very short period of time (precisely because they have been assessed as needing to be seen within 

that time frame), cannot possibly be seen with anything remotely like the urgency required because of the 

complete imbalance between numbers of Category 2 patients awaiting being seen by a doctor and the 

number of doctors available.  

It is hard to disagree with [Dr F]’s assessment that such a situation demonstrates that the system is broken. 

However, as commented on a number of occasions in this Report, the fact that the system may not be 

capable of working in a way which is even close to ideal does not mean that attempts do not have to be 

made to do the best that can be done with the resources available and in the circumstances prevailing.  

In the absence of any better system being in place, all that was available on the occasion in question was 

the possibility that a nurse might be able to identify patients who were considered to be in particular need 

of being seen urgently by a doctor and seek to suggest to doctors that the patient concerned might be 

advanced “up the list”. 

However, even that system appears to have been quite haphazard. The experience of [Nurse B] in attempting 

to have Aoife seen more quickly demonstrates the inadequacy of such an ad hoc system.   

[Nurse B]’s evidence was that at 23.50 on the 17th December 2022 Aoife was feeling nauseated and 

vomiting. [Nurse B] requested a doctor that [they] might give Aoife something to help with those symptoms 

and Aoife was prescribed anti-emetics and IV fluids. [Nurse B]’s evidence was that [they] did not ask the 

doctor to see Aoife at this time. [They] assessed Aoife again at 1.40am. Aoife’s blood pressure was low, her 

heart rate slightly elevated and she still had a temperature. [Nurse B] says that there was no doctor in Zone 

A at this time so that [they] went into Resus and spoke to [Dr B] explaining Aoife’s symptoms which included 

aches and pains in both legs. The doctor prescribed IV Keral and advised the nurse to elevate Aoife’s legs 

which [they] did. [Nurse B] at interview told this Investigation that [Dr B] told [them] that [they] could not see 

Aoife due to the acuity in Resus (page 13 Investigation Interview). [Dr B] does not recall being asked to see 

Aoife (page 14 Investigation Interview).  

At approximately 2.30am [Nurse B] took blood cultures from Aoife. At 4am [Nurse B] again assessed Aoife. 

Her basic vital signs had not improved and [Nurse B]’s account to this Investigation was that [they] went to 
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[Dr C] in Resus, [their] evidence being that there was no doctor in Zone A at the time. [They] expressed [their]  

concerns about Aoife’s blood pressure and temperature. [Nurse B]’s evidence (page 15 and 16 Investigation 

Interview) was that [Dr C]: 

stated that it sounded viral and to continue 
paracetamol every four hours. I suppose at this point 
I wasn't quite happy with the comment that there was, 
how many, 80 patients plus in Zone A at this time. I 
suppose for one person I couldn't manage Aoife as much 
as I could inside Zone A at that point. I kind of 
requested could she be put into Resus to have more of a 
management, someone looking at her more than I could as 
I kind of went into her I suppose an hour and a half, 
every two hours as those were the times I could get 
into Aoife. I suppose at that point [they] said that she 
had interventions, she didn't need to come in. I 
suppose I wasn't kind of happy with that either so I 
requested an antibiotic to see if it could just somehow 
treat the temperature because the temperature didn't 
come down. I basically didn't get what I asked for. 
 

[Dr C]’s evidence was that Aoife’s case was not escalated to [them] (page 6 Investigation Interview). 

..I just need to make a point that I didn't have any clue 
about Aoife Johnston's case. Like it wasn't escalated to me as 
I was in charge of Resuscitation room and I didn't get a 
chance to get out of Resuscitation room until 8 in the 
morning, until the next handover in the morning time. 

When the conflict in evidence was put to [them]  for any final comment [they] might have, [Dr C], by email 

dated the 1st July 2024, commented that in [their] view any verbal order to give medications or continue an 

existing plan of management would not be valid or medically appropriate if the nurse had not received the 

ordering physician’s signature on same and [they do] not recall any approach by any staff member in respect 

of Aoife’s case. [Dr C] also commented that: 

“In such situations, the proper channel of communication in escalations of deteriorating cases is as the 

following: 

a- The zone's nurse to the doctor assigned to the same zone/ patient. Or, 

b- The zone's nurse to the ED REG. Or, 

c- The zone's nurse to the CNM to escalate. 
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In this case no evidence was provided to me that any of these pathways of situation escalation was 

followed.” 

 

[Dr C] also commented that whatever Aoife had received before being seen by a doctor in the early hours 

of the 18th December 2022 could not be classed as an intervention and [they are] clear that [they] did not 

at any stage give advice or instructions to [Nurse B] that as Aoife had received interventions she did not 

need to be brought to Resus. 

 

[Nurse B] spoke to [Dr D] about Aoife at 5.45am on the 18th December 2022. [Dr D] was in Zone A at the 

time and [they] agreed to see Aoife.  

At interview [Nurse B] gave an account of escalating Aoife’s case to [Nurse C] at the two huddles ([Nurse C] 

referred to these as safety pauses) that took place over the course of [their] shift from 8pm on the 17th to 

8am on the 18th December 2022. At page 18 of [their] Investigation Interview: 

There is normally we would do huddles so every so often 
with the night duty we do a huddle and that is 
basically going through every patient in that area. 
That would be the point where we would express our 
concerns regarding patients who we are worried about 
and that night I escalated Aoife to [Nurse C] both of 
those times. 
 

[Nurse C] at page 39 of [their] interview stated that [they] phoned [Senior Staff Member A] at 9.45pm on the 

17th to tell [them] that the situation in the ED amounted to a major emergency and that support was needed. 

[They] then had to help care for patients in Resus due to the lack of nursing staff and the numbers of very ill 

patients. After a huddle with nursing management at 1.30am [they] went to the zones (page 44 first 

Investigation Interview): 

I went to the zones to try and 
get a handle on what was going on there and just to get 
a feel from [Nurse B], any concerns or whatever. 
So during those handovers, which I tried to around 2 or 
2:30, around 4, 4:30, [Nurse B] would have 
reported to me that Aoife was in cubicle 2 and that she 
had presented with pyrexia and vomiting and [Nurse B] had 
given her fluids and paracetomol and that [Nurse B] had 
spoken to the doctor around her. But there was no 
comprehensive handover without interruption, without, 
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you know, you are trying to get a handle on what is 
going on and [Nurse B] dealing with, I think [they] had up to 
70 patients in that area. So everything you do and 
everything you say is not in a controlled and in a 
non-stress environment. So even during those safety 
pauses, patients were coming to the desk, patients were 
asking us for information, patients were looking for 
painkillers, and patients were looking to speak to me,the 
manager. So that is what [Nurse B] had reported to me 
on Aoife during the first, but I can tell you [they] 
reported very unwell patients in that area as well that 
[they] had spoken to doctors around that were triggering 
sepsis that needed to be seen. 
 

[Nurse C] set out that there were a number of very ill patients in Zone A and the difficulty for nursing staff in 

the circumstances was to identify who was going to deteriorate and who should be seen first (page 45 of 

[their] first Investigation Interview). 

The simple fact is that, until a very late stage when [Dr D] was asked to see Aoife, the ad hoc system just did 

not work. It seems clear that part of the reason that it did not work was precisely because it was ad hoc with 

little or no established process and was being implemented at a time when all concerned, both nurses and 

doctors, were operating under extreme pressure. The fact that none of nurses or doctors concerned 

appeared to be aware of Aoife’s sepsis risk compounded this situation. 

While the evidence does suggest that this weekend was one of the worst for overcrowding in UHL ED, 

nonetheless the general levels of overcrowding experienced over time suggest that not insignificant 

difficulties of the same type would have applied on many occasions. It follows that the ad hoc system for 

identifying patients who might be in need of particularly urgent attention was one which was unlikely to 

operate satisfactorily in times of pressure.  

Unless and until the more fundamental questions concerning ED in UHL are addressed, there will always be 

potential problems of this type. However, the implementation of the recommendations of the Review Group 

in respect both of the establishment of a monitoring facility and the possibility of an objectively based re-

triage system, will, in my view, go some way towards alleviating the problems identified even if not eliminating 

them. As set out in Chapter 8 there has been some progress in this regard since December 2022. 

In addition, it does need to be said that procedures and processes which may work perfectly well in relatively 

“benign” conditions may inevitably come under strain when the conditions become more challenging. It is 
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not, however, sufficient to leave unaddressed questions surrounding how those procedures and processes 

are to operate in such challenging conditions not least where, as is the case in UHL, those challenging 

conditions occur with great frequency.  

In that context it is appropriate to refer to the literature which addresses the question of staff becoming 

inured to difficult conditions.   

Dr Mark Doyle provided this Investigation with an article written by R Amalberti (Cognitive Science 

Department, Bretigny sur Orge, France), C Vincent (Imperial Collage and St Mary’s Hospital, London) and Y 

Auroy, Percy Military Hospital, Paris, France) “Safety By Design: Violations and migrations in health care: a 

framework for understanding and management”. 

This article (annexed to this Report at Appendix 12) refers to “the pressures on individuals and systems to 

move towards the boundaries of safe operation, as workers are constantly having to adapt and react to 

pressures for increased performance and productivity which erode the margins of safety. Furthermore, 

these violations can become more frequent and more severe over time so that the whole system 

‘‘migrates’’ to the boundaries of safety until an accident or recalibration occurs which forces a 

realignment. These external pressures, coupled with individual rewards and benefits, may over time 

modify the work being carried out, lead to rules and recommendations being progressively ignored, and 

eventually greatly increase the possibility of disaster as the organization becomes accustomed to 

operating at the margins of safety.” 

 

There can be little doubt but that the conditions in UHL ED were very frequently extremely challenging for 

all staff concerned. It is easy, therefore, to see how what might be considered the “baseline” for a normal 

situation may, in such circumstances, drift upwards so that staff come to take as normal conditions which 

really ought not to be considered such. This is an understandable phenomenon supported by the literature. 

It does, however, mean that there may have been an unconscious acceptance of a level of challenge as 

normal, or at least, reasonably normal, when, in truth, the situation may be well beyond what might be 

objectively considered to fall within normal bounds.   
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That being said, it is clear that, by any standard, including what might have been typical in UHL, even if not 

normal by objective standards, the situation in the ED over the weekend of the 17thto the 19th of December 

2022 was most severely challenging.   

In addition it seems appropriate to comment that there may not, at the time in question, have been sufficient 

awareness of the importance of the use of the sepsis form. The primary purpose of that form is, of course, 

to record information concerning a sepsis risk patient and to indicate the steps that should be taken at 

various stages. However, the existence of such a form is also likely to play a role in drawing attention to all 

concerned of the risk of sepsis to the patient in question. As noted previously, the absence of the form in 

Aoife’s case may well have contributed to the lack of awareness of her potential condition which may, in turn, 

have contributed to her not being seen by a doctor in a timely fashion.   

It should be added that the Investigation has obtained the strong impression that there is much greater 

awareness now, tragically not least because of Aoife’s case, about these issues.   

However, given that lack of awareness, it does seem clear that the fact that Aoife did not go to Resus was a 

major contributory factor to the tragic outcome which occurred. It is important to emphasise that this is not 

to say that there was anything wrong with Aoife not going to Resus. Rather it is to emphasise that the fact 

that she did not go to Resus created an additional need to ensure that Aoife was treated in the zones in the 

same way as she would have been treated had she been in Resus. The lack of awareness of Aoife’s potential 

condition undoubtedly was a significant factor in that not occurring. 

6.2. Overcrowding   

All of the evidence points to the fact that a significant contributory factor to the difficulties encountered in 

UHL ED over the weekend of 17th and 18th December 2022 was the severely overcrowded nature of the ED 

on that occasion. There are a range of factors which might be said to have contributed to that situation. 

Some of them are national and apply to all, or almost all, Emergency Departments. To the extent that 

overcrowding in UHL may be, on average, worse than most other level 4 hospitals, some factors have been 

identified in the evidence which provide, at least in part, an explanation for that fact.  

It is beyond the scope of this Report to attempt to propose solutions to what has undoubtedly been an 

intractable national problem of overcrowding in EDs. However, it is important, for the purpose of this 

Investigation, to seek, at least in general, to identify factors which particularly impact on Limerick for the 
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purposes of considering whether there are measures which could have been adopted to minimise the extent 

to which the problem in Limerick might be considered to be worse than elsewhere.  

At a very simple level, it can be said that an Emergency Department will be overcrowded where the number 

of patients presenting exceeds the ordinary capacity of the Department itself. However, within that overall 

situation, a number of important factors need to be recognised. First, there is the question of patients 

presenting to an Emergency Department in the first place. The evidence suggests that the number presenting 

to the Dooradoyle hospital are proportionally larger than in other comparable level 4 hospitals. The reason 

for that situation needs at least to be considered for the purpose of determining whether there are measures 

which can and should be adopted to improve that situation.  

Second, it is clear that, at almost all times, there are a significant number of admitted patients who are still 

present on trolleys in the ED. These patients are clearly adding to the overcrowding problem and it follows 

that it is necessary to consider whether there are measures which could/can alleviate that situation. The 

underlying problem stems from the fact that, if there are more admitted patients than ordinary hospital beds 

to accommodate them, then necessarily some patients will not be able to be allocated an ordinary hospital 

bed but will have to go somewhere. Where there are wards not immediately in use (such as wards used for 

day care, during weekends) these may be opened as so called “surge facilities”. Otherwise patients will be 

on trolleys which can either be in the Emergency Department, as so called “boarders”, or as additional 

patients on trolleys on wards. As appears elsewhere in this Report, significant issues have arisen as to 

whether, both in general terms and on the occasion in question, the burden of carrying those additional 

patients who have been admitted but cannot be given an ordinary bed should be distributed within the 

hospital as a whole.  

However, apart from that question, the issue arises as to whether there are measures which can and should 

be adopted to minimise the total number of patients requiring beds at any given time and the potential need 

for additional beds. At the end of the day, the ultimate solution to overcrowding must be that the number of 

admitted patients is no greater than the number of beds available for them. In that context, it is necessary 

to look at a number of points along the journey of a typical patient who is admitted through the ED. The 

starting point, to which the Report will shortly turn, concerns the question of whether too many patients are 

admitted in the first place. The second issue concerns the length of time that each admitted patient remains 

in hospital. There are in turn a number of factors which may influence that latter question including issues 
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around the speed at which appropriate diagnostics and expert consultation can take place so as to 

determine appropriate treatment and also the speed at which patients can be discharged involving first a 

decision by the appropriate consultant to the effect that the patient concerned is clinically suitable for 

discharge but also, importantly, issues surrounding whether it is possible to actually discharge the patient 

where the patient in question may need to go to a step down facility or only be discharged to home when 

suitable Home Support packages are in place. There can also be questions around the speed at which a 

patient may be considered to be clinically appropriate for discharge which may turn on whether an 

appropriate discharge decision can be delayed because some relatively straight forward matter (such as 

final tests or the availability of services such as physiotherapy) may itself be delayed.  

All of these latter mattes come within the general heading of “Patient Pathway” and were the subject of 

detailed consideration by the PMIU during their visit in the middle of 2022. It is appreciated that the number 

of patients being admitted can vary from time to time for a whole range of factors and that the length of time 

which it may be appropriate for any given patient to remain in hospital, even if the patient pathway is optimal, 

can vary so that the relevant mix of patients at any time might legitimately explain some differences in the 

average length of time being spent in an acute hospital setting. However, a perhaps unduly simplistic set of 

figures may give an indication of the type of problem that these factors can generate.  

If an average of 50 patients a day are admitted to the hospital through ED and if each of those patients 

takes, on average, 5 days before they are discharged, then it follows that such patients would require an 

average of 250 beds to enable all of them to have an ordinary hospital bed for the duration of their stay. If, 

on the other hand, 60 patients on average are admitted each day and each spends an average of 6 days in 

the hospital then the figure of 250 grows to 360 and the need for an additional 110 beds becomes 

immediately apparent.  

The first part of that equation concentrates on the number of patients who were admitted through ED. The 

following table shows, for 2022, the number of patients presenting to ED in UHL and the national average 

for the same figure together with the number of patients being admitted both in UHL and nationally. 
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It is immediately clear that UHL has a somewhat higher number of presentations but also a significantly 

higher percentage of presentations resulting in admission. In the latter case it would appear that, for every 

100 presentations, 27% more admissions take place in UHL over the national average.  

It seems to me that this issue requires further detailed research. However, on the basis of the accounts given 

to me, a number of factors have been suggested as helping to explain that phenomenon. 

First, it has been argued by senior clinical managers that the figures for UHL are not necessarily calculated 

on precisely the same basis as are those of some other hospitals. This issue comes down to whether or not 

persons who attend injury units outside of the main hospital are or are not included in the figures. Such 

facilities typically deal with those who have, in the overall scheme of things, relatively minor injuries or 

complaints so that very few of those attending such facilities will end up requiring to be admitted to an acute 

hospital. It follows that the inclusion of presentations to such facilities as part of the overall figure of 

presentations to the acute hospital has the effect of reducing the percentage of admissions to presentations. 

A similar analysis would apply to any Level 4 hospital which does not have an outside minor injury unit which 

would have the effect of diverting patients with lesser injuries/illnesses from the ED in the Level 4 hospital. 

The overall point is the need to ensure that relative figures are truly comparative. 

This occurs simply because a significant increase in the number of presentations (by including those who 

present at such facilities) with only a small increase in the number of admissions necessarily reduces the 

overall percentage. It is clear that UHL does not include presentations to the units in locations outside the 

main Dooradoyle hospital in its figures. It is suggested that some other hospitals do include, as part of their 

total number of presentations, those who present to outside units under their general auspices. This can 

result in figures not being comparable. It would, in my view, be useful to determine just how significant this 

issue is and to produce figures which can confidently be shown to be comparable on a like for like basis.  

Leaving that aside, a number of other factors have been put forward for suggesting an explanation for the 

higher number of admissions (as a percentage of presentations) in UHL. One factor that was suggested by 
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some as being said to apply nationally is that attendance at an ED is seen as a way of gaining access to 

diagnostics or expert consultation on a significantly faster basis than would apply if waiting to see a 

consultant or obtaining appropriate diagnostic tests on an outpatient basis. Obviously the extent to which 

this may explain additional attendances at Emergency Departments may require more detailed research and 

will, necessarily, apply to all hospitals at least potentially. However depending on the number of consultants 

in any acute hospital, by reference to the population which that hospital is meant to cover, then the extent 

to which it may be possible to obtain diagnostic or expert consultation in the ordinary way as an out-patient 

may be differential. Where those problems are more acute then it follows that the “word on the street” may 

be such as to encourage people to seek to fast track their medical assessment through ED. However, senior 

clinicians did not agree that this was a significant problem. It was suggested that where such patients 

presented, those patients were not admitted unless there was a clinical need for same. This issue might 

benefit from additional research. 

A further factor may stem from the fact that UHL, as the level 4 hospital in the Mid-West Health Region, is 

not only the only level 4 hospital in that region but also operates without the presence of any level 3 hospital 

to take some of the burden. Historically, there were Emergency Departments in other hospitals within the 

Midwest Region but, in 2009, those hospitals became confined to providing injury or other clinics which offer 

a lower level of care in terms of the types of injuries or conditions which they can treat. It follows that some 

patients who might, previously, have been treated in other hospitals must now either go directly to 

Dooradoyle or may be referred to Dooradoyle because their particular condition is not considered appropriate 

for treatment other than in an acute hospital. It was suggested in evidence that the numbers referred to 

Dooradoyle in that latter way were quite small. 

The starting point for consideration of this issue has to be to look at the historical situation when, in 2009, 

following the delivery of the Horwath Report in 2008 it was decided to reconfigure the provision of health 

services in the Midwest which reconfiguration included the closure of the EDs in Nenagh, Ennis and St. Johns 

Hospitals. These hospitals now operate injury clinics which deal with a limited number of minor injuries. The 

Emergency Department for the Mid-West region is in UHL.  

Evidence was given in the course of this Investigation that the Horwath Teamwork Report in 2008 was the 

roadmap for the reconfiguration of services in the Midwest. That Report found that acute general hospital 

services were being provided across four stand-alone hospital sites (the Mid-Western Regional Hospital 
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Dooradoyle, the Mid-Western Regional Hospital Ennis, the Mid-Western Regional Hospital Nenagh, and St 

John’s Hospital, Limerick). Horwath found that the service configuration was not delivering the quality 

standards required and needed “to change fundamentally in order to be able to deliver international best 

practice” (page 24) and that in essence acute emergency care in the Midwest was too fragmented. 

Horwath recommended (page 32) that there should be only one regional, well resourced, general adult 

critical care service for the Midwest with one regional A&E ‘centre of excellence’ at Dooradoyle (page 35) 

Horwath stated (page 58) (note the emphasis was added by the authors of Horwath):  

“The Dooradoyle site currently has 472 beds (375 in-patient and 97 day case beds), with 

development plans for transferring obstetrics, and for additional beds through the co-location 

project40. This would significantly increase the site’s bed base. 

If sufficient accommodation could be provided and the current site could be reconfigured, 

then the Dooradoyle site should be designated as the regional ‘centre of excellence’ 

for the Mid-West. 

However, consideration must be given to the economies of scale in developing the existing 

site to provide a modern, ‘fit for purpose’ facility, or whether a new purpose-built regional 

‘centre of excellence’ should be developed. The list of reconfiguration/refurbishment 

(excluding any private co-location build programme), is substantial and includes: 

• New obstetrics, midwifery and neonatal unit; 

• New elective orthopaedics unit; 

• New or refurbished A&E; 

• New or refurbished critical care unit; 

• Complete ward refurbishment to infection control standards; and 

• New additional in-patient beds, totalling 135.” 

At page 71 Horwath highlighted, quite literally, the following: 

“The over-riding principle is that no acute service will be withdrawn from the current 
general hospitals until the regional ‘centre of excellence’ is resourced and ready to 
deliver that service with reference to international quality standards.” 

It is clear from Horwath that, for the implementation of its reconfiguration recommendations, the hospital 

site at Dooradoyle required a very significant number of new inpatient beds. These beds did not materialise 

despite all serious injuries and illnesses being directed to the ED in UHL from 2009 with the injury clinics in 
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the region dealing only with minor matters. The consequent pressures this placed on the ED in UHL are clear. 

Doubtless the ability to bring additional beds on stream at an early stage was significantly impacted by the 

recession which occurred at the time of the closure of the other Emergency Departments. However, even in 

that context, it is worthy of note that the Horwath Report, at page 84, stated that the capital investment 

required for the implementation of the programme included the additional build and redevelopment of the 

Dooradoyle site to include a net additional 135 inpatient beds and went onto suggest that this extra capacity 

should be put in place in Dooradoyle BEFORE the closure of the other emergency departments in the region.  

[Senior Staff Member D] gave evidence that the Horwath Teamwork Report stated that, prior to the 

reconfiguration of services in the region, 177 beds should be delivered on the UL Hospital site in Dooradoyle 

to bring bed numbers up from 472 to 649 (page 14 Investigation Interview). This did not occur. By email of 

the 4th June 2024 [Senior Staff Member D] clarified that [they] should have referenced 170 beds, not 177.  

Evidence was given by [Senior Staff Member D] that Horwath recommended the development of a centre of 

excellence in UHL as it pertained to the ED with the provision of a 24/7 consultant led and delivered 

Emergency Department (page 14 Investigation Interview).   

On reviewing the Horwarth Report between pages 57 and 60, it is clear that the precise figures for the 

demand for additional beds to enable Dooradoyle to operate as a Centre of Excellence depended on a 

number of contingencies. There was, at the time in question, a Government policy which favoured the co-

location of private hospitals on the same site as public hospitals. There is reference in the Horwath Report 

to the fact that there was a press announcement on the 5th of July 2007 which suggested that a co-location 

project for Dooradoyle then under consideration would produce 138 in-patient beds.   

The figure of 170 beds given by [Senior Staff Member D] was taken by subtracting the “Centre of Excellence” 

requirement for 642 in-patient beds from the then current number of 472 beds present at Dooradoyle. 

However, I am not sure that even that is a correct calculation for the Report makes clear that the then current 

capacity of Dooradoyle of 472 beds only included 375 in-patient beds with 97 day-case beds. Thus the 

shortfall in in-patient beds was in fact 267 and not 170. However, the Report also refers to a net requirement 

of 135 in-patient beds. This appears to be arrived at by subtracting the anticipated in-patient beds in the 

proposed co-location project from the total together with what was assumed to be the relocation of obstetrics 

and orthopaedics.   
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Be all that as it may, it is clear that there were a number of different assumptions or scenarios that might 

have given rise to different total numbers of in-patient beds being required in the main Dooradoyle Hospital. 

However, on any view, the number required was very significant and, importantly, was said to be required to 

be put in place before the EDs in the other hospitals in the Midwest Region were closed.  Also, whichever 

scenarios ultimately turned out to implemented, the number of additional beds, even today, falls very much 

short of the number then indicated as being required to enable the project to be properly implemented.   

[Senior Staff Member G], gave evidence to this Investigation that [they were] involved in the reconfiguration 

of health services in the region from 2008 (page 26 of [their] Investigation Interview): 

At that particular time I remember 
the team work support(“Report”) said that the Model 2s or the 
smaller hospitals were unsafe and we needed to 
centralise acute surgery, critical care and the 
emergency departments. At the time we had 472 beds in 
UHL. The recommendation at the time was that we would 
get 170 beds by 2010. That would bring us up to 642 
beds. That was based on the activity which was 40,000 
patients in 2008. So roll on to December 2023 and we 
have 535 beds in the region and over 80,000 
attendances. 
 

It may well be that there were sound clinical reasons for the measures adopted in 2009. Some of the 

evidence which I obtained would suggest that, at least on some occasions, the other hospitals in the Midwest 

Region, while operating Emergency Departments, were not, in practice, able to provide the same level of 

service as can be provided in Dooradoyle.  

Be that as it may, however, it seems inevitable that the measures taken at that time in respect of those other 

hospitals were going to lead to a materially increased demand in Dooradoyle so that the measures adopted 

in 2009, even if appropriate, required a significant expansion in the facilities in Dooradoyle to take up what 

was inevitably to be the additional burden which would stem from those other hospitals not having an 

Emergency Department.  

These additional in-patient beds were not put in place in UHL and acute services were withdrawn from the 

general hospitals. Ultimately this left the ED in UHL dealing with a higher demand without the recommended 

capacity to deal with same. 



 
 INDEPENDENT INVESTIGATION, UNIVERSITY HOSPITAL LIMERICK  

  

Page | 84 
 

[Senior Staff Member G], at [their] Investigation Interview (page 27) referred to the first additional beds the 

group got: 

The first beds 
we got were in 2020 and they were so welcome, 98 beds 
during Covid and that was fantastic and the beds in 
Croom also but it is on the UHL site really the beds 
are needed. I think that has been the single biggest 
issue for us over the years around bed capacity because 
it is very hard for the Emergency Department to 
function when they have boarded patients, it is just 
congestion. 
It does seem important to emphasise this point. The Horwath report was absolutely clear that Emergency 

Departments in the Midwest outside of Dooradoyle should not be closed until Dooradoyle was upgraded. 

That did not happen. Even to date only 98 extra beds have been provided with an additional 16 beds under 

construction in a modular addition to the hospital together with a further net 71 beds due during 2025 14. 

The situation today is that UHL is still well short of the number of beds recommended by Horwath as being 

required to allow all EDs in the Midwest to be relocated to Dooradoyle. 

While it may well be that the recession in 2009 significantly delayed the construction of additional facilities 

in Dooradoyle this does not take away from the fact that Horwath was very strong in its emphasis that the 

ED facilities in other hospitals should not be closed until Dooradoyle had been extended. In addition it needs 

to be strongly emphasised that Horwath was based on assessments made in 2008 as to the needs of 

Dooradoyle. On any view, an assessment, on a similar basis, today would identify a greater need for further 

beds on the Dooradoyle campus. In circumstances where it will only be in the latter part of next year (some 

16 years after the closure of the other facilities) that the beds indicated as being required by Horwath will be 

on stream, when coupled with the undoubted increase in demand which has occurred since that time, it is 

hardly surprising at all that Dooradoyle suffers from persistent overcrowding with all the consequences for 

the Emergency Department that this gives rise to.   

Finally, on the question of the number of admissions to UHL ED, it was suggested by some doctors, and by 

the PMIU, that there may be a question concerning the relative reluctance of less experienced doctors to 

decide that a patient does not need to be admitted. Obviously, the question of whether a patient needs to 

be admitted requires clinical judgement. There will, doubtless, be many cases where someone either 

obviously needs to be admitted or equally obviously may only need some form of treatment which can be 

 
14 Chapter 7 
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administered with the patient being allowed to go home or to some other suitable location. However, there 

will inevitably be areas where the required judgement is more finely tuned and it is suggested that, in some 

cases, an experienced doctor may have the confidence to take the view that a particular patient does not 

require to be admitted in circumstances where a less experienced doctor may not have the same confidence. 

It has been pointed out that the converse can also be true. An experienced doctor may sometimes admit a 

patient whom the less experienced doctor might send home.  

While it is undoubtedly highly important that patient pathway issues are addressed so as to minimise the 

length of time that any typical patient needs to stay in an acute hospital, it seems to me that the question of 

the level of admissions also needs to be addressed. This will obviously require more detailed research to 

enable the precise causes of the high admission rate through UHL ED to be identified and thus assist in 

considering measures that might be in place to attempt to bring the number of admissions per presentation 

back towards the national average to the extent that this may prove possible.  

Evidence was heard by this Investigation of patients who “self present” at the ED, i.e. where the patient 

concerned has not seen a General Practitioner first and been referred on by that GP. The reasons for this 

are beyond the scope of this Investigation. However, such attendances do add to the numbers presenting at 

an ED, including the ED in UHL, which is relevant to this Investigation. In an effort to deal with this 

phenomenon of self-presenting attendees at the ED in UHL, [Senior Staff Member D] gave evidence (pages 

32 and 33 Investigation Interview) that recently the hospital has put in place a system whereby a patient 

attending at reception in the ED who has not been seen by a GP will be, if appropriate, referred to the 

Shannondoc triage nurse and again, if deemed appropriate by the nurse, to the Shannondoc GP for 

treatment. This is the second time this system has been put in place: 

So if you present to the Emergency Department and you are 
asked by reception have you seen your GP, no, and the problem 
is X, you will be diverted currently to the streaming 
from the front door service where you will be seen by a 
Shannondoc triage nurse. If the Shannondoc triage 
nurse believes it appropriate you will be seen by the 
Shannondoc doctor. 
 
[Senior Staff Member D] did make clear in [their] evidence that the number of patients that are deemed 

appropriate to see the Shannondoc GP on any day is a singular figure of less than 10 (page 33) and that the 

number of patients attending the ED unnecessarily is very small. 
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The experience of that initial triage system for self-presenting patients does seem to be consistent with the 

view that there are few patients who self-present who would be unlikely to have been referred to ED had they 

first seen a doctor. On that basis it may well be necessary to look elsewhere for an explanation for the high 

number of presentations to UHL ED. Apart from the absence of Category 3 hospitals in the Midwest Region, 

it also appears likely that it is necessary to take into account demographic factors such as the age profile 

and level of deprivation in the region as material contributors to the number of presentations. It may, 

therefore, be that there are factors which make it likely that there will be more presentations to an Emergency 

Department (whether in Dooradoyle or elsewhere) in the Midwest Region compared with other regions. If 

such factors provide a full explanation for any differences, then it may be that the only answer is to provide 

a commensurate increase in the resources available for emergency medicine in the region. However it is 

appropriate that research be carried out to seek to identify whether there are factors which could be dealt 

with which might reduce the number of presentations and admissions. 

 6.3. The Decongestion Issue  

(a) The Operation of the Protocol  

This Report already sets out in detail some of the significant and material conflicts of evidence concerning 

the reasons why the decongestion protocol was not operated on the night and morning of the 17th and 18th 

of December. As already noted, it is not part of the function of this Report to resolve those conflicts of fact. 

However, irrespective of the reasons why the protocol was not implemented (or at least was not implemented 

until well into the Sunday morning), nonetheless some important issues can be addressed. Some of these 

questions have been briefly addressed in the context of that part of this Report which addresses the conflicts 

of evidence in question. 

The first such issue concerns the situation which prevailed prior to the occasion in question. It is clear that, 

for some time, patients had been placed on trolleys on wards as part of the way in which UHL dealt with the 

problem stemming from the fact that it very frequently had more patients admitted than it had beds in which 

to place those patients. There is no doubt but that, for some time, the INMO had concerns about the use of 

trolleys on wards in UHL. In addition, when the PMIU became involved with UHL in the summer of 2022, 

there can be little doubt but that the eradication of the practice of having trolleys on wards as a general 

practice formed an important part of the measures suggested by the PMIU to improve patient flow. My 
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attention was drawn to the slides which formed part of the presentation by the PMIU at what was described 

as a “Staff Engagement Event” on the 14th July 2022. Under a slide headed “AIMS”, and annexed to this 

Report at Appendix 13, four matters are identified being:- 

1. Remove ward trolleys 

2. Improve and protect streaming pathways; 

3. Improve and protect elective pathways; 

4. Reduction in Emergency Department congestion. 

Those who were involved in interacting with the PMIU indicate that a strong emphasis was placed on the aim 

of removing ward trolleys. As I understand the evidence, it is said that the thinking behind that suggestion 

was that the presence, on a regular or on an almost permanent basis, of ward trolleys made the so called 

“patient pathways” less efficient thus leading to patients spending more time in hospital than necessary thus 

in turn contributing to overcrowding.  

In the context of that presentation, it should also be noted that one of the four aims involved “Reduction in 

Emergency Department Congestion”.  

In interview with officials from the PMIU, it was agreed that the elimination of ward trolleys was a significant 

element of the measures suggested to seek to improve patient flow. On the evidence there clearly seems to 

have been a disagreement between the PMIU and Senior Managers in UHL on the question of the role of 

ward trolleys. [Senior Staff Member D], gave evidence at interview (page 42) that the risk rating of a patient 

admitted on a trolley on a ward was an Amber 9. The risk rating of a patient admitted on a trolley in the ED 

was 25 out of 25, the highest level it can be (page 42 of [Senior Staff Member D]’s Investigation Interview). 

However, that debate seems to have applied to the question of whether placing patients on ward trolleys 

should form part of the general practice of the hospital in circumstances where the number of admitted 

patients exceeded the number of beds available. In the view of UHL Senior Clinical Managers, it was safer 

for those patients to be on ward trolleys rather than being in ED.  

The Senior Managers in UHL accept that it was agreed to go along with the suggestions of the PMIU and it is 

undoubtedly the case that the number of ward trolleys reduced significantly in the period when the PMIU 

were present. My attention was drawn to a subsequent presentation on the 28th July 2022 which includes a 

graph showing the number of ward trolleys declining from a typical figure in the high teens in the latter part 

of June 2022 to a point where, approximately one month later, there would appear to have been no ward 
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trolleys. It is, of course, the case that it may have been easier to achieve a zero ward trolley position during 

that summer time when the overall demands on the hospital in terms of admitted patients may have been 

less than occurs in winter. 

There is an analysis of the trolley numbers in Chapter 5.1 (d) of this Report. 

The situation of there being no ward trolleys continued until the 24th October 2022. At that stage the 

evidence is that the Senior Managers involved, including [Senior Staff Member C], [Senior Staff Member D] 

and [Senior Staff Member E] agreed that the situation was such that ward trolleys would need to be used 

again. In passing it should be noted that [Senior Staff Member E] was on XXXXX leave at the time when the 

PMIU were present (with [Senior Staff Member G], in accordance with statute taking over during [their] 

absence) but had returned to work at the time of that October decision.  

It was that decision to allow ward trolleys again which gave rise to the letter from the INMO to which reference 

is made elsewhere15. Thereafter, between late October and Mid-December 2022, ward trolleys were utilised 

on quite a number of occasions. From the 24th October to 31st December 2022 inclusive there were ward 

trolleys in use at 8 am on 32 occasions. The numbers vary from 2 on the 3rd November 2022 to 29 on the 

30th December 2022. 

A number of observations should be made at this stage. First, the protocol in respect of ward trolleys being 

utilised when a certain number of admitted patients on trolleys in the ED was reached, appears to have 

remained in force at all material times. It is true that, during the period from late July to late October 2022, 

there were days when the total number of admitted patients on trolleys did not exceed the threshold which 

would have required trolleys with admitted patients being put on the wards. There were however days when 

the protocol should have been operated but was not. For example on the 11th and 12th of October there were 

35 and 36 trolleys in use in the ED with nil ward trolleys in use.   

As pointed out in Chapter 5, Senior Managers were clear in saying that there was no confusion about the 

situation namely that the PMIU had mandated no trolleys on wards ([Senior Staff Member D] page 42 

Investigation Interview) and that was reversed by [Senior Staff Member E] on [their] return from XXXXX 

 
15 Chapter 5, The Role of the PMIU 
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([Senior Staff Member D] page 43) and confirmed by [Senior Staff Member E] in [their]  Investigation 

Interview at page 56: 

As soon as I saw the activity rise in ED, some 
days there was 30 on trolleys from the date in October. 
I issued the directive. The INMO objected strongly, 
you have seen that letter.  
 

[Senior Staff Member D] was clear at [their] Investigation Interview (page 41) that the data available to 

[them] did not support the perception that there was confusion around patients on trolleys being moved to 

wards: 

So this perception that there was 
confusion, that there was conflict, that there was a 
culture of not accepting trolleys, the data does not 
bear that out. If you look at Monday morning at 8 p.m. 
the number of patients admitted on trolleys on the 
corridor, it was very similar to the picture at 8 
o'clock on Friday evening. The difference was there 
were patients on ward trolleys. So the area of 
congestion wasn't singularly focussed on the Emergency 
Department. 
 

At page 46 of [their] Investigation Interview [Senior Staff Member D] stated: 

But I can clearly articulate that 
when [Senior Staff Member E] returned, that decision was 
reversed. 
Ward trolleys became a safety feature in the hospital. 
 

However, is not at all as clear that the situation was obvious to those nurses who were charged with 

implementing the protocol on the ground, including [Senior Staff Member A] and [Senior Staff Member K]. 

On the evidence, those nurses were aware in general terms of the suggestions of the PMIU. Those nurses 

would also have been aware of the fact that there were no ward trolleys between July 2022 and late October 

the same year. They would, of course, have also been aware that ward trolleys had begun to be utilised again 

at the end of October. However, it was not clear as to what precisely was communicated to those nurses as 

to the situation16.  

 
16 Ibid 
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With this in mind this Investigation wrote to Senior Managers in this regard seeking clarification as to what 

was formally communicated to Non-Executive Management nursing staff following the intervention of the 

PMIU in the hospital in the summer of 2022 and this is also addressed in Chapter 5 of this Report.  

A further issues arises as to whether, as the PMIU have suggested in evidence, their advice did not involve 

a total prohibition on ward trolleys but rather involved adopting measures to improve patient pathways such 

that the need for ward trolleys might be reduced with the use of ward trolleys remaining a possibility where 

overcrowding in ED justified this. In that context the PMIU point out that they received detailed figures in 

respect of trolleys and were, therefore, aware of the use of ward trolleys in the period after late October 

2022. The PMIU had a series of follow-up meetings with relevant management in UHL and gave evidence to 

the effect that, during those follow-up meetings, they did not raise the question of ward trolleys being used 

again after October. On this basis, the PMIU suggest that it was clear that they were not opposed to ward 

trolleys in circumstances where this was necessary to alleviate significant overcrowding in ED but rather 

were opposed to ward trolleys being used for general purposes. Be that as it may, it seems clear on the 

evidence that Senior Nurses on the ground remained of the view that the PMIU were opposed to the use of 

ward trolleys and also placed some weight on the fact that the INMO were likewise opposed to the practice. 

[Senior Staff Member A] on the night of the 17th December 2022, told this Investigation (page 6 Investigation 

Interview): 

I suppose with the PMIU coming in July, that also affected 
decisions being made, I suppose looking at whether 
trolleys went to ward areas or not. September there 
was zero, October there was zero. You know, there were 
some elements of trolleys going up in November and I 
suppose 23 out of 31 days trolleys went up to ward 
areas in December. So it wasn't consistent, it was 
depending -- it was dependent on the Exec on call 
really. 
 

In any event, by December 2022, it is clear that ward trolleys were in use on a regular basis. On being 

questioned in respect of the relevant protocol in that regard, each of the Senior Managers interviewed 

indicated that it was there view that the Assistant Director of Nursing on shift on any relevant occasion was 

the person who had responsibility for implementing the decongestion plan. [Senior Staff Member E] stated 

at page 11 of [their] Investigation Interview (emphasis added): 
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Q. ..In any event, we know that there was a 
conversation between [Senior Staff Member A] 
and [Senior Staff Member B]. It centered around sort of a 
decongestion measure to firstly open a surge facility 
and also to move patients to wards. Am I right in 
understanding, it seems to be the view of the other 
senior managers I have spoken to, that the actual role 
of that decongestion is one which is the responsibility 
of the Assistant Director of nursing? 

A. Correct. 
 

[Senior Staff Member C], gave evidence (page 24 Investigation Interview):  

Q: Ms BURNS: I suppose my question was quite similar to 
Mark's and it is around the escalation. I was just 
wondering can the Assistant Director of Nursing, you 
know, implement the escalation plan without calling the 
Exec or is it always, does that step always have to be 
done? 

 
A. I think there is no element of the escalation plan to 

say that the Assistant Director could not have put the 
trolleys up. There is a piece where that communication 
at the time with [Senior Staff Member B], trolleys should 

go 
up or trolleys are going up, that is just a 
conversation but there is no reason why -- anyone could 
have instigated putting the trolleys up. 

 

By email dated the 28th May 2024, [Senior Staff Member A] confirmed that “The OADON does have the 

authority to place trolleys at wards level, however, as previously stated, the placement of trolleys at ward 

level was discouraged by the PMIU so as the OADON discussion with the Exec on call prior to opening Surge 

and placing patients on trolleys at ward level was required.” 

  

[Senior Staff Member A] also pointed out “Of note when I advised [Senior Staff Member C] that I planned on 

opening Surge and placing one round of trolley’s at ward level, with regards to the trolley’s [they] did ask 

“what was the release valve for tomorrow” (Sunday) if this occurred but to follow up with a discussion with 

[Senior Staff Member B].” 

 

It also seems that Senior Managers were of the view that the protocol should be operated more or less 

automatically with it not being a situation where decisions were to be made about whether to decongest but 
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rather that decongestion was to be operated as soon as the relevant thresholds were hit (with the possible 

exception of circumstances where it was clear that beds were due to become available in early course to 

solve the problem in ED and bring the numbers of admitted patients in ED below the threshold for the 

operation of the protocol).  

Thus the evidence strongly suggests that, at least by the middle of December 2022, there was no basis on 

which decongestion should not have been operated when the number of patients in ED exceeded 23. It is 

also agreed by all concerned that the first port of call in decongestion should be the opening of any available 

surge facility. It is also clear that this was done, although, as noted elsewhere there is a question around why 

only 7 beds (as opposed to the physical capacity of 10) in the ward concerned were utilised.  

Given the more or less automatic requirement, having regard to the numbers involved, to move trolleys to 

wards, on the evening of the 17th December and given the potential that this would have had for markedly 

improving the overcrowding situation, the conflict of evidence as to why ward trolleys were not utilised 

becomes all the more relevant. It should be said that it does not appear to be the type of conflict of evidence 

which can be attributed to understandable, but genuine, differences of recollection.  

(b) Should further or follow up measures been adopted? 

It is next necessary to move onto the question whether there were further measures going beyond the 

implementation of the protocol, which should have been adopted to attempt to address the overcrowding 

problem. In that context, it is important to refer to the escalation report of [Nurse C] annexed to this Report 

at Appendix 11. However, before turning to that, it should be borne in mind that, on [their] evidence, [they] 

had been told that the ward trolley element of decongestion was not going to be used on the night of the 

17th of December and early morning of the 18th of December so that [their] views in seeking further 

escalation need to be seen in that context. 

In addition it is necessary to consider whether [Senior Staff Member B] should have followed up on the 

decongestion issue. [Senior Staff Member B]’s evidence was that [they were] contacted by [Senior Staff 

Member A], at 10.33pm on the evening of the 17th December 2022 and notified of the situation in the ED. 

[Their] evidence was that [they] and [Senior Staff Member A] discussed options with [Senior Staff Member 

B] advising the opening of the surgical day ward as a surge facility, sending four hip fracture patients to 8B 

and four more to 3D, to use six vacant beds on the system and a surge with trolleys to go to each of the 
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wards available to take trolleys (page 10 of [Senior Staff Member B]’s Investigation Interview). [Senior Staff 

Member B] was clear that [their] role was an out of hours role to give advice to and support [Senior Staff 

Member A] and that [they were] not a member of the Executive Management Team (“EMT”). 

[Senior Staff Member A]’s evidence was that [they] requested that trolleys go to wards and that it was for the 

[Nurse E] to action that but it was not done (page 14 of [their] interview with this Investigation).    

At interview [Senior Staff Member E] at page 17 stated (emphasis added): 

So [Senior Staff Member B] gave an instruction I believe, as 
stated by [them], that the trolleys should be moved to 
ward level and that did not happen. [Senior Staff Member B] 
should have checked and challenge that and monitored it 
because that would be normal to follow up on 
instruction. And if the crowding continued, which it 
did, the Executive Management Team were to be 
contacted. So the COO, the Chief Clinical Director and 
the Chief Director of Nursing would be contacted either 
individually by the staff or by the Exec-on-Call. Then 
there would be a number of measures taken, it would 
become very decisive and very directive. 
 

In accordance with fair procedures and the procedural methodology of this Investigation, [Senior Staff 

Member E]’s evidence was put to [Senior Staff Member B] for [them] to respond if [they] wished. 

By email dated the 21st May 2024 [Senior Staff Member B] on the 17th December 2022 responded. [Their] 

response to [Senior Staff Member E]’s evidence was that (emphasis added): 

“It is unclear on what basis [Senior Staff Member E] makes this statement or forms this view as this was not 

the role of the exec on call either in practice or as defined in the SOP. [Senior Staff Member E] approved the 

operative EXECUTIVE ON CALL SOP, and [they] must be aware that issues [they are] now criticising [Senior 

Staff Member B] for were not addressed in it. Respectfully, [Senior Staff Member E] proposes an unrealistic 

and unworkable expectation of an on-call, off- site staff member that requires that staff member to be 

engaged around the clock supervising and monitoring experienced managerial medical and nursing staff on 

site. The exec on call usually worked 7 days and nights, performing their other regular duties Monday to 

Friday during working hours (I accept I was XXXXX on Friday 16th during the day). We (the GMs that 

performed the EoC duties) were repeatedly advised in meetings with our line manager (the COO) that it was 

the role of the OPADON to contact us, and not for us to be checking in on them, due in part to the fact that 

we were working or on-call on a continuous basis.” 
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As regards contacting the Executive Management Team, [Senior Staff Member B] reiterated [their] evidence 

at interview that [they] understood that [Senior Staff Member C], a member of the Executive Management 

Team, was aware of the situation on the 17th December 2022 and that [they] had in fact texted [Dr H] in 

respect of the situation and received no response from [them]. [Senior Staff Member B]’s evidence was that 

ultimately [their] advice was not followed and that [they] at all times acted in accordance with the Standard 

Operating Procedure (“SOP”) that was in place for [their] role at the time. 

The SOP for the role of Executive on-Call that was in place at the time is annexed to this Report at Appendix 

14 and was approved by [Senior Staff Member E] with the approval date stated as September 2017 and a 

revision date of September 2019. The document states that (emphasis added) “In the event of an emergency 

situation or unusual event, the Operational ADON on duty may require advice and support from the Exec on 

Call via phone”.  

The SOP has since been updated and is annexed to this Report at Appendix 15. This document is dated 

March 2024 and the “Senior Manager On-Call” is defined at the Senior Manager rostered out of normal work 

hours who “can be contacted in order to provide a professional appropriate escalatory advice and support 

to site rostered management  if necessary.”  The Senior Manager On-Call is responsible for “Being a point of 

escalation for any operational issues that the hospital site management out of hours has not been able to 

resolve, and for the escalation of operational incidents to EMT”, for “Escalation of any major incident which 

either has a significant impact on the organisational perspective, significant risk to patient safety or 

significant communication, financial or IT implications”  and for “Directly managing the organisation’s 

response to an incident until EMT available”. 

[Senior Staff Member B] was also on duty on the 18th of December 2022. The overcrowding and difficulties 

in the ED were persisting. [Senior Staff Member B] gave evidence that (email 21/5/2022): 

“Additionally, on Sunday night, when I informed [Senior Staff Member G], circa midnight, that there was a 

request from [Senior Staff Member A] to call a “major emergency”, [they] instructed me to contact [Senior 

Staff Member D] myself “to see what [they] thought”. On that Sunday night I rang both [Senior Staff Member 

D] and [Senior Staff Member C] and neither answered their phones. When I reverted to [Senior Staff Member 

G] to advise of this, [they] had no further guidance to offer.” 
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[Senior Staff Member E] was given an opportunity to respond to [Senior Staff Member B]’s email of the 21st 

of May 2024. [They] did so by email dated the 31st May 2024 stating: “I was not criticising [Senior Staff 

Member B] and my statement is factual and correct as per transcript. [Senior Staff Member B] has advised 

[they] instructed ward trolleys to be placed. As Senior Managers, Executives/Senior Managers on call and 

indeed the Executive Management team would routinely follow up and check on matters when they are 

aware the UHL site is under significant crowding/capacity/resource pressures, this is a continuous cycle 

carried out by Senior Managers. [Senior Staff Member B] when questioned at the Coroners Court ‘Should 

[they] have followed up and monitored’ [they] advised in hindsight [they] should have, this was reported 

widely at the time. 

 [Senior Staff Member B] is correct that the site manager Operational ADON is the person in charge who 

always has the liberty to seek advice from an experienced Executive on Call. [Senior Staff Member B] advised 

[they] gave an instruction. 

 I have no further comment as I was not on duty and therefore, as stated, I cannot understand why said 

instruction was not followed or why the Executive Management team was not called if there was some 

impediment to the implementation of the instruction.” 

[Senior Staff Member G], was also given an opportunity to respond to [Senior Staff Member B]’s email of the 

21st May 2024. [Senior Staff Member G], in an email dated the 24th May 2024, stated: “I have no recollection 

of taking a call from [Senior Staff Member B] of the night of the 18th December 2022. However, [Senior Staff 

Member B] may have called me but I just don’t have a recollection of it”. 

As a result of further observations being sought by the Investigation in respect of the question as to whether 

[Senior Staff Member B] should have enquired as to whether the agreed measures had been adopted, the 

[Senior Staff Member E] referred to a Trigger Process Flow Plan. It would appear that this document (which 

is marked ‘Draft’), does suggest that the Executive-on-Call should be informed when measures of what are 

described as level 3 have been adopted. It would appear that the suggestion is that the fact that no such 

information was given to [Senior Staff Member B] might have drawn to [their] attention the fact that the 

decongestion measure involving sending trolleys to wards, had not, in fact, been put in place. On the other 

hand, all of the evidence points to the fact that, as a result of the discussion between [Senior Staff Member 

A] and [Senior Staff Member B], referred to on a number of occasions in this report, [Senior Staff Member 

B] was already aware of the fact that a decision had been taken to send trolleys to wards. In those 
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circumstances, it does not appear to me that the Trigger Process Flow Plan is of any materiality to the issues 

which occurred on the evening.  

(c) Wider Decongestion  

Some of the nurses present on the ground on the occasion in question when interviewed did raise the 

question of whether a major internal incident should have been declared over the weekend of the 17th/18th 

December 2022. In order to consider this question it is necessary to identify a number of general of issues 

which inform that question. First it is important to distinguish between two types of situations. 

A “major internal incident” arises within the hospital. [Senior Staff Member D] gave evidence of such an 

event occurring (page 47 Investigation Interview): 

 
…when resources available are unable to cope with the 
workload.)  
 

[Senior Staff Member D] explained that (page 48 Investigation Interview): 

 

A major emergency is a completely separate thing, that 
relates to the number of live casualties who are going 
to present to your emergency department and your 
ability to cater for them. That is a major emergency 
and you have a major emergency plan. 
 

Obviously the question of a major emergency does not arise but the possibility of a major internal incident 

being being declared does need to be addressed.  

[Senior Staff Member D’s] evidence (pages 47 and 48 Investigation Interview) was that (emphasis added): 

On the night in question did it meet the criteria for a major 
incident? No, it didn't because there was ample 
decompression measures available. Had the ED been 
decompressed there would have been 40 less patients bed 
booked in the ED and that would have given the ability 
for both the nursing staff and the medical staff to 
concentrate on the patients who needed emergency care 
rather than particularly the nursing staff being 
diverted, looking after patients that required 
inpatient care. 
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[Senior Staff Member D] referred to a major internal incident being declared on 2nd January at page 48: 

As you are well aware on the 2nd January a major internal 
incident was declared and that is because we found ourselves 
in a similar position in the Emergency Department but all of 
our surge capacity had been utilised. So we had maximised our 
ward trolleys, we had maximised our surgical day ward 
capacity. 
 

In addition, it is important to, have regard to the fact that, when action was actually taken later the morning 

of Sunday 18th, a number of additional measures (beyond the actual implementation of the decongestion 

protocol and the sending of admitted patients on trolleys to wards) were implemented. These measures 

involved accelerating the moving of patients to other hospitals within the UHL group which in turn involved 

the cancellation of some procedures in those hospitals so as to facilitate the accommodation of patients 

who might be moved to those hospitals from Dooradoyle. For ease of reference, the Report will refer to such 

measures as “enhanced decongestion measures” being measures which go beyond the protocol for moving 

trolleys to wards but which are short of declaring a major internal incident.  

As earlier noted, an additional matter which needs to be taken into account in this context is the fact that, 

save for the opening of a surge facility, none of the first layer of decongestion measures actually took place 

over night into the morning of December 18th. It follows, therefore, that the situation which pertained during 

the latter period of the night shift and the handover to the day shift was significantly more severe than would 

have been the case had the protocol for ward trolleys been implemented.  

As regards contacting the Executive Management Team, [Senior Staff Member B] reiterated [their] evidence 

at interview that [they] understood that [Senior Staff Member C], a member of the Executive Management 

Team, was aware of the situation on the 17th December 2022 and that [they] had in fact texted [Dr H] in 

respect of the situation and received no response from [them]. [Their] evidence was that ultimately [their] 

advice was not followed and that [they] at all times acted in accordance with the SOP that was in place for 

[their] role at the time. 

6.4. The Dispensing of Medication in the Emergency Department 

Aoife Johnston was finally examined by [Dr D] at approximately 6am on the 18th December 2022. [Dr D] 

queried “viral septicaemia/septic shock,?CNS sepsis/strep pharyngitis”, order other investigations and 

prescribed medication including antibiotics and a steroid for Aoife.  
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The prescribed medication was not administered to Aoife until over an hour later between 7.15 and 7.20am 

on the 18th December 2022. As referenced earlier in this Report, the protocol in respect of sepsis treatment 

suggests that a patient diagnosed with possible sepsis should receive a bundle of treatment within one hour. 

Aoife, while a query sepsis case so identified by the out of hours GP and [Nurse A], had been waiting many 

hours to see a doctor in Zone A. When she was seen by [Dr D] [they] too [were] concerned that Aoife had 

sepsis and prescribed the necessary medications to treat that condition. Given how ill Aoife was by 6am on 

the morning of the 18th, it is unclear if the dispensing of the medicines immediately on prescription would 

have prevented the tragedy that unfolded. However, the further delay in dispensing those medications at 

6am is unsatisfactory and required further investigation. 

[Dr D] at the Inquest into Aoife’s death gave evidence (pages 24 and 25 transcript Day 2 of the Inquest) that 

[they] prescribed medication including antibiotics for Aoife and requested that a nurse dispense the 

medication. [They] stated (emphasis added): 

I did, I gave them the file (inaudible due to cough) 
urgency but it is common it doesn't happen immediately 
as it should because nurses are obviously overwhelmed, 
like I said. So, I impressed upon them it needs to be 
given urgently but obviously after the fact I saw it 
wasn't given as urgently as I'd hoped.  
 

When questioned as to how the system for dispensing medication works [Dr D’s] evidence was: 

How it works is you would find a nurse and there is 
many nurses working in the zone, I think there was 
three at the time. Many of them might be busy, they 
might be allocated to a patient but patients still in 
the Emergency Department that are not admitted, are not 
necessarily allocated to a specific nurse. So, you 
would find any nurse who may seem available, give them 
the chart and impress upon them how urgent it is to be 
given. But other than that there is no -- there is no 
other way of getting it done as soon as possible, other 
than giving it yourself which often can happen but I 
don't have access to the Omnicell which is where the 
medications are kept. Some doctors do give medication 
on their own sometimes when things get busy which 
wouldn't be how things are supposed to happen but given 
the state of the department it happened sometimes. 
Although other than asking a nurse as well as you can 
to give it as soon as possible, there is no better way. 
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This Investigation put [Dr D’s] evidence to [Nurse C] for [their] view. In an email response dated the 3rd 

June 2024 [Nurse C] stated: 

While common practice would have been as described in [Dr 
D’s]evidence [at the Inquest] - that a doctor would see a 
patient and then get the nurse to administer antibiotics - the 
sole responsibility for administering medication does not lie 
with the nursing staff.  

  

Doctors are free to administer medications themselves to any 
patient and certainly if they felt a patient was in need of 
urgent treatment. I have witnessed the administration of 
medication by doctors on many occasions in the past. So 
therefore, it is incorrect to suggest that the responsibility 
for procuring the prescribed drugs lies with the nurse 
solely.  

  

Separately, I read in [Dr D’s] evidence that [they] had no 
access to the Omnicell, and I would like it noted that this 
was a surprise to me as I certainly have had experience of 
some doctors having that access.  I would have thought, 
therefore, that [Dr D] had access too. All doctors  employed 
in the Emergency Department should have had access to it.  
 

[Nurse C’s] view was put to [Dr D] for comment and in an email dated the 5th June 2024 [Dr D] confirmed 

that [they] had sought to be set up on the Omnicell system when [they] started in the hospital and sent on 

the relevant information but that the set up did not occur. [Dr D] reiterated that (emphasis added): 

“I do not recall any official guidance/protocol given with regards to the administration of 

medications in the ED. In my informal induction, it was explained that medications are given by 

nurses after you have prescribed them, and this is what I observed also to be the status quo.  

Common practice in UHL ED is that the administration of medications is done by the nursing 

staff……. On the night in question, being the sole doctor tending to a large area and an unthinkable 

number of sick patients- I simply did not have the time to both prescribe and administer 

medications myself. The department was so used to operating overcapacity and more time spent 

by nursing staff tending to stable lodgers in ED awaiting beds- prioritising these scheduled 

medications over those of ED patients, that it had become norm to make an ED patient wait for 
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their stat prescribed medications. This was not the first time it had happened; it was merely 

the first time that there was a significant poor outcome because of it.” 

This Investigation sought the view of the experts assisting, Dr Doyle and Ms Burns, on this issue. Both agreed 

with [Dr D] that, within Emergency Departments, doctors tend to prescribe and nurses administer 

medications, other than for certain drugs such as intravenous morphine. Ms Burns did point out in relation 

to sepsis if the antibiotics had been prescribed post triage then the nurse could have administered them. Dr 

Doyle noted that in a well-functioning situation there would be communication between healthcare 

professionals so if the nurse for whatever reason could not administer the medication in a timely fashion, 

there would be a conversation with the prescriber and one or other would then administer the medication.  

When the issue of protocols governing the collection and administering of prescribed medication was raised 

by this Investigation with the hospital, [Senior Staff Member E]’s office responded by email dated the 14th 

June 2024 that 

 “UHL had the following protocols in place in 2022 for collecting and administering of 
prescribed administrations, all attached  

• Triage Pain Medication Policy (December 2022) 
o Protocol for the administration of Ibuprofen for adults at Triage by nursing 

staff 
in the Emergency Department University Hospital Limerick 

o Protocol for the administration of Paracetamol for adults at Triage by nursing 
staff 
in the Emergency Department University Hospital Limerick 

o Protocol for the administration of Penthrox® (Methoxyflurane) for adults at 
Triage by nursing staff 
in the Emergency Department University Hospital Limerick 

• Multidisciplinary Medication Policy UHL, UMH & Croom Hospital 2018  
• ULHG Policy on Medication Management at Ward level (Ordering, Receipt, Storage 

and Disposal) 2023, new updated policy  
• NMBI Medication Administration  Policy (2020)” 

 

The Investigation was also sent a policy which is currently under draft on “Prescribing Medications for 

Symptom Management at the Request of Colleagues in the Emergency Department UHL”, which is awaiting 

sign off by our Drugs and therapeutic Committee. This draft policy is concerned with the administration of 

drugs to patients in the ED for the relief of symptoms of pain, nausea and dehydration. It is not concerned 
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with the treatment of conditions such as sepsis, where the administration of antibiotics in a timely fashion 

is vital to the prospects of a successful outcome for the patient. 

The system for administering prescribed medications, once a doctor has seen a patient in the Emergency 

Department, is ad hoc. Nurses are not assigned to specific unadmitted patients in the ED. The system, such 

as it is, essentially involves a doctor speaking to a nurse when they have seen an unadmitted patient and 

asking that nurse to administer the prescription.  

The chances of delay, such as occurred in this case, in the administration of an urgently needed prescribed 

medication when clinicians and nurses are working under considerable pressure are self-evident. It is 

recommended that a full review of the system in the ED in UHL for the administration of all prescribed 

medications (not simply medications prescribed for symptomatic relief) should take place in order to obviate 

the risks of delay once medication is prescribed.  
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CHAPTER 7 - SOME BROADER ISSUES 

As background it is appropriate to describe the Emergency Department at UHL and its staffing. 

7.1. The Emergency Department and its Staffing 

The physical layout of the Emergency Department can be seen from the following plan.  

 

 

Patients who arrive other than by ambulance come into a waiting area which has a number of desks at which 

the patient can be registered. The patient then remains in that area until their turn for triage arises. At that 

stage the patient is brought to one of the triage areas where the patient concerned is seen and an 

appropriate triage category allocated.  
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It will be seen from the above plan that there is a separate area for paediatric patients which, in this context, 

means any patient under the age of sixteen. It is my understanding that this age limit is the one generally in 

use for such purposes throughout the Health Service. 

Adult patients will, depending on their triage result, be then sent to one or other of the areas within the ED. 

The Resus, or Resuscitation, area has seven bays (although it would appear that it frequently has more than 

seven patients assigned to it at any given time, and, on the evening with which this Report is concerned had 

more than double that number). If not admitted to the Resus area, typically patients who can walk (who are 

considered “ambulatory” in the terminology used) go to Zone A whereas other patients may be sent to Zones 

B and C. It also needs to be noted that those three Zones also have within them so called “boarders” being 

admitted patients for whom a bed in the hospital is not as yet available. Clearly the presence of such patients 

on trolleys adds to the number of patients in the zones and thus can contribute significantly to overcrowding 

in those Zones.  

As will be seen from the plan, and on the evidence, the total number of ordinary positions within the three 

Zones is 49.  

Dr Doyle drew attention to the fact that the Resus area appeared to be used for purposes other than 

resuscitation and the treatment of critically ill patients. It would seem that the Resus area was, in fact, used 

for procedural sedation and also as a monitoring area. It may well be that this factor contributed to the 

overcrowding of the Resus area. It is noted elsewhere that progress has been made in relation to the 

provision of a monitoring area, with suitable staff, which may partly address this question. Obviously, the 

ability to properly manage patients who require to be in the Resus area is dependent on that area not being 

itself significantly overcrowded. It is, therefore, important that only those patients whose clinical condition 

requires that they be in Resus, are actually located there at any given time. It is appreciated that the frequent 

overcrowding of the Emergency Department can make dealing with this issue particularly difficult and it is 

recommended that further consideration be given to ascertain whether there are additional measures which 

could be adopted to ensure that Resus is, to the greatest extent possible, used only for patients whose 

clinical requirements necessitate their being in such an area.  
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(a) Staffing  

On the weekend of the 17th and 18th December 2022 during the night shift the designated nurse staffing i.e. 

funded posts  amounted to 19 nurses plus one CNM2 in charge. The table below17 sets out the nursing staff 

allocation for the ED on the Saturday and Sunday 17th and 18th December 2022, the funded posts and the 

numbers of patients in the ED and is helpful in setting out the situation on the floor of the Department on 

the evening that Aoife attended. 

 
 

There was a short fall of five nurses on the occasion in question. 

The funded nursing posts for Zone A, which is where Aoife was sent after triage, were 4. There were 3 nurses 

available to work in Zone A. Two of those nurses were permanently assigned to taking care of the boarded 

patients so there was one nurse only to take care of the remaining patients in Zone A, including Aoife,  waiting 

to be seen by a doctor. This was [Nurse]. 

 
17 Source Page 25 SAR Report 
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[Nurse C] was the [Title] who came on duty in the ED at 8pm on the 17th of December. [They] gave evidence 

of reviewing the Maxim system when [they] came on duty (page 17) which allowed [them] to identify the 

numbers of patients. [Their] evidence was that on the evening in question [they] had 15 nurses available, 

inclusive of [themselves]. [Nurse C’s] evidence was that often the [Title] in the ED is often compromised in 

their role as due to staff shortages the [Title]  must take on the tasks of a staff nurse (page 14) (emphasis 

added): 

Q. So  you are actually acting as a staff nurse -- 
 
A. Absolutely, your role is compromised all the time due 

to understaffing. You cannot fulfil a role, go to the 
areas, support the staff, you can't have eyes on -- you 
can't fulfil that role in a meaningful way at all when 
you are understaffed, it just doesn't happen because 
the necessity for somebody to look after a patient that 
is very sick coming into the department, there is just 
not the nurse there to do it. 

 
For completeness it should be noted that the allocation of nurses to the ED has since been increased. As 

mentioned elsewhere, the decision to approve of that increase had been taken in the middle of 2022 but, 

having regarding to how long it typically takes to recruit nurses most especially from abroad, no additional 

nurses had in fact taken up their roles by December 2022.  

The table below sets out the numbers of nurses allocated to the various areas in UHL’s ED on the 17/18 

December 2022, the funded posts on that night and the numbers and allocation of nurses to various zones 

in the ED with a full complement of nurses on a night shift in June 2024- 
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ED Areas Staff Nurse 
Allocations 17/18 Dec 
2022 

Designated Staffing/
Funded Posts 17/18  
December 2022  

Nurse Allocation 
June 2024 

Triage 1 CNM 2 2 

Resus 3 4 5 

Paeds 1 2 3 

Zone A 3 4 4 

Zones B&C 5 5 5 

CDU 1 2 2 

EMEWS N/A N/A 2 

Totals 14( plus 1 CNM2 in 
charge) 19(plus 1 CNM2 in charge) 23 

  

The hospital provided the Investigation, by email dated the 14th June 2024, with details of the above current 

numbers of nurses on a night shift and their allocation in the ED. The hospital has confirmed that two of the 

23 nurses on duty are permanently allocated to care for boarders in the ED. UHL stated that, while it has 

been able to recruit staff to meet the allocation from the Safer Staffing framework equating to 21.5 WTE, 

the challenge 

“is in the CNM2 role as we have been unable to fill the 5 WTE post despite advertising since July of 2023.” 

It is also important to note that, while UHL is able to recruit staff nurses, the hospital does point out that “the 

level of ED experience/skill mix is very low. This results in a prolonged training schedule to develop our new 

recruits.” 

It is of concern that, while the hospital does point out that the EMEWS system has been implemented across 

the ED and is undertaken within the current staffing compliment, “this can prove challenging with high 

volumes of admitted patients across the department as staff are deployed to manage.” 

As a result of a request from the Investigation, the hospital has also provided figures for the current level of 

doctors who are rostered during a typical Saturday/Sunday night shift equivalent to that period of time which 

is the principal focus of this report. The following table sets out a comparison between the number of doctors 
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rostered on the 17th and 18th of December 2022 and the number who would now be rostered on a similar 

occasion. It should be noted that both of the sets of figures appearing in this table relate to the full number 

of rostered doctors. It should be recalled that, on the 17th/18th December night shift, there was one doctor 

less than the full rostered number available due to a doctor having suffered an injury and being unable to 

attend.  

ED Doctors on Night Shift 17th-18th December 2022 Weekends Presently 
Consultants 8am-1pm x1

On-call from 1pm 
8am-1pm x 1 
On-call from 1pm 

Registrars 8am-8pm x 1
10am-10pm x 1 
8pm-8am x 2 

10am-10pm x 1 
8pm-8am x 3 

Senior House Officers 
(SHOs) 

8am-8pm x 2
12pm-12am x 1 (absent) 
6pm-2am x 1 
8pm-8am x 1 

2pm-12am x 1 
4pm-12am x 1 
8pm-8am x 3 

 

(b) The Capacity of the Hospital  

The question of the overall capacity of the hospital is relevant to this Investigation in this way. It is clear that 

severe overcrowding in the ED on the 17th/18th December 2022 was a contributory factor in the ability of 

all those working in ED on that occasion to carry out their duties in as efficient a manner as possible. The 

reasons why this is so have been addressed elsewhere. While undoubtedly overcrowding was not the only 

issue which impacted on the lack of treatment of Aoife on that occasion, such overcrowding was undoubtedly 

a material factor.  

It follows that issues which contributed to that overcrowding are themselves potentially relevant. This Report 

deals elsewhere with questions concerned with whether, independent of the overall capacity of the hospital, 

there are measures which could or should have been taken to reduce overcrowding generally. However, that 

capacity is, for the following reasons, itself, an important issue.  

As noted there may, of course, be measures which could be taken to potentially reduce the number of 

admissions to the hospital, to speed up the length of stay of patients consistent with such patients receiving 

proper care, and to ensure that patients are discharged as soon as this can safely be done and not delayed 

in their discharge by reason of external factors. All of these are matters which have the potential to reduce 

the total demand on hospital beds at any given time.  
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However, at the end of the day, there is a limit to what even the most effective of such measures can be 

expected to achieve. The question therefore clearly rises as to whether the capacity in the hospital as a whole 

is sufficient to absorb all of the patients who need properly to be admitted.  

In a separate section of this Report18, I will address measures which have been adopted in ED since the 

tragic events of the 17th/18th December 2022 as such measures are clearly material to recommendations 

which can properly be made. However, the universal view of all of the senior clinicians and managers dealing 

with ED, as reported to me in interviews, was that the ED itself, with its new level of staffing and assuming 

the implementation of a small number of additional measures which are planned, would broadly be capable 

of handling the likely demands placed upon it were it not for the fact that the ED facility itself has frequently 

to accommodate a significant number of “boarders” being admitted patients for whom beds are not available 

at the time in question.  

In other words it is said that the real ongoing problem into the future stems from the ability to move patients 

out of ED promptly after they have been admitted to the hospital and no longer need to be in the ED. While 

there are, doubtless, some measures which could be enhanced to expedite the movement of patients to 

such beds as are available, it is very clear that the major underlying problem is that there are just not enough 

beds to accommodate admitted patients.  

While the total number of beds which might be needed may potentially be reduced by the sort of 

improvements referred to in respect of both admission and discharge together with patient flow, there still 

remains the question of whether, even if all such all matters were optimised, the number of beds within the 

hospital would be likely to be adequate.  

The starting point for consideration of that issue has to be to look at the historical situation at the time of 

the delivery of Horwath Report. That Report and its relevant recommendations are analysed elsewhere in 

this Report. 

As noted elsewhere, [Senior Staff Member G’s] evidence was that the first additional beds which the hospital 

group received were in 2020. An additional 98 beds were obtained in Dooradoyle with some further beds in 

Croom.  

 
18 Chapter 8 
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In addition to the extra beds already in place, a modular addition is currently underway which will provide 16 

extra beds by the end of this year. [Senior Staff Member E’s] evidence (page 31 Investigation Interview) was 

that this 16 bed block was announced by the Minister for Health in recent months and is to be operational 

by Christmas 2024. [They] did also point out that this modular unit will also have to be staffed.   

Furthermore, there is currently under construction a new block which will contain 96 additional beds. The 

Investigation was informed that it was anticipated that this block would be physically complete by June 2025. 

There is a question as to whether adequate staffing will be available at that time to enable the block to 

become operational as soon as practicable after it is ready. As identified in the context of the additional 

nursing staff approved for ED in the middle of 2022 (but who were not in place by the tragic events of 

December), it is clear that it currently takes 15 to 18 months from the time when additional nursing staff 

numbers are approved to nurses being recruited and being actually in a position to work. The Investigation 

was informed that it has only been in the very recent past that approval was given for the employment of 

staff to service the new block. Having regard to previous experience, it may well be very challenging to have 

a full nursing complement in place in time. In that context it does seem to me that there would be 

considerable merit in questions surrounding the approval of staff numbers being dealt with at the same time 

as approval for capital expenditure which is needed to construct or adapt premises to provide extra capacity. 

It is appreciated that there are important differences between capital expenditure, on the one hand, and the 

long term commitment to current expenditure which arise from the approval of additional staff on the other. 

However, in a context such as this, the two seem to be inextricably linked. There is little point in building 

additional capacity if it cannot be utilised because of the absence of staff. There might, in certain 

circumstances, be a legitimate basis for building a larger facility (due to economies of scale) than could be 

immediately be staffed but in such a circumstance it would appear sensible that that issue be identified at 

the time of approval so that the capital expenditure for the development together with an initial number of 

staff would receive contemporaneous approval with the question of whether and when the full capacity of 

the constructed facility might be utilised being deferred until there was sufficient funding available to pay 

the necessary staff needed to allow it to operate at its full level.  

However, excluding that particular type of situation, there is little point in building additional capacity unless 

it can be utilised in a timely fashion. A more joined up approach to putting in place approval for the necessary 

staff at the same time as approving the capital expenditure for construction seems sensible.  
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Be that as it may, it does look like the new facility will be fully operational sometime in the latter part of 2025 

at the latest. In that context, however, it should be noted that, while the facility will contain 96 beds, the 

overall programme will lead to a reduction of 25 beds elsewhere in the hospital. That is because some of 

the current capacity of the hospital is in so called “nightingale” wards. These are the sort of large open wards 

which formed part of hospitals in the past where a significant number of patients occupied the same ward 

with, perhaps, only curtains between the respective beds. There are obvious problems with such wards both 

in respect of dignity and privacy but equally and importantly in respect of the control of infection within such 

wards. There is no doubt that it is desirable that such wards be modernised but it is equally clear that such 

a process leads to a reduction in the total number of beds which can be accommodated in a more modern 

facility within the same space. In this case such developments will mean losing 25 beds in the existing 

hospital.  

Thus the combined effect of the modular build currently underway and the net gain by the opening of the 

new block should lead to 87 additional beds being in place at least by the latter part of next year.  

I also understand that there is approval for a second block of 96 beds which it is hoped can be built by the 

end of 2027. Hopefully, bringing such a facility into actual operation in a timely fashion will not be delayed 

by staffing approval issues.  

Assuming that facility does come on stream on time it would appear that, by the end of 2027, there should 

be 183 beds in addition to those currently in use. In that context it is useful to refer to the Deloitte UL 

Hospitals Group Patient Flow Report of September 2022. This identified that, with the growing, aging 

population in the region, the bed capacity required by 2036 is an additional 202 adult inpatient beds for the 

group with an additional 100 beds needed in order to refurbish the ‘nightingale’ wards and reduce the bed 

occupancy. A total of 302 additional inpatient beds will be required by 2036 according to Deloitte. 

In that context, I also understand that there is the potential for a third 96 bed block which is further down 

the line. However, it would appear that, not least having regard to the need to leave space for a maternity 

facility which, in accordance with Government policy, should be co-located on a level 4 acute hospital site, 

there may not be capacity for the Dooradoyle campus to accommodate any further expansion beyond that 

third new block. While it is beyond the scope of this Report to address such issues in detail, there does 

appear to be evidence to suggest that there is, therefore, a limit to the extent of which the overall capacity 
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of the hospital can be increased beyond the additional 183 beds which it is hoped will be on stream by 2027 

and the possibility of a further 96 beds at some stage thereafter.  

Working back from that limit, it is important, from the perspective of this Report, to identify the consequences 

for emergency medicine services in the Midwest. It seems clear that it is necessary to assess the likely 

maximum efficiencies which can be achieved so as to improve admissions and, perhaps more importantly, 

patient flow and discharge. However, if it is reasonable to project that the number of likely admissions 

together with the likely stay of such patients, will, having regard to population and demographic issues, 

exceed the capacity of the Dooradoyle site to absorb such patients, then the problem of the inability of the 

ED to work appropriately because patients cannot be moved on to beds in a timely fashion, will persist. It 

should be emphasised that this Report is not indicating any conclusion as to whether that limit does create 

a problem but it seems critical, given the undoubted leads times which would be involved in implementing 

any appropriate measures, that research is urgently carried out to identify whether the limitations on the 

Dooradoyle site are such that it cannot be expanded beyond a number of beds which is below the number 

likely to be required on even an optimistic scenario concerning admissions, patients stay and discharge. It 

would appear that such an analysis, should it lead to the view that those limitations do create a long term 

problem, might well inform decisions as to whether alternative measures need to be adopted to deal with 

ED demand in the Midwest region. If a conclusion is reached that Dooradoyle cannot, in the medium term, 

be expanded to a sufficient extent to accommodate admissions arising from ED, then alternative solutions 

must necessarily be found. It is beyond the scope of this Report to express any views on what those 

alternative solutions might be.  

Finally, in this context, and during the course of the main evidence gathering carried out by this Investigation, 

I became aware of further announcements concerning capacity in the Midwest Region. The Minister for 

Health in April 202419 announced that a procurement process has been initiated for the operation of the 

new 50 bed Community Nursing Unit in Nenagh as a step down sub-acute and rehabilitation facility for UHL 

for one year until the first 96 bed block is opened. The bed profile has been changed in the new block from 

48 new beds to 71 new beds. The Minister has asked that recruitment commence 2024 for immediate 

readiness in 2025. The Minister has mandated that all steps are taken to accelerate the second 96 bed 

block to be built at UHL and a further 20 permanent step down transition and rehab beds will be procured 

 
19 Appendix 15 Department of Health Press Release 4 April 2024 
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in Clare. The opening hours of the region’s three Acute Medical Assessment Units at Nenagh, Ennis and St 

John’s are to be extended to 24/7 on a phased basis and Safe Staffing will be extended to all wards in UHL 

as per the national rollout. These steps, if they come to fruition, are to be welcomed. 

(c) Resources Generally  

It is far beyond the scope of this Investigation to deal with broad issues concerning the allocation of resources 

to and within the Health Service. However, the evidence heard by the Investigation does lead to a small 

number of observations which are put forward in the hope that they may be of some general assistance.  

One question which arose in a number of different respects was a contention, not least by Senior Managers 

within UHL, that it is under resourced in comparison with comparable other health areas and acute hospitals.  

However, I was struck by the fact that there seemed to be broad acceptance that, in the context of those 

areas of staffing to which it has been applied, the Safer Staffing model provided an appropriate basis for 

determining staffing numbers. It should be recalled that this model was developed as a result of a report 

which was designed to devise a method for determining the appropriate level of nursing staff taking into 

account all relevant factors. [Senior Staff Member E’s] evidence on this (at page 20 Investigation Interview): 

Q. My understanding is that the increase in nurses was as 
a result of an objective formula that had been 
developed as a result of a report? 

 
A. Safer Staffing. 

It has already been noted that the National Framework for Safe Nurse Staffing and Skill Mix in Emergency 

Care Setting in Ireland 2022 resulted in approval for 21.6 WTE20 additional whole time nurses to the ED, 

who were not in place at the time of Aoife’s death. [Senior Staff Member C], referred to a figure of 21.5 WTE 

at page 17 of [their] Investigation interview. 

[Senior Staff Member E] explained the systems whereby staffing numbers are determined (page 21 

Investigation Interview): 

So to explain on the two 
elements, Safer Staffing is very specific. It is 
definitely calculated through the Department of Health, 
the Chief Nurse actually, and with the national HSE, HR 
developed that model and there is a number of nurses on 

 
20 Page 26 SAR Report 
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sites who work now and we did get 21.5 so I want to 
acknowledge that, nurses into the Emergency Department 
under the Safer Staffing model. That is very well 
developed and managed by nursing directors and nurses 
within it. From a doctor point of view or deciding on 
any other staff member in the hospital, over the years 
we would be subject to the estimates process it was 
known as. Every May we would set out what we needed to 
develop in service in that year and it would be 
submitted to national HSE who would view it, take a 
decision, talk with the clinical programmes and decide, 
a lot of it would be cut away to be honest. That would 
inform the National Service Plan that would be done 
annually based on the funding they got from Government 
after the letter of determination just after the 
December. So estimates started early. In recent 
years, in the last four years we are not involved in 
the estimates process at all. It was put to one side 
and decision are taken centrally in the HSE as to what 
services are being developed, what you get in your 
region and that is the way it has been. This will 
change again now with the new health region of course, 
which is good, population based. 
 

[Senior Staff Member C] gave evidence (page 9 Investigation Interview): 

Phase 1 of Safe Staffing was funded and supported. 
There was a certain pot of money, we all applied for 
it, all the health groups, and we just worked through 
the process of recruiting. Once you recruit then you 
go to the next stage. Phase 2 for emergency 
department. For example we started campaigning for 
Safer Staffing for our Emergency Department for phase 2 
in 2022. The Emergency Department is slightly 
different, it is based on your attendances and your 
triage categories and it is based on 2021 figures. At 
the time there was around 76,000. We now know we are 
at 80,000. At that time in 2022 in August, September 
we got approval for 21.5 additional nursing staff.  
 

And at page 10 of [Senior Staff Member C’s] interview: 

Q. Can I 13 just ask, the total figures of nurses that would 
then be approved as a result of that process, as you 
mentioned they are based on the number of attendances 
at the ED Department, would they be consistent 
throughout the country based on the relative 
attendances? 

 
A. It is really important to note that because our figures 

were based on Safer Staffing was 2021. We know there 
was 76,000 attendees. We knew that that Safer Staffing 
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has to be reviewed biannually, twice a year, sorry, 
twice a year, because we know already now in 2023 we 
saw over 80,000 so we know our attendance has gone up 
4,000 to 5,000 so you have to migrate and stay with 
that. 
 
 

Q. But the number that is approved is sort of a formula 
based on the number? 
 

A. It is absolutely a formula based on your attendances, 
 your triage categories and it is very much that 

formula. 
 

Measures such as Safer Staffing undoubtedly bring both transparency and clarity to decisions on the 

determination of the appropriate allocation of resources. It is appreciated fully that the implementation of 

this, or indeed other similar, measures across the Health Service as a whole would take time and might well, 

indeed, require a gradual increase in the total amount of resources being allocated. However, such measures 

at least have the benefit of providing a significant increase in transparency in relation to the relative 

allocation of resources to different parts of the Health Service performing similar functions. If there is an 

objective basis for determining the amount of resources appropriate to comparable institutions then it will 

allow an assessment of whether it can truly be said that a particular area or institution is under resourced in 

comparison with similar areas or institutions taking into account all relevant factors which might impact on 

the need for resources. The fact that these matters may be capable of being determined objectively does 

not, of course, mean that the resources for insuring equivalence will necessarily be available, at least in the 

short or even in the medium term. However, at least such a measure would provide an appropriate starting 

point for an assessment of where resources need to go and would, hopefully, inform an appropriate public 

debate.  

In the absence of such objective measures, all sides to any particular debate, can, doubtless, pick the figures 

which suit their case. A, perhaps overly simplistic, example may nonetheless illustrate the point. Assume 

that, last year, a particular institution only received resources which amounted to 75% of the national 

average for such institutions, having regard to scale and any other relevant factors, but, this year, received 

an increase of 20% on last year’s allocation whereas the national average only represented a 5% increase. 

In such circumstances both of the following statements would be true. On the one hand, it might be said that 

the institution concerned received four times the national average increase in its resource allocation this 
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year. That would be perfectly correct. On the other hand, it could be said that the institution concerned has 

an allocation of resources this year which is more than 14% below the national average. That would equally 

be perfectly true. It is not hard to predict which of those two accurate figures would be put forward depending 

on which side of the debate (be it funder or funded) the speaker was on. Of course, in passing, it should be 

noted that it would not be unreasonable to expect the institution concerned to have, nonetheless, improved 

its performance given the increase in funding beyond the national average but it would equally be unfair to 

simply emphasise the increase in funding without acknowledging that it still fell short of the national average.  

Doubtless, debates on resources allocation will undoubtedly be influenced by a whole range of factors but it 

must surely be the case that the quality of debate and the quality of decision making thereafter can be only 

be enhanced by more objective data. It is often said that there are lies, damn lies, and statistics. There is 

some truth in that for protagonists can pick the statistics that suit them. However, decision making without 

adequate data is fraught. Objective and readily available data which is based on an appropriate appraisal of 

all relevant factors (such as that which led to the Safer Staffing Model) can only improve the situation.  

A further matter which the evidence suggests might appropriately be placed on a more objective basis is the 

recognition of what might be termed “medical inflation”. The courts are quite familiar with this topic for it 

frequently arises in the calculation of damages in serious or catastrophic injury cases where a claimant 

needs to be compensated for the future cost of medical care. Estimating that additional cost into the future 

requires an assessment of the rate at which the cost of providing the same service is likely to increase. 

Experience has shown that normal measures of inflation, such as the consumer price index, do not 

adequately reflect medical inflation.  

It must, of course, be acknowledged that all those operating within the publically funded sector have an 

obligation to seek ways to make the best and most efficient use of their existing resources. The need to 

attempt to maximise the use of existing resources due to greater efficiency is an important one. However, 

the quotation of figures for the increase in the allocation of resources without having regard to medical 

inflation can be misleading. Saying that a particular medical institution obtained a 5% increase in its resource 

allocation at a time when medical inflation was running at 7%, actually suggests that the institution 

concerned has had a reduction in its resources in real terms. The development of an appropriate index or 

indices to reflect medical inflation on an objective basis would, in my view, be an important contributor to 

informed public debate. I would leave it to experts to determine whether it would be better that there be a 
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single index or, perhaps, a separate indices reflecting the mix of expenditure involved in, say, hospitals, on 

the one hand, and community care, on the other. Obviously any such index or indices would require to be 

weighted having regard to the expenditure mix in the area concerned including salaries, medicine, 

equipment costs and the like. However, the development of such an index or indices would, it seems to me, 

enhance public debate.  

A regular complaint from Senior Managers in UHL was that the resources allocation process was essentially 

reduced to making bids during the budgetary estimate period. Some element of that process will almost 

certainly be inevitable. However, the legitimate debate that may surround decisions made in that process 

can, in my view, only be enhanced where there is a greater level of publically available and objectively 

determined measurement fed into that debate.   
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CHAPTER 8 - CHANGES SINCE DECEMBER 2022 

Given that the Terms of Reference anticipate the making of recommendations, it is clearly relevant to 

consider developments since the tragic events of December 2022. Some of these are touched on elsewhere 

in this Report but it is useful to bring them all together to convey a picture of what has, and by implication 

what has not, changed in the ED with a view to setting the scene for any future developments which may be 

appropriate.   

At an organisational level it is important to note the creation of a new Directorate within UHL which is termed 

the Urgent and Emergency Care Directorate. In December 2022, as explained by [Dr H], Emergency Medicine 

was part of the Medicine Directorate which also had responsibility for other specialties like geriatric care for 

example. Since mid-2023 urgent and emergency medicine, including the ED, has its own Directorate. To 

place this Directorate in context it is necessary to say a little about the Directorate system of management 

which operates in UHL. The hospital is divided in to a number of Directorates such as the Urgent and 

Emergency Care Directorate, the Medicine Directorate and the Child and Maternal Health Directorate. Each 

Directorate has its own Clinical Director, Director of Nursing, and a Senior Executive/General Manager. Those 

officials report to the relevant Chief Officers such as the Chief Clinical Director and the Chief Director of 

Nursing. 

In December 2022, the ED was part of the Medicine Directorate. However, in mid-2023 the new separate 

Directorate referred to above was created with [Dr K] as its [Title]. The Investigation understands that there 

are regular meetings at which Senior Personnel from each Directorate meet together with the overall Senior 

Management Team. Thus, each Directorate has, as it were, a seat at the table for those discussions. 

Doubtless, in circumstances where a Directorate covers a number of areas, the Senior Personnel concerned 

can raise issues relating to each of the strands of the hospital’s activity which come within the remit of their 

Directorate. However there can be little doubt that having a separate Directorate of urgent and emergency 

medicine, thus placing those responsible for those areas at the table, must enhance the extent to which 

issues arising in those areas can be aired at such senior meetings. This development must therefore be 

considered to be quite a positive one. 

There is reference elsewhere in this Report to the difficulties encountered in objectively assessing the needs 

of patients who might be said to be deteriorating while awaiting been seen by a Doctor in ED and thus might 

require more urgent attention. As also noted, there is now an objective system (being the EMEWS System) 
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in place to deal with this issue. That again is a positive development. It should be noted that the 

implementation of a system such as EMEWS would not have been possible in December 2022 given the 

then level of nursing posts available. It has proved possible because of the increase of 21.5 Whole Time 

Equivalent Nurses which, for reasons explained elsewhere, had been approved prior to December 2022 but 

where the relevant additional nurses were not in place until well into 2023. I am sure that, after the EMEWS 

system has been operational for a suitable period, an appropriate assessment will be carried out to ascertain 

its effectiveness. It should be recognised that UHL is among the first EDs in the health service to implement 

this system.   

However, it is of concern that the hospital in June 2024 informed this Investigation that, while that the 

EMEWS system has been implemented across the ED and is undertaken within the current staffing 

compliment “this can prove challenging with high volumes of admitted patients across the department as 

staff are deployed to manage.” 

It is also important to reiterate the position in respect of the overall capacity of UHL. For reasons analysed in 

some detail elsewhere, it is clear that the overall capacity of the hospital is insufficient, by a significant 

margin, to meet the demands placed upon it. While measures have been approved to increase that capacity, 

it must be recognised that there is an inevitable lead time between decision making in that regard and there 

actually being an operational increase in capacity present on the ground. As noted elsewhere, an additional 

16 beds will become available towards the end of this year as a result of the opening of a modular-built unit. 

Furthermore the net increase of an additional 71 beds is anticipated in, perhaps, the second half of 2025 

with the actual date being potentially dependent on the speed at which staff, and in particular nursing staff, 

can be recruited in sufficient numbers. The Minister for Health’s announcements in this regard are contained 

in the Department of Health Press Release dated the 4th April 2024 annexed at Appendix 16 to this Report. 

All of these developments are, of course, most welcome but it does need to be recorded that the overall 

capacity of the hospital as a whole is no greater today than it was in December 2022 although the staffing 

levels in ED have, of course, improved.  
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CHAPTER 9 - OVERALL CONCLUSIONS 

9.1. The Questions 

It is important to start by noting that there are general issues which effect the provision of Emergency 

Department care throughout Ireland. Many of these issues have been well rehearsed in public debate in 

recent times and it is far beyond the scope of this Report to seek to provide answers to broad questions 

which have affected this aspect of the health service for many years. However, it would be unfair to all 

involved if relevant aspects of those general problems were not at least acknowledged in this Report. 

University Hospital Limerick is not, of course, immune to those general considerations. In turn, that does not 

mean that those responsible for decision making in UHL are not potentially accountable for the way in which 

they have sought to deal with the kind of problems that exist across the board. It would, however, be unfair 

to those persons not to acknowledge the existence of general problems which impact upon the way in which 

the hospital in general, and the Emergency Department in particular, operates.  

Second, and as already noted, the fact that all hospitals, and in particular all of our emergency departments, 

may have to struggle against the backdrop of those general problems does not mean that it is not also 

necessary to look at the specific measures taken within UHL to minimise the effect of those problems on the 

care received by patients in the Emergency Department. That is the layer of analysis which involves 

addressing both the corporate and clinical governance of the hospital in so far as it impacts on the way in 

which the Emergency Department operates with particular reference to factors which may have had some 

impact on the tragic events to which this Report is directed.  

While the particular focus of this Report is, obviously, on the Emergency Department, it is important to 

acknowledge that this Department does not operate in isolation from the hospital as a whole. One example 

of this interaction can be seen from the facts set out in the SAR Report. It is there noted that a significant 

portion of the capacity of the ED facility was taken up by the presence of what are described in that report 

as “boarders”. That term is a colloquial description of people that have been formally admitted to the hospital 

but who physically remain within the Emergency Department thus occupying space which might otherwise 

be available to patients going through the Emergency Department procedures. Those admitted patients are 

under the care of the relevant doctors appropriate to the conditions in respect of which they have been 

admitted.  
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It is obvious that the presence of boarders in the ED stems from the inability to move such patients to ordinary 

wards. This in turn is clearly caused by a lack of bed capacity in ordinary wards to absorb all admitted patients 

and, perhaps at least in some circumstances, whether the procedures for moving admitted patients from 

the ED into beds in ordinary wards are as efficient as they should be. In turn again, the availability of beds in 

ordinary wards is in part a function of the total number of operational beds available at any stage but also 

can be affected by the speed with which patients who no longer need to be present in an acute hospital are 

discharged with this latter factor itself being potentially impacted by the availability of other suitable locations 

within the health system to which such patients can be moved if they are not ready to be discharged outside 

of health system itself. All of this goes to show that there are many aspects of the operation of the hospital 

as a whole which can impact on the availability of beds within the ED. While again, it is beyond the scope of 

this Report to deal in detail with many of those questions, nonetheless they do form part of the overall picture 

for they clearly impacted on the availability of resources within the ED on the relevant occasion.  

Of more specific relevance to the operation of the UHL Emergency Department itself, it was necessary to 

consider the way in which that Department operated in general terms but with particular relevance to factors 

which might have impacted on conditions at the relevant time. Like almost all EDs, a triage system is 

operated whereby patients are given an initial assessment which is designed to help prioritise those in need 

of most urgent diagnosis and treatment. It is clear from the chronology set out in Chapter 4 of this Report 

that the period of time which elapsed between the arrival of Aoife Johnston in the ED to her triage was well 

in excess of one hour. It is necessary to consider the overall operation of the ED which leads to, at least in 

some cases, what appears to be a significant delay in even reaching the triage stage. The protocols and 

procedures in place and the resources allocated need to be considered in that context.  

The triage system used in the UHL ED is the so called “Manchester” system. This involves placing patients 

into one of five categories numbered 1, 2, 3, 4 or 5 where those in Category 1 are assessed as being in need 

of immediate care. A number of general issues arise in that context. First, the Manchester system is clear 

that the ideal maximum time to first contact with a treating clinician for a patient assessed in Category 2 (as 

Aoife Johnston was) is 10 minutes. We know that Aoife was not, in fact, seen for twelve hours. There is also 

data from which it is clear that there was no reasonable basis, at the time when Aoife first attended and was 

subject to triage, of her been seen by a doctor within 8-10 hours (if not more). This can be seen from the 

following analysis. National norms suggests that an ED doctor can see approximately 1.8 patients per hour. 
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At the time of Aoife Johnston’s presentation at the ED and at the time of her triage, there were anticipated 

to be 3 doctors working in the ED for most of the following period of time. From figures obtained from the 

hospital, it is clear that, at the relevant time, the number of patients who were ahead of Aoife Johnston in 

terms of awaiting assessment by a doctor was very substantial being the single Category 1 patient in the ED 

who had not yet been assessed by a doctor together with those of the Category 2 patients who were adults 

and who had, as it were, joined the queue before her registration. The system operated by the hospital 

appears, in general terms, to have involved giving priority to Category 1 patients with Category 2 patients 

ranking as and between themselves by reference to how long they had been waiting. As described in Chapter 

6, there was an ad hoc system whereby nurses might suggest to doctors that a particular patient might be 

escalated ‘up the queue’ by reason of a worsening condition. That being said, it follows that the minimum 

period of time within which it was likely that Aoife could have been seen in accordance with the practice 

operated by the hospital was completely at odds with the Manchester recommendation of such patients 

being seen within ten minutes. It was necessary to consider how the system was intended to work in those 

circumstances. 

The figures for numbers of patients present in the ED at the relevant time were provided as a result of a 

request to the hospital. However, those figures did throw up some further issues which required 

investigation. First, it would appear that 23 patients who registered after Aoife and were assessed as 

Category 2 were actually seen before her. However, 6 of these were dealt with in the Paediatric Emergency 

Department and do not, therefore, form part of an appropriate analysis of the priority given to patients in the 

adult emergency department. In passing, it should be noted that, as I understand it, in emergency medicine 

it is generally considered that persons 16 and over are dealt with in what might be called the adult part 

rather than the paediatric section. In any event, that leaves 17 patients who were escalated to be ahead of 

Aoife on the occasion in question. The description given by the hospital in respect of those patients was the 

following: -  

• “15 were transferred directly to the Resuscitation room for triage. Of these, 7 were medical 

presentations (acute stroke x 2, STEMI, seizures, low GCS, PR bleed with shock, acute shortness of 

breath), 1 was surgical (ischaemic limb), 3 were hip fractures, 2 were ankle fracture dislocations 

and 1 was a shoulder dislocation. One other patient was likely transferred to the Resuscitation room 
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as suspected fractured neck of femur, had no fracture, and the ED medical note is timed at 1:45 

PM on 18th December 2022. 

• 1 was an oncology patient which is believed to have been seen directly by the team.  

• 1 was a 77 yo man seen in Zone B with severe pain secondary to acute urinary retention”.      

The availability of these figures raises other issues. It seems clear that there was some possibility in place 

to enable patients to be dealt with ahead of the position in which they would have been, had strict adherence 

to a policy of treating patients within the same category in the order in which they were registered had been 

followed. There is, of course, nothing wrong in itself with such a practice but it does raise questions as to 

what categories of patient are escalated in that way and, in particular, who makes the decision to arrange 

for such an escalation. In addition, it was necessary to enquire as to whether there was any accepted practice 

governing such escalations or whether they were dealt with entirely on an ad hoc basis. This is of some 

particular relevance to the case under investigation for it is clear that the fact that those patients were 

escalated ahead of Aoife had the effect of materially delaying her being seen by a doctor. Likewise, the 

question arises as to whether, if each of those patients were capable of being escalated, why someone with 

suspected sepsis and who is subject to a national protocol suggesting treatment within one hour, should not 

have also been escalated. Finally, in that context, it is worth noting that Aoife herself was, to a limited extent, 

actually escalated for the figures provided by the hospital show that there were a small number of patients 

who had registered before Aoife and were placed in Category 2 were actually seen after her.  

An additional issue, of a similar variety, arises from the fact that the figures supplied by the hospital indicate 

that there were 7 non-paediatric patients who were placed in Category 3 but who were seen before Aoife 

even though there were in a lower category. In respect of those patients it appears that all had been waiting 

to be seen for periods between 17 and 23 hours. It would appear that the reason why these patients were 

taken ahead of Category 2 patients was the length of time which they had already spent waiting to be seen. 

However, this fact does, again, raise issues as to whether there was any guidance about escalating such 

patients and as to who makes the relevant decision on such escalation. Finally, in that context, it would 

appear that there were 4 non-paediatric Category 3 patients who were registered after Aoife but were seen 

by a clinician before Aoife. Three of these seem to have been seen directly by appropriate medical teams 

other than the Emergency Department team and so do not appear to have had any impact on the speed to 

which patients were seen in the ED itself. The 4th is stated to have been a patient with shortness of breath 
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who deteriorated while waiting to be seen with oxygen saturations of 50%. It does not, therefore, appear that 

the order of seeing of those patients had any material effect on the time at which Aoife was herself seen.  

In addition, it is appropriate to note that there were at least two other factors making it likely that the period 

before Aoife would be seen would in fact be even longer than the rough calculation earlier set out. First, any 

Category 1 patients presenting while Aoife was in the waiting queue, would be placed ahead of her having 

regard to the urgency associated with Category 1. Second, there is a significant body of evidence which 

suggests that the ability of doctors to see patients effectively in a heavily overcrowded ED is such that the 

average time taken between per patient is significantly greater than that which is indicated by the national 

average of 1.8 patients per hour. It is clear that, on the occasion in question, the ED was hugely overcrowded 

so that it was entirely predictable that doctors would find it difficult to meet that national average. Analysis 

in the SAR Report suggests that, on the occasion in question, the average was very likely to have been below 

1.3 patients per hour. This analysis goes to show that there was no possibility, in applying the system 

operated by the hospital, of someone in Aoife’s position being seen within even a lengthy period of time 

unless she was, in common with the 17 Category 2 patients mentioned earlier, escalated for earlier clinical 

assessment. That in turn raises questions about the system itself. It is clear that a national protocol in respect 

of treatment of sepsis suggests a particular bundle of treatment being given within one hour. How the system 

seeks to reconcile that requirement with the situation where, in the circumstances prevailing on the evening 

in question, there was no realistic prospect of Aoife being seen within a significant number of hours is a 

matter which needed to be addressed.  

While not strictly speaking relevant to the particular issues relating to the treatment of Aoife, questions may 

also arise as to whether there are tensions between other national protocols determining the time within 

which patients who appear to have particular conditions should be assessed, on the one hand, and the 

operation of the Manchester System with patients of equal category being prioritised mainly on the basis of 

their time of arrival, on the other hand.  

In addition to those issues of process, further questions arose as to how it is appropriate to address the risk 

that a patient’s condition may deteriorate significantly where the gap between triage and assessment is 

likely to be very long. It is a particularly relevant in this case given that there was ample evidence of concerns 

being expressed not just by Aoife’s parents but also by other patients concerning her materially deteriorating 

condition. It was necessary to consider what guidance there was as to how such a situation should be dealt 
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with and, as part of that assessment, to consider who had the role of dealing with such matters and, equally 

as importantly, who had the authority to ensure that any decision that was made concerning a deteriorating 

patient was acted upon. It must be acknowledged that these matters can give rise to difficult questions. 

Obviously moving anyone up the order of priority for being seen by a doctor necessarily involves others being 

delayed somewhat. If everyone is prioritised then no one is prioritised. However, that does not mean that 

there may not be appropriate cases in which added priority needs to be given. At the level of clinical and 

corporate governance it was necessary to access whether, and if so in what way, that issue was addressed 

in general terms.  

In addition to these more general issues as to process and procedures, a further and most detailed, set of 

questions arise at the level of those who were involved in actual decision making on the occasion in question. 

Just as it is appropriate to have regard to overall national difficulties in assessing the way in which UHL 

operates, so also it is appropriate to have regard not only to those general national considerations but also 

the policies, protocols and resources put in place in respect of UHL when analysing the actions of those who 

were involved in particular decision making on the night in question. Those who were there on the night can 

only deal with the procedures and protocols in place at the time and having regard to the resources available 

to them. It would be most unfair to judge anyone’s actions without having full regard to each of those matters. 

In addition, as already pointed out, it is no part of this Report to attempt to attribute individual blame. 

All that being said, however, it was necessary to look at the decisions which were made on the evening in 

question. 

In that context it is necessary to look at the various steps along the pathway from the moment when Aoife 

registered at the ED at 5.37pm on Saturday evening to the time, some 13.5 hours later, when she was 

actually treated for sepsis between 7.15am and 7.20am the following morning.  The first question concerns 

the fact that it took well over an hour for Aoife to be triaged.  That question arises particularly in the context 

of a patient who was referred by a GP with a risk of sepsis in the context of the National Protocol which 

suggests treatment for such patients within an hour.  The most significant issue concerns the fact that, 

notwithstanding Aoife being triaged as also presenting with a risk of sepsis, it was almost a further 11 hours 

between the time when she was sent to Zone A in the ED to the time when she was actually first seen by a 

doctor. This again needs to be seen in the context of the fact that, under the Manchester Triage System, 

patients assessed as being in Category 2 should have first contact with a treating clinician within 10 minutes. 



 
 INDEPENDENT INVESTIGATION, UNIVERSITY HOSPITAL LIMERICK  

  

Page | 126 
 

A range of factors potentially impacted on this particular delay. Finally, it is necessary to note that a period 

of approximately 1 hour 15 minutes elapsed between Aoife being prescribed by a doctor with the sepsis 

bundle of treatment and that treatment actually being administered.   

It is necessary to identify some of the matters which potentially impacted on those delays. There was in place 

what is described as an escalation plan to “decompress” the Emergency Department when certain 

thresholds of overcrowding were reached. It would appear that the relevant threshold was reached. However, 

the escalation plan was not or at least not fully actually activated at that time. It is necessary to assess why 

that occurred and also to a more general question concerning the resources available to the ED both 

generally and on the occasion in question. Against the backdrop of those general issues it is appropriate to 

turn to an assessment of the evidence as to what actually went wrong.   

9.2. What went wrong? 

There is a sense in which an analysis of the evidence concerning what went wrong in respect of Aoife’s 

treatment at UHL can be looked at both from a broad general perspective but also in light of certain aspects 

of the events that occurred on the occasion in question.  

The broad perspective stems from the fact that, however one chooses to characterise it, the ED at UHL was 

grossly overcrowded on the occasion in question. There is no doubt that this was partly due to the fact that 

there was, even by the high levels of presentations at UHL ED generally, an exceptionally large number of 

patients requiring to be seen and that a very high number of those patients were, triaged Category 2 and 

very ill. However, that does not take away from the fact that, even though more serious than on other 

occasions, overcrowding on a significant scale is, on the evidence, a regular occurrence in UHL. 

The general factors which seem to impact on that situation are addressed in Chapter 6. However the one 

specific factor which relates to the events of the 17th and 18th December 2022 is the failure to implement 

the decongestion protocol overnight between the 17th and the morning of the 18th. There can be no doubt 

but that this made what would inevitably have been a bad situation much worse and thus materially 

exacerbated the difficult conditions in which staff were required to work. The conflict of evidence as to why 

the protocol was not operated is set out in some detail in Chapter 5.  

The Report will shortly turn to what appear to be certain critical steps along the pathway followed in respect 

of Aoife’s treatment which cumulatively gave rise to the tragic result of Aoife’s death. Many of those steps 
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were at least contributed to by the extreme pressure under which staff were working. It is for that reason 

that the failure to follow the decongestion protocol seems to me to be a material factor in any overall 

assessment. To the extent that it can be said that the pressure under which staff were working contributed 

to the fact that Aoife was not given timely treatment, then the factors which exacerbated that overcrowding 

must themselves be taken to be contributory factors. For that reason the evidence establishes that both the 

factors contributing to overcrowding generally in UHL ED on many occasions and the specific failure to 

implement the decongestion protocol on the occasion in question did materially contribute to the tragic 

events.  

In respect of the specific pathway followed by Aoife in the ED, the evidence establishes a number of steps 

which could, and should, have taken place and which might well have led to a more benign result.  

The first point on Aoife’s journey was the delay between her registering at the ED and being seen by a triage 

nurse. It is noted elsewhere that patients who arrive by ambulance follow a different pathway, in both 

physical and organisational terms, when arriving at the ED. However, patients who present in person, 

whether self-referring or having been referred by a GP, register and take their place in a queue waiting to be 

seen by a triage nurse. There is no suggestion on the evidence that the triage nurses working at that time 

were anything but diligent and effective. It follows that there clearly were insufficient resources in triage to 

enable patients, not least those, such as Aoife, presenting with a referral from a GP which identified a 

potential condition which in turn mandated early treatment, to be triaged in a more timely fashion. The 

hospital should consider means whereby more resources can be allocated to triage particularly when the ED 

is busy especially with patients referred with conditions requiring urgent intervention.   

It is accepted that a proper consideration of this issue is not straightforward as taking nursing resources 

from other areas will itself give rise to difficulties. This is so not least because triage needs to be staffed by 

experienced nurses given the important role that their judgement plays in the pathway followed by patients. 

As already noted, [Nurse A], in this case along with the referring GP, identified potential sepsis and this was 

recorded on the relevant electronic record. Having seen the system operating during the Investigation’s visit 

to the ED, it would seem that such information is available on the system but it does not seem to be flagged 

in any particular way so that it would be necessary to pull up the individual form in respect of any particular 

patient in order to identify the position. This should be addressed by the hospital. 
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Ultimately, the evidence suggests that none of the nurses or doctors who were working in relevant parts of 

the ED over the course of the night were aware that Aoife was a suspected sepsis patient. The fact that the 

sepsis form which ought to be prepared in respect of potential sepsis patients was not filled in in Aoife’s 

case was undoubtedly a significant contributory factor to that lack of knowledge. At the time in question, it 

seems, on the basis of most of the evidence, that the relevant sepsis forms were only kept in the Resus area. 

In ordinary circumstances that would not present a problem given that it was normal practice for sepsis risk 

patients to be sent to the Resus area after triage. However, because that area was already very seriously 

overcrowded, Aoife was sent to Zone A. That would not, in itself, have presented any particular problem as it 

is clear on the evidence that Aoife could have, quite effectively, been treated in Zone A had she been seen 

by a doctor and prescribed the relevant sepsis bundle of medication.  

However, the fact that, when Aoife was brought to Zone A, she in effect bypassed the area where the sepsis 

forms were kept, must have been a significant factor in the lack of knowledge on the part of nurses and 

doctors in Zone A of her potential condition. This is a particular example of a feature of the number of issues 

which the Investigation was required to consider. A system may work perfectly well in ideal conditions but 

may not do so when conditions are more challenging. Obviously, any system no matter how good, will come 

under pressure in challenging conditions. However it seems important that measures are put in place to 

minimise the adverse consequences deriving from challenging circumstances while acknowledging that the 

very fact of those circumstances will necessarily make things more difficult for all concerned. This is 

particularly important where, as is the case in UHL ED, challenging conditions are a very regular occurrence. 

On the visit of the Investigation to UHL ED, it was clear that the sepsis forms are now kept in the triage area 

so that any patient who is considered to be a sepsis risk will have the form filled out at that stage and thus 

the problems associated with such form only being available in the Resus area now appears to have been 

dealt with. I was also informed by [Dr K] that the physical chart for sepsis patients will now have distinctive 

colouring so as to enhance the likelihood of all concerned being aware of the situation. None of those 

measures, were, of course, in place in December 2022. The measures now in place would seem appropriate 

to deal with that problem. However, it is important not to lose sight of the fact that, while the focus of this 

Investigation is on a patient who presented with a risk of and symptoms consistent with sepsis, there are 

likely to be other presenting conditions which also require to be flagged. It is recommended that a review 

take place to identify such other conditions and ensure that similar measures are in place to minimise the 
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risk of doctors and nurses being, in practice, unaware of the particular risk attaching to specific patients 

when the ED is particularly busy.  

Next it is necessary to consider the period of just short of 11 hours which elapsed between the time when 

Aoife was sent to Zone A and the time when she was finally been seen by a doctor. There is no doubt, from 

the account given by relevant nurses, by Aoife’s parents and by other persons who were in the ED on the 

night in question, that, as the night progressed, increasing concern was being vocally expressed by many 

about Aoife’s condition. There is an account in Chapter 6 of the efforts made by [Nurse B] to have Aoife’s 

case escalated. There are conflicts on the evidence as to the precise events which are fully set out in that 

Chapter. However, whatever be the true situation, the evidence strongly suggests that the problem was 

exacerbated by the absence of anything other than what can be described as a very ad hoc system for 

seeking to identify and progress the treatment of patients who are in need of even more urgent attention 

than others. In saying that, it is important to note the evidence of [Dr F] to the effect that, almost by definition, 

anyone who is triaged in Manchester Category 2 must be considered to be seriously ill. However, the system 

which pertained appeared to be simply one that relied on an individual nurse to advocate in respect of a 

particular patient to a doctor. In circumstances where those doctors were themselves under extreme 

pressure, and where there was little or no established process, the outcome of such an ad hoc system 

inevitably depended both on the nurse and the doctors concerned. It is noted that there is now a system in 

place which places such a process on a much more objective basis. It must also be taken into account that 

the treatment prescribed for sepsis is relatively straightforward, capable of being administered quickly once 

determined on by a doctor, and capable of being dealt with in any part of the ED. As this issue was raised 

with Senior Managers it is further addressed later in this Chapter. 

Finally, so far as the pathway is concerned, there is the question of the length of time it took from Aoife being 

prescribed with the sepsis bundle at approximately 6am on the morning of the 18th, and that bundle being 

actually administered, which occurred between 7:15 and 7:20. In circumstances where the relevant protocol 

suggests that a patient should be treated within an hour of being triaged as being at risk of sepsis, it clearly 

makes no sense if, even after the patient was belatedly seen by a doctor, it took more than that hour for the 

drugs to be actually administered. The issues surrounding this question are dealt with in Chapter 6.  
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On the evidence it appears that each of those failures contributed to the overall situation which led to Aoife 

not being treated for over 13 hours after she first presented to UHL in circumstances where urgent treatment 

(within an hour) is recommended by the relevant protocol.  

Some of the measures which have been adopted since the tragic events of December 2022 may well reduce 

the risk of similar events occurring in future. However, all of the evidence seems to me to confirm that these 

risks will not be further minimised without addressing the fundamental problem of overcrowding in ED. As 

noted in Chapter 7, the position in UHL ED is inextricably linked with the overall capacity of the hospital for 

a significant part of the problem attaching to the ED stems from the fact that, on many occasions, it is forced 

to have so called boarded patients, being patients that are admitted to the hospital (and are under the care 

of relevant specialities within the hospital), and who are physically in ED simply because there are no beds 

to which they can be moved. Unless and until that problem is addressed (and there is an overview of some 

of the questions that arise in that regard in Chapter 7), then it seems likely that UHL ED will, unfortunately 

but regularly, be under pressure and, despite the improvements introduced since 2022, a risk of 

reoccurrence will inevitably be present.   

(a) Questions put to Senior Managers after a review of the evidence 

Having reviewed the evidence, I came to the view that there was at least some evidence to support a view 

that, in a number of respects, there appeared to be a lack of clarity amongst Managers on the ground as to 

some of the procedures and processes which were in place and which at least had some bearing on the 

events of the 17th and 18th December.  

With that in mind, a standard email was sent by this Investigation to [Senior Staff Member E], [Senior Staff 

Member G], [Senior Staff Member C] (who at the relevant time was the [Title]) and [Senior Staff Member D] 

on the 13th June 2024. An addendum email was sent to all Senior Managers, apart from the [Senior Staff 

Member D], on the 18th of June 2024. A standard form of that email of the 13th May 2024 and the addendum 

of the 18th June 2024 are included in Appendix 17. 

In the email of the 13th June 2024 six matters were identified on which the recipients of the relevant emails 

were asked for their observations. Where appropriate reference was made to the transcript of accounts given 

to the Investigation by relevant managers on the ground. It should be noted that the email itself 

acknowledges that not every point might be relevant to the role of each individual member of the 
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management team but nonetheless it was felt appropriate to include all of the references in each of the 

letters so that each recipient would have a full overall picture of the queries being raised.  

Replies were received from each of the addressees. To avoid any possibility that the text which follows might 

be considered to fail to adequately reflect each of the replies, the observations concerned are also annexed 

in Appendix 18 to this Report. 

I propose setting out the position in respect of each of the six areas identified in the letter to senior managers 

and then go onto deal with what appears to be the overall situation having regard to the evidence.  

(b) The Operation of the Protocol relating to decongestion in the ED 

The starting point has to be to acknowledge, as the email to each of the Senior Managers did, that the 

evidence supports the view that, as a result of the intervention of the HSE Performance Management 

Improvement Unit (“PMIU”), it was decided, for a period, that trolleys would not go to wards. It should also 

be noted that, on the figures, the period concerned (from late July to late October) was one where generally 

speaking, there were a relatively low number of admitted patients on trolleys on any event. However, as 

analysed in Chapter 5.1 (d) of this Report, it is clear that there were some occasions when the relevant 

protocol would, during that period, have suggested that ward trolleys should be used but where they were 

not. Thus it would have be clear to all concerned that the protocol was not been applied and, on the evidence, 

it seems clear that the managers on the ground understood that being as a result of the intervention of the 

PMIU.  

It is also clear that, at a so called Extraordinary Meeting on 22nd October 2022 a decision was made to re-

instate the practice of trolleys being placed on wards in circumstances where the protocol thresholds for a 

number of trolleys was reached. There is, therefore, no confusion as to what the position of the Senior 

Managers actually was. They went along with the suggestion of the PMIU up to late October but that position 

was reversed on the 23rd with ward trolleys being used from then on. It should be recalled that [Senior Staff 

Member E] was not involved in the initial decision but had returned to work by the time the October decision 

was made.  

The issue is not, therefore, as to whether there was any lack of clarity amongst Senior Managers about both 

the position between late July and late October and the position after the Extraordinary Meeting in late 
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October. Rather the position is as to the extent to which those changes in policy were adequately 

communicated to managers on the ground so as to avoid any confusion about what the situation was.  

There is no doubt that the protocol is clear in its terms. However, there is equally no doubt that it was not 

actually applied for a period of almost three months but then was, to a significant extent, applied again. 

However, having regard to the analysis of numbers on trolleys in the period between late October and the 

events of the 17th and 18th December as set out in Chapter 5, it is not clear that the protocol was universally 

applied during that latter period. It should also be said that some managers on the ground referred to the 

position of the PMIU while others also referred to the position adopted by the INMO and to the fact that there 

was often resistance from nurses serving on wards to the idea of ward trolleys being used.  

It is correct to state that some Senior Managers question some of the language used in the transcript 

quotations supplied to them. Be that as it may, the overall evidence suggests that, while the position of 

Senior Managers themselves was clear, there remained a lack of clarity among managers on the ground as 

to just how the protocol was to operate at least in the period after October 23rd. The situation would 

undoubtedly have benefited by greater clarity being given to those managers as to the effect of disapplication 

of the protocol for a three month period followed by its reinstatement, at least in many cases thereafter.  

While it is fully appreciated that the question as to why the protocol was not operated on the 17th and 18th 

of December is one in respect of which there is a significant conflict of evidence, nonetheless, that situation 

does, at least potentially, appear on the evidence to have been impacted by the lack of clarity to which I 

referred.  

To reduce the possibility of a similar situation arising in the future it is recommended that the 

communications systems in UHL and the wider hospital group are reviewed with a view to ensuring that when 

important decisions are made at Senior Management level they are effectively and clearly communicated to 

managers on the ground. 

(c) The Role of Executive on-Call in relation to decongestion   

Each of the Senior Managers point to the fact that the overall responsibility for the implementation of the 

escalation protocol lies with the Operational Assistant Director of Nursing and that the position of the 

Executive on-Call is one of support and advice. That formal position is undoubtedly clear on the evidence. 
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However, that fact of itself does not take away from the evidence from a significant number of nurses on the 

ground which suggested that it was their belief that the matter was ultimately for the Executive on-Call.  

There again appears to be a difference between the clear and accepted policy at Senior Manager level and 

the understanding of the on the ground managers of what the situation in practice was expected to be. In 

the course of [their] evidence, [Senior Staff Member B] referred to the fact that there had been a series of 

questions posed by a national newspaper which implied that the decision not to deescalate may well have 

been [theirs]. Obviously, the underlying premise of those questions was incorrect in that it is clear on all the 

evidence that it was not [their] decision at all. However, it must be inferred that someone made the 

suggestion to that newspaper that the situation was otherwise. It would be impossible to ascertain the 

relevant source of information. However, the suggestion that [Senior Staff Member B] had a significant 

decision making role in respect of decongestion is one which appears across much of the evidence given by 

nurses involved on the occasion in question. It follows that it is not clear on the evidence that the respective 

roles of the Assistant Director of Nursing and the Executive on-Call was made clear to all concerned not 

withstanding that fact that there may well have been clarity about the respective roles at the level of Senior 

Management.  

(d) The Sepsis Forms  

[Senior Staff Member D] expressed regret that the sepsis forms were not in triage. It does appear on all the 

evidence to be the case that the relevant forms were only kept in Resus at the time in question and that this 

was the general practice. I have not been provided with any explanation as to why that practice was followed. 

Neither have I been provided with an explanation as to why it was not recognised that following that practice 

would run a risk in respect of sepsis risk patients in circumstances of significant overcrowding where the 

ordinary practice of such patients going to Resus might not be capable of being followed.   

(e) The Process for Category Two patients being seen by doctors 

Both [Senior Staff Member G] and [Senior Staff Member E] indicated that, in their view, this was a matter for 

[Senior Staff Member D]. [Senior Staff Member D] makes clear that strict chronological order (in the sense 

of patients within a triage category being ordinarily seen in the order in which they presented) is no substitute 

for clinical judgement. The expert evidence available to me would undoubtedly agree. However, [Senior Staff 

Member D] also draws attention to the difficulty in exercising the relevant form for clinical judgement which 
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might be needed where the numbers, and indeed the acute nature of, patients presenting made it very 

difficult for anyone to exercise an overall view of the Category 2 patients within ED.  

The evidence supports that contention given that the senior registrar spent [their] entire shift working on 

acute cases in Resus while the other registrar who was present for the night shift in full spent part of [their] 

time also in Resus (noting the different recollections referred to elsewhere as to what proportion of [their] 

shift was worked in Resus).  

[Senior Staff Member D] is also, undoubtedly, correct when [they say] that the resources were not present 

at that time to adopt a system such as the EMEWS system which is now in place. It may well be, therefore, 

that there was little more than could be done in light of the very large number of Category 2 patients and the 

very small number of doctors present to treat them. The only additional point stems from the fact that 

Limerick ED has been very crowded on many occasions (even if not always at the extreme level experienced 

on the occasion in question).  

That problem, of senior Registrars being unable to exercise proper clinical judgement as to priority, may well 

have arisen previously and there does not appear to be any evidence as to any established practice having 

been in place as to what was to happen in such circumstances. This Investigation notes the position in 

relation to [Dr F] as set out in the SAR Report. It should be noted that [Dr F] was not asked to come in to see 

Aoife but rather was asked to come in by reason of the extremely overcrowded nature of the ED.  

[Dr F] at [their] interview (page 23 and 24) drew attention to the guidance provided by the Royal College of 

Emergency Medicine which does clearly specify that it is not the role of the Consultant on-Call in an 

Emergency Department to come in simply because of numbers issue, they attend on a case by case basis 

and if the major emergency plan is activated. This states that “Consultants are ‘on call’ to deliver expertise 

in clinical areas beyond the experience/skill level of resident clinicians. This enables cost effective delivery 

of senior clinical expertise. By definition therefore, tasks that do not require senior clinical expertise e.g. 

acting-down to cover staff absence, are not ‘on call’ responsibilities and must be addressed via other 

mechanisms. Where capacity deficits have created queues, these too should be addressed through 

standard operating procedures that mobilise other clinicians within the hospital or redirect appropriate 

patients to medical, surgical or paediatric assessment units. Good risk management should seek to 

maximise resources available to deal with such problems, and avoid concentrating multiple risks in a single 

area.” 
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However, there may be circumstances when a situation might benefit from someone who could exercise an 

overall view as to priorities where all of the doctors on the ground were fully taken up with treating acute 

patients. I would do no more than echo the recommendation of the SAR Report that the roles and 

responsibilities of the EM Consultants on call   be reviewed and add that clarity should be brought to the 

question of if, and if so when, it might be appropriate for the Consultant on call to attend, not for the purposes 

of providing an additional pair of hands when the ED is under pressure, and not, obviously, where such a 

consultant  is required to come in where there particular expertise is required for an individual patient, but 

where circumstances might warrant a Senior Clinician who is not dealing with individual patients being in a 

position to exercise an overall view.  

Without clarity on that issue, it is important to note [Dr F’s] evidence which was to the effect that Limerick 

ED was so regularly overcrowded that a Consultant on Call would, if overcrowding were the sole trigger for 

their attendance, be required to be in attendance on a very large number of occasions, beyond what might 

be described as their regular duties as an On call Consultant.  

(f) Obligations of the Executive on-Call follow-up 

[Senior Staff Member G] re-iterated that it was for the [Senior Staff Member A] to deal with the matter. [Senior 

Staff Member D] indicated that [they] felt the [Senior Staff Member B] could reasonably expect that what 

had been agreed with the [Senior Staff Member A] would actually occur. [Senior Staff Member E] made 

reference to the Trigger Process Flow Plan (as referenced in the Escalation Plan) requiring notification to the 

Executive on Call of the implementation of the Escalation Plan from step 3 onwards. [Senior Staff Member 

E] notes that [they accept] that the Operational Assistant Director of Nursing regularly contacted the 

Executive on Call to give notice of the implementation of the Escalation Plan by moving trolleys to wards. 

This does not appear to have occurred on the 17th/18th December 2022.  

[Senior Staff Member B], when this was put to [then], reiterated [their] position that [they] had one call on 

the 17th December 2022 with [Senior Staff Member A] where a plan of action was agreed. [Senior Staff 

Member B] was not made aware of any barriers to implementation thereafter.   
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(g) The Co-ordination of the Role of Doctors in ED 

Both [Senior Staff Member E] and [Senior Staff Member G] indicated that this was a matter for [Senior Staff 

Member D]. [Senior Staff Member D] describes the position but does not really make any comment on the 

potential question of whether there was, if not a lack of clarity, then a difficulty in circumstances where the 

pressure on all doctors to treat patients was such that additional oversight or coordinative roles were unlikely 

to be capable of being fulfilled. This is, perhaps, another example of a system which would be likely to work 

reasonably well, in ideal or normal conditions, but where additional difficulties might foreseeably arise in 

challenging conditions. Acknowledging, as one must, that difficulties will inevitably arise in challenging 

circumstances, nonetheless, it might be appropriate for the future, to give some thought as to whether it 

would be useful to have guidance as to what is to happen in such challenging circumstances.  

9.3 Recommendations: 

1)  Steps should be taken by the HSE to determine whether there are circumstances in which it could be 

recommended that a GP, on identifying a risk of sepsis in a patient, takes the initial treatment steps 

required at that time while also referring the patient to an ED for further assessment and, if necessary, 

additional treatment.  

2) Consideration should be given by the HSE to identifying whether there are ways in which patients who 

attend at the Emergency Department and who are potentially in need of urgent treatment, but who 

do not arrive by ambulance, can be assessed in triage more quickly, instead of having to wait in a 

queue system;  

3) A review should take place to seek to identify whether there are ways in which more resources could 

be allocated to the triage system in the ED in UHL in circumstances where demand, in the shape of 

presenting patients (and especially those referred with conditions requiring urgent intervention), 

requires same.  

4) A review should take place to seek to identify whether there are ways in which more resources could 

be allocated to the EMEWS system in the ED in UHL in circumstances where the hospital has told this 

Investigation in June 2024 that this system is staffed from the current staffing compliment but that 
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this is already proving challenging when there are high volumes of admitted patients across the 

department. 

5) It would seem information is available on the electronic system used in the Emergency Department 

which notes if a patient is identified as query sepsis either by a GP or the triage nurse. The system 

does not seem to be flag this in any particular way so that it appears to be necessary to pull up the 

individual screen in respect of any particular patient in order to identify the position. This should be 

addressed by the hospital to ensure that once a patient, presenting with symptoms that point to a 

serious condition like sepsis which requires prompt treatment, enters the hospital system, this is 

highlighted and immediately evident on the electronic system and all paper records, without a clinician 

or nurse having to open the individual detailed screen. 

6) A review should take place to identify such other serious conditions, apart from sepsis, that require 

prompt treatment to ensure that measures are in place to minimise the risk of doctors and nurses in 

the ED being, in practice, unaware of the particular risk attaching to specific patients when the ED is 

particularly busy. 

7) A patient, once seen and prescribed medication by a doctor, should not be waiting over an hour, as 

happened here, for those medications to be administered. Equally the ad hoc system of a doctor 

asking a nurse in a busy ED to administer a prescription to a patient with no prompt follow-up is 

unsatisfactory. It is recommended that a full review of the system in the ED in UHL for the 

administration of all prescribed medications (not simply medications prescribed for symptomatic 

relief) should take place in order to obviate the risks of delay once medication is prescribed. 

8) A review should take place to ascertain whether there are additional measures which could be 

adopted to ensure that the Resus area is, to the greatest extent possible, used only for patients whose 

clinical requirements necessitate their being in such an area in order to ensure proper patient 

management.  

9) It is clear from the figures presented to this Investigation that the Emergency Department in UHL has 

a higher number of presentations and a higher percentage of presentations resulting in admissions 

than other Model 4 hospitals nationally. The HSE should commission a detailed study on this in order 
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to better understand the reasons and possibly put systems in place in the community to reduce the 

level of presentations, admissions and the consequent pressure on beds in the Dooradoyle site. 

10) It is recommended that the communications systems in UHL and the wider hospital group are 

reviewed with a view to ensuring that, when important decisions are made at Senior Management 

level, including on the operation of protocols or otherwise, these are effectively and clearly 

communicated to managers and staff on the ground. 

11) The roles and responsibilities of the EM Consultants-on-call should be reviewed and clarity should be 

brought to the question of if, and if so when, it might be appropriate for the Consultant on-Call to 

attend, not for the purposes of providing an additional pair of hands when the ED is under pressure, 

and not where such a consultant is required to come in where their particular expertise is required for 

an individual patient, but where circumstances might warrant a Senior Clinician who is not dealing 

with individual patients being in a position to exercise an overall view on the situation in the 

Emergency Department. 

12) A review should take place of the coordination of the roles of doctors in the ED, in particular when the 

ED is busy and all doctors, have many patients to attend to. Consideration should be given to the 

need, in such circumstances to have a senior doctor present at an appropriate time to form an overall 

clinical view of the Department and co-ordinate doctors as necessary during such busy periods.  

13) Objective measures (much like Safer Staffing) should be applied in determining the allocation of staff 

and resources across the health service in order to increase efficiency and transparency. 

14) The development of an appropriate index or indices to reflect medical inflation on an objective basis 

should be considered in order for the health service to plan and to improve accountability and properly 

inform public debate. 

15) Consideration should be given by the HSE, the Department of Health, and the Department of Finance 

to questions surrounding the approval of staff numbers being dealt with at the same time as approval 

for capital expenditure which is needed to construct or adapt premises to provide extra capacity within 

the health service. Capital expenditure and the long term commitment to current expenditure which 
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arise from the approval of additional staff seem to be inextricably linked in a functioning health 

service. There is little point in building additional capacity if it cannot be utilised in a sufficiently timely 

fashion because of the absence of staff.  

16) The evidence provided to this Investigation points to the UHL hospital site in Dooradoyle coming close 

to capacity in terms of built infrastructure. The evidence also points to a growing, ageing population 

in the region with increasingly complex health needs. Research should urgently be carried out to 

identify whether the limitations on the Dooradoyle site are such that it cannot be expanded beyond a 

number of beds which is below the number likely to be required on even an optimistic scenario 

concerning admissions, patients stay and discharge. It would appear that such an analysis, should it 

lead to the view that those limitations do create a long term problem, might well inform decisions as 

to whether alternative measures need to be adopted to deal with ED demand in the Midwest region. 

If a conclusion is reached that Dooradoyle cannot, in the medium term, be expanded to a sufficient 

extent to accommodate admissions arising from ED, then alternative solutions must necessarily be 

found. 

17) This Investigation was commissioned following the tragic death of Aoife Johnston in UHL on the 19th 

December 2022. The HSE should, if and when the Johnston family consider it appropriate, liaise with 

the family with a view to memorialising Aoife. 
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CHAPTER 10 - SOME GENERAL OBSERVATIONS ON INQUIRIES AND 
INVESTIGATIONS 

There are a number of general observations concerning Inquires or Investigations which it is appropriate to 

record in this Report for they inform some of the decisions made as to what can and cannot be done within 

the parameters of an Investigation such as this and also what types of recommendations it might be 

appropriate to make in reports such as this.  

There are a number of often competing, and sometimes incompatible, demands when any Inquiry or 

Investigation is being set up. Obviously the underlying need for an Inquiry or Investigation stems either, in 

the public domain, from concerns about issues of public interest, or, in the private domain, concerns about 

the operation of an organisation, corporation, or the like. Obviously, in some cases, there are overlapping 

public and private concerns at play.  

These concerns give rise to a demand both for a speedy resolution to the process, as comprehensive a 

review as possible while at the same time providing a result which may give rise to significant consequences. 

The potential tension between these competing demands has often been commented on before but is worth 

repeating here. (See, for example, Byrne “Political Corruption in Ireland 1922-2010-A Crooked Harp”, at 

pages 175-181, where the comments, although specific to Tribunals of Inquiry, are also relevant to most 

forms of Investigation or Inquiry.) 

While there may be an understandable desire that an Inquiry or Investigation, and its conclusions, be as wide 

ranging as possible, there is an obvious tension between that requirement and the need to obtain answers 

or recommendations within an appropriate and relatively short time frame. In that context, the range of 

issues which fall within the scope of the Inquiry or Investigation plays an important role. While it is 

understandable that those formulating the relevant Terms of Reference concerning scope (and those who 

seek to influence their formulation) may often wish for the widest possible range of issues to be included, 

experience has often painfully demonstrated that the price that is paid for overbroad Terms of Reference is 

a prolonged  process which often produces results at a significant remove from the events concerned and 

which can, therefore, impair, sometimes significantly, the benefit of any recommendations made. It should 

be said that, in the context of this Investigation, no problems were encountered arising from overbroad or 

unclear Terms of Reference. 



 
 INDEPENDENT INVESTIGATION, UNIVERSITY HOSPITAL LIMERICK  

  

Page | 141 
 

Next there is a tension between the desire for particular types of results, on the one hand, and the need for 

a timely conclusion to the process on the other. Where a process has in contemplation the possibility of 

adverse findings in relation to individuals, then the requirements of constitutional justice mandate that those 

who may become the subject of such findings are given a full opportunity to know the evidence and materials 

which may ground such a finding, to be given an opportunity to present their own side of events and, where 

necessary to challenge adverse evidence by cross examination and have the right to make submissions or 

observations on the type of conclusions which might be reached. In the Civil Court process, these 

requirement are met by requiring the parties to plead their case in some detail, by the frequent obligation to 

disclose in advance of a hearing any documentary evidence that may be relevant and by the increasingly 

frequent requirement to give notice of the evidence likely to be given by witnesses. All of that evidence and 

argument is then subject to detailed analysis and, where appropriate, to challenge at a hearing at which all 

parties are represented. However, that Civil Court process typically involves two or only a small additional 

number of parties. Some Inquires or Investigations may closely mirror that situation where what is involved 

potentially reflects adversely on only one or a few persons. However, many Inquiries and Investigations are 

necessarily more wide ranging and potentially involve the interests of many persons. Different models have 

been adopted to seek to ensure that fair procedures are followed in such circumstances while at the same 

time minimising the length of time which the overall Inquiry or Investigation is likely to take. Modular hearings 

can, for example, remove the necessity of persons being involved in aspects of the process which do not 

directly affect them. However, the usually broad ranging and potentially broadly affecting nature of some 

Inquires or Investigations mean that a hearing at which all interested parties are represented (whether 

modular or otherwise) is not really suitable. Thus many Inquiries and Investigations involve the interview of 

individuals on perhaps more than one occasion.  

However, it is of the utmost importance to emphasise that, where that model of separate interview is 

adopted, it does not remove the obligation to ensure that any person in respect of whom adverse individual 

findings might be made are given a full opportunity to challenge any evidence which might potentially give 

rise to such findings, to present their own evidence and to make submissions on what might be the 

appropriate result so far as the Inquirer or Investigator is concerned. In a similar context, where it is 

necessary to resolve disputed questions of fact, it is impossible to move away from the requirement and that 

those who might be adversely affected by a particular finding of fact must be given a full opportunity, in 

accordance with the case law, to challenge the evidence which might give rise to such a finding.  
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In all those circumstances, it is inevitable that an Inquiry or Investigation which is charged with making 

individual adverse findings and resolving disputed questions of fact will necessarily take a great deal longer 

than one that does not have those roles. In such a case the Inquiry or Investigation has to assemble the 

evidence which might give rise to such a finding and identify the person or persons who might be affected. 

Those persons must be given the opportunity to challenge, dispute, or make submissions on that evidence 

and present their own case. Frequently, the presentation of that “Defence” case requires putting matters 

raised back to those who gave the initial evidence in the first place and often a lengthy iterative process 

along those lines continues.  

Just as over broad Terms of Reference can lead to an interminable process so also must it be recognised 

that there is no way around the procedural safeguards which need to be put in place if the Inquiry or 

Investigation is to resolve disputed questions of fact and make individual adverse findings. A choice must 

ultimately be made. It is not possible to have it both ways and have a timely resolution while at the same 

time complying with the obligations of procedural fairness. That being said, these tensions do not necessarily 

give rise to a zero sum game in which each increase in either scope or capacity to make adverse findings 

give rise to an equal and opposite effect on time. It is possible to mitigate some of these tensions by adopting 

an appropriate process. It will be necessary shortly to turn to how that might be done in the context of this 

Investigation.  

In addition, it is appropriate to comment on the fact that it is sometimes said that the involvement of lawyers 

representing parties is an impediment to the proper conduct of such Investigations. If, it is sometimes 

rhetorically asked, people have nothing to hide why do they need lawyers. It would, of course, be naive not 

to acknowledge that there may well be cases where persons instruct lawyers to represent their interests 

precisely because they may legitimately fear adverse findings. However, there are a number of comments 

which should also be made in that context. First, it may properly be said that there can be a significant degree 

of nuance about any report which an Inquiry or Investigation may make in respect of any a particular issue. 

Sometimes issues are not black and white. It is, for example, entirely reasonable, in certain circumstances, 

for a person to accept that things might have been done better without conceding that some of the more 

serious accusations which could potentially be made are well founded. To put things in a colloquial way, it 

should be possible, in an appropriate case, for someone to put their hands somewhat up without having to 
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raise them to full height. It is appropriate to note that almost all of those interviewed by this Investigation 

chose not to require legal representation (see Appendix 2). 

Second, it does have to be noted that, where the report of an Inquiry or Investigation is not perceived, whether 

rightly or wrongly, to be sufficiently hard hitting, it has frequently been the case that the Inquirers or 

Investigators are subjected to public criticism. Hopefully, the fact of such criticism does not influence 

Inquirers or Investigators in their work (out of fear of being subjected to similar criticism if the report is not 

believed to be sufficiently hard hitting) but it is difficult to avoid the possibility that someone who may be the 

subject of an Inquiry or Investigation might reasonably entertain such fears. Just as it would be naive to think 

that some of those who “lawyer up” want to prevent the truth coming out, it would be equally naive not to 

accept that others may wish to seek to mitigate the risk or fear that the reporter might, subconsciously, be 

influenced by a desire to avoid criticism for not being sufficiently hard hitting.  

A number of points need to be made about this Investigation in the context of the previous remarks. First, 

the Terms of Reference specified a time period of eight weeks although that period could be extended. It 

must be inferred that the intent was that this would be a timely Investigation which would not take a very 

lengthy period. The Terms of Reference require Investigation of the particular circumstances pertaining to 

the events leading to the tragic death of Aoife Johnston but also as to extent of which clinical or corporate 

governance may have created circumstances that contributed to those events. The particular circumstances 

were the subject of a significant analysis by the Review Group which has previously reported. The availability 

of both the SAR Report and the materials on which that report was based,  clearly had the significant benefit 

of greatly shortening that aspect of the process which involved investigating those primary facts. However, it 

is abundantly clear that it would not have been possible to conduct the sort of process which might give rise 

to the possibility of adverse individual findings in anything remotely like the time scale specified in the Terms 

of Reference. In those circumstances, it was indicated at an early stage that a provisional view had been 

formed to the effect that the report would not contain individual adverse findings.  

If this Investigation were to be of a type where it was intended that such findings might be made, then it 

would necessarily have given rise to a very time consuming Investigation which would have lasted very many 

multiples of the eight weeks specified. Where, as here, the report touches on issues of governance in respect 

of an ongoing hospital operation, then clearly a timely report is of considerable benefit not least for anyone 

who might themselves find their situation improved by any recommendations that might be made but who 
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would not be able to avail of any such benefits if the recommendations were greatly delayed. Nothing has 

happened in the intervening period, since I gave that initial indication, to cause me to change my view that 

the making of individual adverse findings is outside the scope of an investigative report of this type. For 

similar reasons, it does not seem to me that it is open to me to attempt to resolve any disputed factual 

matters other than to record the competing evidence.  

The experience of this Investigation is illustrative of the type of issues which can arise where, for good reason 

arising not least arising from the large number of persons with a potential interest in the matters set out in 

the Terms of Reference, a series of interviews, rather than a “set piece” hearing, was the method adopted.  

As noted elsewhere, a significant procedure had to be adopted in respect of those issues where a conflict of 

evidence emerged. This required going back, often on multiple occasions, to those persons who had given 

the evidence concerned to ensure that all had a reasonable opportunity to ensure that their side of the case 

was fully and fairly set out in the relevant sections of the Report. Indeed, as noted, it was felt appropriate, in 

respect of those areas where there was a conflict of evidence, that a first draft of the part of the report 

dealing with such conflicts should be sent, in each respective case, to those persons who had given the 

conflicting evidence. Failure to adopt those, or similar, measures would undoubtedly have exposed any 

report to the risk of being legitimately criticized, or even challenged, on the basis of having failed adequately 

and fairly to set out the respective positions of the persons involved. However, inevitably, adopting such 

procedures lengthens the process to a material extent and ensures that, even after a reasonably advanced 

preliminary draft has been arrived at, significant further time needs to be spent to conduct that process so 

as to ensure overall fairness. It should be noted that the observations made during that latter process did 

lead to some material changes in the text in the interest of fairness.  

Finally, in this same context, it should be noted that the requirement of fair procedures is that the substance 

of any matter in which a person may have a legitimate interest should be put to them in some fashion in the 

course of an investigation so as to ensure that they have a reasonable opportunity to make their own 

observations and give their own evidence. There is no hard and fast rule as to the method which must be is 

adopted for doing this provided that it is, in an overall sense, fair. In some cases, a practice has been followed 

which involves supplying parties with drafts of a full report, or significant parts of same. However, that 

practice has, in some cases, led to leaks of the report occurring with, doubtless, a view on the part of those 

leaking the report that they may be able to control the narrative by so doing. There may well be cases where 
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furnishing a draft of all or significant parts of a report is the appropriate procedure to follow but it is not 

necessary. In the case of this Investigation, the procedure followed was to inform relevant parties of the 

substance of any evidence which might affect them and give them an opportunity to make observations and 

also, in the limited areas where there was a conflict of evidence, to supply those involved in that conflict with 

an initial draft of what might be said in the report in respect of the conflict concerned.   

The fact that a number of quite significant disputed questions of fact emerged in the course of the 

Investigation had the effect of lengthening its duration significantly beyond the 8 weeks originally envisaged. 

As noted, the process adopted in respect of such conflicts was to attempt to set out in a full and fair way the 

competing accounts without seeking to offer a view on where the truth might lie.  While those factors did, 

indeed, of themselves lengthen the duration of the Investigation, it must also be said that, had it proved 

necessary to seek to resolve those conflicted issues and also to apportion blame, the process would have 

taken much longer again for it would have been necessary to put in place significant procedures, probably 

involving hearings at which parties would be represented and be entitled to cross-examine, before such 

conclusions could be reached.  On that basis, and having regard to the fact that the Investigation was in any 

event taking longer than anticipated, I saw no reason to alter the initial view that it would be inappropriate 

to seek to resolve issues of contested evidence or to attempt to apportion blame.   

 It is finally necessary to say something about conclusions. As noted earlier in this section, over broad Terms 

of Reference can come into serious tension with the need for an expeditious report. However, that does not 

mean that there are not ways in which such tensions can be mitigated. Where issues emerge in the course 

of an Investigation such as this which would merit further consideration, it seems appropriate that, rather 

than prolonging the process, the report can properly recommend a particular course of action for dealing 

with the matters identified. There can, in the context of an Investigation such as this, be an added reason 

for such an approach. Issues can and do arise which involve the allocation of resources, industrial relation 

issues and other matters which are, potentially, both beyond the scope of an Investigation such as this but 

also may require the bringing to bear of different expertise. To take but one example, it is easy for an 

Investigation such as this to identify where additional resources might have improved matters but the 

allocation of finite resources inevitably involves decisions which prevent some resources being allocated in 

other directions. Often difficult choices have to be made as to where best and where fairest to allocate 

resources. I do not envy the task of those charged with making such decisions. However, in the broader 
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process which leads to such decisions, all those who might be affected can at least attempt to have their 

voice heard even though, doubtless, some may complain that their voice is not heard loudly enough. The 

problem, which confronts an investigation such as this is that the voice of those who might be adversely 

affected by any decision to implement a recommendation concerning the allocation of additional resources 

will be not be heard at all. That does not mean that, where it is clear that the lack of resources formed a part 

of the overall problem, it is not incumbent on the report to identify this fact, and, as it were, throw its weight 

behind the need to give serious consideration to the relevant resources issue. However, to make a positive 

recommendation which might realistically affect how resources were allocated in other areas could give rise 

to an obvious unfairness in circumstances where those who might be affected by resources being redirected 

do not have their voice heard.  

In summary, therefore, the analysis contained in this section leads to the following approach in the context 

of this Investigation: - 

A. It is not within the scope of this Investigation to resolve disputed issues of fact. Rather, to the extent 

that any such issues arise, the Report simply records the competing evidence; 

B. The Report does not contain individual adverse findings in respect of any persons. That does not 

mean that the recommendations may not, to a greater or lesser extent, have a potential impact, in 

general terms, on those involved. As is set out in more detail in the process section to this Report, 

procedures were put in place to ensure that those who might be indirectly affected in that way were 

afforded fair procedures; 

C. Where matters were identified that are of potential relevance to an overall assessment of the issues 

but which go beyond the particular focus of events which reasonably directly impacted on the 

circumstances leading to the tragic death of Aoife Johnston, such matters are dealt with by making 

appropriate recommendations as to further steps or research which, in my view, should be taken.  
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Dated the 10th July 2024 

 

 

______________ 
Frank Clarke 
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1. Mr James Johnston and Mrs Carol Johnston: Interviewed 17th January 2024; represented by 
Mr Damien Tansey Solicitor and Ms Marie-Claire Burke Solicitor 

 

2. [Senior Staff Member B]; Interviewed 23rd February 2024; represented by Solicitor, Hayes 
McGrath  

 

3. [Nurse C]; Interviewed 23rd February 2024 & 22nd March 2024; accompanied by an INMO 
representative 

 

4. [Staff 15]; Interviewed 23rd February 2024; accompanied by an INMO representative  

 

5. [Nurse E]; Interviewed 23rd February 2024 & 22nd March 2024; accompanied by an INMO 
representative 

 

6. [Senior Staff Member A]; Interviewed 4th March 2024; accompanied by an INMO 
representative  

 

7. [Nurse D]; Interviewed 13th March 2024; accompanied by a SIPTU representative  

 

8. [Health and Social Care Professional Staff Member A]; Interviewed 14th March 2024; 
attended alone 

 

9. [Dr D]; Interviewed 14th March 2024; attended alone 

 

10. [Dr A]; Interviewed 19th March 2024; attended alone 

 

11. [Senior Staff Member K]; Interviewed 19th March 2024; accompanied by a SIPTU 
representative 

 

12. [Staff 25]; Interviewed 22nd March 2024; accompanied by an INMO representative  

 

13. [Nurse F]; Interviewed 26th March 2024; attended alone 
 
 

14. [Nurse A]; Interviewed 5th April 2024; accompanied by an INMO representative  
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15. [Dr C]; Interviewed 5th April 2024; attended alone 

 

16. [Nurse B]; Interviewed 9th April 2024; accompanied by an INMO representative  
 
 

17. Members of Performance Management Improvement Unit (PMIU)  interviewed 17th April 
2024 
 
 

18. [Senior Staff Member C]; Interviewed 29th April 2024; accompanied by an INMO 
representative  

 

19. [Dr B]; Interviewed 29th April 2024; attended alone 

 

20. [Senior Staff Member G]; Interviewed 1st May 2024; accompanied by a colleague 

 

21. [Dr F]; Interviewed 7th May 2024; attended alone 

 

22. [Dr H]; Interviewed 7th May 2024; attended alone 

 

23. [Senior Staff Member D]; Interviewed 8th May 2024; represented by Counsel and Solicitors  

 

24. [Senior Staff Member E]; Interviewed 8th May 2024; represented by Counsel and Solicitors  

 

25. [Senior Staff Member H]; Interviewed 8th May 2024; attended alone 

 

26. [Health Care Support Staff Member A]; Interviewed 13th June 2024; attended alone 
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Standard Form Letter 

  





  

| 18 
 
 

 

 

 

 

 

 

 

 

APPENDIX 4 

Winter Escalation Framework Version 6, 24th May 2022  
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Extract from Medical Records 
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Sepsis identification under Manchester Triage System 
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APPENDIX 7 

The Hospital Escalation Protocol 2020 
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Protocol provided by [Senior Staff Member A] 
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APPENDIX 9 

UHL trolley numbers 2022 - 2024 
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Response from Damien Tansey Solicitors 

  



  

| 39 
 
 

 

 

 



  

| 40 
 
 

 

 

 

 

 

 

 

 

 

 

APPENDIX 11 

[Nurse C]’s Escalation Report (18/12/22) 
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APPENDIX 12 

Article provided by Dr Mark Doyle 
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APPENDIX 13 

PMIU Graphs 
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APPENDIX 14 

SOP for the role of Executive on-Call in place in December 2022  
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APPENDIX 15 

Updated SOP for the role of Executive on-Call 
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APPENDIX 16 

Press release from Department of Health dated 4th April 2024 
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APPENDIX 17 

Standard form email sent to Senior Managers on 13th & 18th June 2024 
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Replies to email from the Investigation dated 13th & 18th June 2024 
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