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1 Relating to the time, usually a number of weeks, immediately before and after birth (Ref - Consented Perinatal Post Mortem Booklet 

information for parents, CUMH)             
2 Is the examination of a body after death, it is also known as an autopsy.  
3 Incineration is the process of burning something completely. (Ref - https://dictionary.cambridge.org/dictionary) 
4 A methodical review of an incident which involves collection of data from the literature, records (general records in the case of non-clinical 

incidents and healthcare records in the case of clinical incidents), individual interviews with those involved where the incident occurred and 
analysis of this data to establish the chronology of events that led up to the incident, identifying the Key Causal Factors that the 7 
Contributory Factors, and recommended control actions to address the Contributory Factors to prevent future harm arising as far as is 
reasonably practicable. (Ref: Health Service Executive (HSE), Incident Management Framework & Guidance, 2020) 
5 Health Service Executive  

  

 

On two occasions, Wednesday 25th March and Thursday 2nd April 2020, a decision was taken by the 

Post Mortem Room Team to send retained perinatal organs1 following post mortem2 for incineration3 

instead of burial or cremation.  This was an isolated incident due to severe pressure on the Post 

Mortem Room Team in unprecedented circumstances in preparation for the COVID19 pandemic.  

 

Once the Management Teams of both Cork University Hospital (CUH) and Cork University Maternity 

Hospital (CUMH) were informed of the incident, a review was commissioned and arrangements 

were made to contact the affected parents in line with open disclosure.   

 

As this method of disposal of perinatal organs was not in keeping with standards and policy a review 

team with external subject matter expertise was commissioned to undertake a Systems Analysis 

Review4. This review follows the methodology outlined in the Incident Management Framework, 

HSE5.    

 

In summary, the Review Team has concluded that the incineration of the perinatal organs was a 

misguided decision and a deviation from local policy and national standards.   The Post Mortem Room 

Team have stated that they very much regret the actions taken. It was confirmed by the National 

Audit in relation to compliance in respect of the Standards and Recommended Practice for Post 

Mortem Examination Services, HSE 2012, that this was an isolated incident in CUH.  

 

The Review has followed the Incident Management Framework guidance to determine the factors 

that led to this misguided decision and systems failures that allowed the deviation to go unchecked. 

 

https://dictionary.cambridge.org/dictionary/english/burning
https://dictionary.cambridge.org/dictionary/english/completely
https://dictionary.cambridge.org/dictionary
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The Review Team would like to thank the parents who participated in the review and acknowledge 

the contribution of both parents and staff in the review process. The sharing of their experience 

allowed this investigation to learn further from their experiences and assisted in informing the 

recommendations to improve the systems and processes within CUH.  

 

The Review Team acknowledge the distress experienced by the parents as a result of what has 

occurred and as a consequence of the delay in completing this report. The Team would like to 

sincerely apologise to the parents and families affected for the impact that both the incident and the 

delay in completing the report has had upon them.   

 

The Review Team acknowledge that the hospitals and hospital group have offered apologies to all 

parents affected and have put in place continued supports through the bereavement and pregnancy 

loss team. The Team also offered the support of the independent National Advocacy Service.  

 

The Review was commissioned in May 2020, and the Review Team was established in April 2021, to 

investigate the events leading up to the incident and to offer learning.  The Review was carried out 

by:  

 Dr D Sean O’Briain, Consultant Histopathologist, Blackrock Clinic, Formerly St. James’s 

Hospital 

 Ms. Sabrina Mullahy, Senior Anatomical Pathology Technician, University Hospital Limerick 

 Ms. Deirdre Carey, Quality & Patient Safety Manager, Cork University Hospital  

Members of the Review Team were and are not responsible for the service within which the incident 

occurred and no member of the Team was directly involved in the incident.  

The purpose of this review is to:  

 Establish the factual circumstances leading up to the incident 

 Identify any findings which caused and factors which contributed to these findings  

 Make recommendations which when implemented would reduce the risk of a similar incident 

occurring in the future.  

The Review was due to commence once the subject experts were appointed and expected to be 

completed within a period of 125 days provided unforeseen circumstances did not arise.  The 

complete Review Team were finally secured in April 2021. Regrettably, due to a number of 

unforeseen circumstances the timeframe of 125days was not achieved. See Section 2 for further 

details.  
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6 Statements of Findings”, these are defined as follows:  

 Factors that, if corrected, would likely have prevented the incident or mitigated the harm, 

 Factors that if corrected, would not have prevented the incident or mitigated the harm, but are important for patient/staff safety 
or safe patient care in general (incidental findings) and  

 Mitigating factors, Factors that did not allow the incident to have more serious consequences and represent solid sfeguards that 
should be kept in place. (Ref - HSE, Incident Management Framework, 2018, amended Framework 2020) 

 

The Review Team have concluded the following Statement of Finding6 to be the key cause as to why 

this incident occurred: 

 Deviation from Local Policy and National Standards  

Summary of Recommendations  

Local Recommendations  

1. The Operations Manager & the Clinical Director for Diagnostics to review and assure 

the EMB that the Management Responsibilities (section 4.1.2) outlined in the 

Laboratory Quality Manual are implemented and audited on a defined periodic basis. 

2. The Post Mortem Room Team in conjunction with the Histopathology Department  

(including the Perinatal Service) to:    

 Continue the disposal of adult body parts by incineration where the patient 

indicates on the consent form that CUH may dispose.  

 Review the practice of storing formalin fixed organs/tissue in a refrigerated 

space  

 Consider the use of a separate, deep freeze cabinet solely for storing body parts 

(where the patient indicates on the consent form they wish to have the body 

part returned to them) 

3. Laboratory Management to revise all local polices and accompanying forms to ensure 

that the disposal of organs by CUH is consistently detailed through burial or cremation. 

4. Laboratory Management with the support of Human Resources to provide workshops 

in relation to interdepartmental working relationships to include culture, values & 

behaviours.  

5. The Operations Manager to review the current arrangement with external 

stakeholders (e.g. Coroner & State Pathologists) to clarify governance and delineate 

the authorities, inter-relationships and responsibilities. 

National Recommendations  

1.  The HSE in conjunction with relevant stakeholders to update the “Healthcare Risk 

Waste Management Segregation Packaging and Storage Guidelines for Healthcare 

Risk Waste”, Nov 2010. 
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On 21st May 2020, this Review was commissioned by the Executive Management Board (EMB) of 

Cork University Hospital (CUH).  However, the full Review Team were not in place until April 2021 

and the review did not commence until June 2021.  

Regrettably, the commencement, progression and finalisation of the review was subjected to a 

number of delays which included the following: 

 The impact of COVID-19 with periodic surges leading to the unavailability of staff   

 The sourcing of External Subject Matter Experts  

The composition of the Review Team outlined in the initial Terms of Reference included a perinatal 

pathologist. Unfortunately, the Post Graduate Forum was unsuccessful in sourcing this expert.  The 

option of seeking a perinatal pathologist from the UK was considered. However, the legislation and 

practice in the UK around organ retention is different to that in Ireland. In this regard, the Post 

Graduate Forum were advised to source a general pathologist from this jurisdiction as this person 

would be more familiar with local legislation and guidelines.  The full Review Team was finally 

secured in April 2021.   

 In May 2021, impact and recovery from the Cyber-attack on the HSE  

 The scope of the review being extended during the review process 

In respect of the welcome participation, feedback and questions from the families a number of 

issues were raised that extended the scope of the review such that the Review Team tried to address 

all outstanding issues for the parents and families in the review process. 

 Legal review of the draft report and ensuring adherence to the principles of natural justice 

and fair procedures 

The Review Team sought legal input on occasions during the review process and all staff who 

participated were given the opportunity to respond where it may be perceived that there was any 

criticism (implied or actual) relating to a staff member prior to circulation of the draft report to other 

staff members. This is a graduated process to ensure that the principles are met.  

 

The Terms of Reference are as outlined in Appendix 1. The Review follows a systems analysis 

methodology as per the HSE Systems Analysis Guidance for Services, 2018 and the updated version 

in 2020. 

The main purpose of undertaking a review is to find out what happened, why it happened and what 

can be done to reduce the risk of it happening again.  In accordance with the Incident Management 

Framework HSE 2020, a review of this nature recognises that where there are significant mitigating 
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circumstances a patient safety incident review needs to look beyond the action(s) of individuals to 

the wider system in which the incident occurred. 

 

Details provided in the report have been obtained from a review of the relevant documentation and 

individual meetings with the parents and relevant staff members. Timings are based on records and 

the recollection(s) of those involved in the events described. 

 

A total of 8 staff members were interviewed by the Review Team:  

 Consultant Histopathologists  

 Line Manager1  

 The Post Mortem Room Team  

 Bereavement Midwives  

All 18 families were contacted and invited to meet with the Review Team. Of these families, six 

accepted the offer.  

 

In advance of the interviews, each staff member was provided with a cover letter and a copy of the 

following documentation:   

 Terms of Reference for the review.  

 Information leaflet in relation to systems analysis reviews for Staff.   

 Information leaflet in relation to the interview and review process. 

The staff were supported through the course of the review by their respective line manager.  

 

In advance of the meetings with the families, each family was provided with a cover letter and a 

copy of the following documentation:    

 The Terms of Reference for the review  

 An information leaflet in relation to an Incident Review for Service Users 

The families were advised that the Quality & Patient Safety Manager was the key contact person for 

the purposes of the Review. The independent support of the National Advocacy Service was also 

available.  Ongoing support through the bereavement and pregnancy loss services remained 

available.  

 

Each of the meetings were conducted by the three members of the Review Team. The majority of 

the interviews were held in person and a small number remotely.   

While carrying out the review, the Review Team examined the following documentation: 

 Relevant Local or National Policies, Procedures, Protocols, Guidelines and Standards 
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 Review of the individual Patients’ consent forms, these were a combination of:  

o Consent to a Post Mortem Examination  

o Options for parents regarding retained organ(s) management following Coronial 

Perinatal Post Mortem  

 Statement from Staff Member1,  Post Mortem Room Team    

 Email correspondences provided by Staff Member1,  Post Mortem Room Team    

A list of references considered by the Review Team is included in Appendix 3.  

The Review Team visited the post mortem room to further gain an understanding of the systems 

and processes. 

Three of the six  families who accepted the offer to meet with the Review Team submitted questions 

for the Team to consider as follows:    

Family A  

1. What was the exact contract with the hospital in relation to Baby A’s organs and Post-mortem?  

2. How long does it normally take for these tests to be done and findings / results published? 

o What is the normal reasonable time frame of an autopsy? 

o When and how often are parents / guardians updated with information pertaining to 

this procedure 

o Why did we only receive a post-mortem final report via email on the xx along with a 

letter with no subject dated the 21st of May 2020? 

3. Both these letters were vague, and the report was written above our understanding with no 

follow up from the Hospital to help with its meaning or result. 

4. Hospital burial site known as Angels Garden 

o When did the hospital become aware that no more plots were available in the Angels 

Garden? 

o Why were we not notified the Angels Garden was no longer available and ask if we 

had an alternative Burial site that we could arrange? 

o When, where and how were Baby A’s remains dealt with. 

o Who authorised the change of contract from our initial understanding with the 

location for resting place of Baby A?  

o Who is responsible for overseeing this process of Baby A is humanely dealt with? 

o When and how did the Hospital become aware of the failure to see such contract not 

adhered to?  

o What actions were taken by the hospital to contact us in this regard?  

5. Where was Baby A’s organs removed to for disposal, and what process was used and where was 

she laid to rest. 

6. Who was the company contracted to dispose of Baby A’s organs? 

7. Please provide dates and locations for the above (5,6) 

8. Please provide timeline when CUMH became aware of this negligence as to the treatment of 

Baby A’s organs and a copy of your enquiry and incident report on this matter 

9. Why was the decision made not to include affected families in your review of this procedure? 

10. How will the review ensure this negligence cannot happen again to other families 
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Family B  

1. From what date is the Review starting?  Why is the review not going further back? Why is 

the review not looking back to the date when the first of the 18 organs were available for 

burial? Baby B’s organs were available on xx. See from files that an email was sent on xx 

between histopathology stating that the organs were released for disposal. What follow up 

took place? 

2. Communication and how disclosure was handled is not included in the TOR, will this now 

be investigated in the review?  

3. Call in May 2020 to Ms B from bereavement nurse midwife. Ms B did not understand what 

was being communicated. Why was there no follow up to ensure that the information was 

received? Why was Mr B not contacted when it must have been apparent that Ms B’s 

English was limited? What is the hospitals policy on communication with patients who have 

limited English? (Family did not receive any written correspondence in 2020) 

4. Why were family not informed that the review had commenced, they first learned of its 

commencement in the media after Primetime airing. When did the review start? 

5. Why were families not included in TOR (terms of reference) prior to review commencing? 

Family not given opportunity to provide feedback as to scope of review.  

6. Directive that went out to all hospitals re morgue capacity. When was this? Who did it come 

from? Who received it? Was this a national directive? There is no copy of this within files 

released. 

7. Will family be issued with a draft report? Will family be provided the opportunity to provide 

feedback prior to the final report being issued?  

8. If dissatisfied with the findings within the final report, will there be further avenues 

available? 

 

Family C  

1. How long does it usually take for the pathologist to carry out further testing on a brain? 

Baby C’s brain was in the morgue from xx to xx which is over x months.  

2. When did you receive the news to clear the morgue? Please provide evidence that the 

hospital attempted cremation.  

3. What is the name of the Specialist Company?  

4. The CUMH then commenced the process of gathering the facts of the situation; this took 

one week – What facts were found? We request access to the findings. 

5. It is our belief that these organs were transported to another country’, is there proof of 

this?  

6. We request proof that Baby C’S organ was sent to Belgium 

7. Incinerated on 25th of March– why did we only find out on May 11th?  

8. Can you provide confirmation of dates/ timeline that CUMH were advised that the error 

had occurred?  

9. We request a copy of the directive sent to all hospital in relation to morgue clear outs? 

10. We request specific details of the type of review that is to take place?  

11. Why were our family and the families of the 17 other babies not informed of the review 

commencement date?  
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12. Why were our family not included in the draft terms of reference on commencement of the 

review process?  

13. Through FOI are aware that the review team is made up of Consultant Pathologist Senior 

Anatomical Pathology Technician, and QPS Manager. Can you provide evidence of the 

efforts made to recruit a perinatal pathologist to be part of the review team?  

14. What timeframe is the review looking at? Does it date back to when the first of the 18 

baby’s organs had been available for burial?  

 

The Review Team have summarised the details addressing these questions under the following sub 

headings within the report: 

1. Consent to a post mortem examination 

2. Perinatal Post Mortem Procedure  

3. Management of retained organ(s) pathway following a Post Mortem  

4. Timelines regarding the retention and release of the perinatal organ following Post Mortem 

5. The Company contracted by CUH for incineration and the location of incineration  

6. Communication with parents  

7. COVID-19 Preparation  

 

On completion of the meetings with staff and families and the documentation review process, a 

draft report was prepared. The draft report (or sections of the draft report) was shared with staff 

members in advance of finalising the review process.  The Review Team did this in line with the 

principles of fair procedures and to ensure that the report was factually accurate.  Amendments or 

additions were made to correct any inaccuracies or incomplete information.  

 

The Review Team did not share a draft report with the families who participated in the review 

process. This was not in accordance with the terms of reference and the guidance within the 

Incident Management Framework 2020. CUH, having considered the requirements outlined in the 

terms of reference, whilst balancing the need for all eighteen families to be given the outcome of 

the review at the same time, made a decision to provide the final report to all families. This was to 

prevent a situation whereby some families may have become aware of the report’s findings 

indirectly rather than from the Hospital.  
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Cork University Hospital (CUH), initially named Cork Regional Hospital, opened as a newly built 

facility in 1978. The Hospital included a mortuary and post mortem room as part of the pathology 

department.  These facilities are also the Post Mortem Room and Mortuary for Cork City and County. 

 

The workload largely involves deceased adults and it performs coronial and consented post 

mortems (also called autopsies).  Prior to 2000, there was a substantial number of consented post 

mortems on patients who had died in CUH and the post mortems were performed by Hospital 

Pathologists. In recent years these cases have almost ceased, and the service now predominantly 

consists of coroner’s cases, performed by a forensic pathologist who is not part of the hospital staff.  

 

Consequently, this has led to the Post Mortem Room Team interacting largely with Coroners and 

with little day-to-day contact with the Histopathology Department.  

In 2019, there were 821 coronial post mortems and 4 consented post mortems - adult  

In 2020,  there were 772 coroner post mortems and 2 consented post mortems  -  adult  

 

Cork University Maternity Hospital (CUMH) is the amalgamation of maternity services from several 

hospitals in Cork. It was newly built and opened in 2007 on the same site and physically connected 

to CUH but now has separate governance and management structures.  It has no separate post 

mortem facility.  Post mortems are carried out on infants who have died in utero or in the neonatal 

period, some performed at the direction of the coroner, the remainder as consented hospital cases. 

These post mortems are undertaken in the Post Mortem Room, Pathology Department, CUH.   

In 2019, there were 26 coronial post mortems and 55 consented post mortems - perinatal    

In 2020,  there were 24 coroner post mortems and 56 consented post mortems  -  perinatal 

 

 

In addressing the families questions in this area, the Review Team, with the assistance of the 

Histopathology Department captured the process at the time. This process involved the Obstetric 

Team discussing a Post Mortem examination with the parent(s) and obtaining written consent for a 

hospital post mortem included the parents’ wishes for the management of any retained organs, 

Consent to a Post Mortem Examination Form (FOR- CUH-PAT-1109, Appendix 5). (Note: Yellow 

coloured form). 

 

In the case of a Coroner’s Post Mortem, parental consent is not required for the examination but 
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a form is completed and signed  outlining the parent(s) wishes regarding the management for  

any retained organs, Options for parents regarding retained Organ(s) management following  

Coronial Perinatal Post Mortem (FOR-CUH-PAT-2084, Appendix 6). (Note: Grey coloured form). 

 

 

When a post mortem was requested, either by the family, the Clinician, or directed by the Coroner, 

the maternity hospital staff contacted the pathology staff to ensure that the pathologist was aware 

of the clinical details of the case, to agree the scheduling of the case and to ensure the appropriate 

paperwork was reviewed and completed. 

 

On the morning of the post mortem, the body of the baby was brought to the post mortem room 

by staff from the Maternity Unit. The Pathologist reviewed the identification details and paperwork 

to ensure that there was the appropriate authorisation to perform the post mortem and if there 

were any limitations around the extent of the post mortem, photography and organ retention. For 

a consented post mortem this paperwork included a completed consent form and for a Coroner’s 

post mortem consisted of written direction from the Coroner. 

 

The post mortem was then performed and when completed the body of the deceased baby was 

released to the family. CUMH offers the parents the choice of arranging the funeral privately 

through an undertaker, or to have the hospital (CUMH)arrange the burial. 

 

CUMH has Bereavement Midwives to assist parents and family at the difficult time of a baby’s death. 

These Midwives also interact with the Perinatal Pathologists, the Medical Scientists and the Post 

Mortem Room Team. The following chart outlines the steps in relation to the procedure.   
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Perinatal Post Mortem Procedure 2020 
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If a perinatal organ was retained, the family was informed. Completion of the examination could 

take many weeks. If the brain was retained for analysis, as occurred in these cases, it was placed in 

a container filled with a preservative and fixative called formalin. For satisfactory neuropathological 

examination the brain needs prolonged fixation, usually for many weeks. The brain was then taken 

to the neuropathology department where it was examined by the neuropathologist who took tissue 

samples that were processed as paraffin wax blocks, stained by a variety of techniques and then 

examined under the microscope. The paraffin blocks and glass slides were retained in the 

neuropathology archive.  

 

When the examination was complete, the sectioned brain was returned to the post mortem room 

and stored on shelves. The formalin was later removed and the dried tissue placed in a wooden 

casket which was stored in the freezer section of the post mortem room. This was the process as 

the Post Mortem Room Team had concerns regarding the release of formalin fumes and their 

additional concern was that there was potential for the beginning of decomposition at room 

temperature.  

 

When complete, the family had the option of having the perinatal organ returned to them for burial, 

usually through an undertaker. Alternatively, they could request the hospital (CUH) to undertake 

the disposal of the perinatal organ and, at this time, this was by burial in the hospital (CUH) burial 

plot. 

 

The Post Mortem Report was completed when all results and investigations were available and 

issued to the obstetrician, neonatologist or Coroner as appropriate.   

 

Periodically, perinatal pathology staff reviewed the stored organs and, once they were satisfied that 

they were no longer needed for diagnostic purposes, they were released for burial. If an organ was 

due to be returned to a family, the perinatal pathology staff contacted the bereavement midwife so 

that they could liaise with the family to make arrangements for its return. If the family opted for 

hospital disposal, the Post Mortem Room Team were informed so that they could arrange to bury 

the perinatal organ in the hospital plot as per hospital policy. 

 

In line with national standards, it is usual practice that where the hospital has been given permission 

for disposal, burial takes place when there are a sufficient number of organs for burial or at the 
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latest within a year of completion of the post mortem.  

When retained perinatal organs are buried communally, burial should take place when there are a 

sufficient number of organs for burial, or at the latest within a year of completion of the hospital 

post mortem examination or purposes of coroner’s post mortem examination. This is in line with 

the timeline outlined in the Standards, Section 6.4.26. The following chart outlines the steps in 

relation to the pathway.  
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Management of retained organ(s) pathway following a Post Mortem 2020 
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The Review Team established the timelines regarding the retention and release of the perinatal 

organs in line with the family’s request. This is detailed in the Perinatal Organ Retention Log  

(Appendix 13) outlining the specific dates in all 18 post mortems 

a) Date the perinatal organ was  retained for further examination following the post mortem  

b) Date the perinatal organ was returned to the Post Mortem Room 

c) Date the perinatal organ was released by the Pathologist  

d) Date the perinatal organ was released by the Mortuary Team  

19th September 2019 

Last date prior to the incident whereby perinatal organs were buried in the CUH burial plot.  

December 2019 

The Post Mortem Room Team were informed by personnel in the cemetery that the CUH burial plot 

was full to capacity. 

January 2020 

The Post Mortem Room Team contacted the HSE Estates Department seeking details for the 

responsible person in relation to CUH burial plot and other cemeteries where the HSE has burial 

plots. The contact details for the city council cemeteries were provided.   

March 2020  

Staff Member1’s Line Manager was informed the burial plot was full.   

Mid-March 2020  

The Post Mortem Room Team advised the Review Team, that they made enquires in relation to 

options in four cemeteries. 

By Mid-March 2020 

Predictions for the hospital and city were that extreme measures were required to increase 

mortuary capacity in response to the COVID-19 pandemic. 

16th March 2020  

Correspondence was issued to the Post Mortem Room Team from the HSE Estates Department 

referencing the plan in the event of mass casualties which is incorporated in the Major Emergency 

Plan. The Post Mortem Room Team confirmed that additional capacity in this plan would be the use 

of Collins Barracks.  
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7 Cremation is a method of disposal of a dead persons remains, by burning, which can be preceded by a religious or non-denominational 

service. 

18th March 2020 

At the meeting with the Review Team, Staff Member1, Post Mortem Room Team, advised that 

they visited a burial plot at another hospital site but there was no agreement reached for it to be 

used for CUH.  

20th March 2020 approx.  

The Post Mortem Room Team contacted the crematorium with a view to having the perinatal 

organs cremated7. Staff Member1, Post Mortem Room Team outlined in correspondence that as 

only a monthly service could be provided he(she) felt that this was not an answer to the immediate 

and urgent needs. 

20th – 24th March 2020 

At this point, the Post Mortem Room Team were dealing with the unexpected and unanticipated 

pressures of the COVID-19 pandemic and an alternative burial site for CUH was not identified.  

The Post Mortem Room Team reviewed documents including Appendix 5 Consent to a Post 

Mortem Examination Form (Note: Yellow coloured form) and the Healthcare Risk Waste 

Management Segregation Packaging and Storage Guidelines for Healthcare Risk Waste, Ref - HSE 

& Department of Health, Nov 2010, in assisting to maximise refrigerated capacity. The Post 

Mortem Room Team made a decision to dispose of the perinatal organs and the adult body parts 

as recognisable anatomical waste by incineration.  This was undertaken on the 25th March and 2nd 

April 2020.  

25th March 2020 

A total of 11 perinatal organs, which remained in their individual caskets, and a number of adult 

body parts were placed into a single container which did not contain any other materials. This 

container was sent for incineration.  

2nd April 2020 

A total of 7 perinatal organs, which remained in their individual caskets, and a number of adult 

body parts were placed into a single container which did not contain any other materials. This 

container was sent for incineration. 

 

 

Two families have requested the name of the specialist company that handled the incineration 

and this will be provided, by CUH in sharing the report with these families. 

 

Regarding whether or not the perinatal organs were sent abroad for incineration and that this 
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occurred in Belgium, the Review Team asked the company to confirm the location used for 

incineration.  

The company provided the following reply:  

“I can confirm that the main incinerator we use for special waste is in Belgium. This incinerator 

shuts for maintenance each year, plus there are times when there may be capacity issues which 

we need to work around, during those times we use other approved incinerators, currently in 

Germany and Denmark”. 

The company were requested for more definitive information on where incineration occurred and 

confirmed that on the dates the perinatal organs were sent for incineration an approved 

contractor in Denmark was used. 

 

3rd April 2020  

At the meeting with the Review Team, Consultant Histopathologist2 outlined that when he(she) 

enquired with the Post Mortem Room Team on behalf of a family regarding the date their baby’s 

organ was buried, he(she) was informed that it had not been buried, but had been sent for 

incineration. This information led to this review.   

14th April 2020  

The Review Team were advised that a sub-group of the Bereavement Committee were informed  

by Consultant Histopathologist2 that the perinatal organs were incinerated.   

20th April 2020  

At the meeting with the Review Team, Line Manager1 informed the Team that he(she) was 

informed by Staff Member1 the perinatal organs and the adult body parts were disposed of by 

incineration.  

21st April 2020  

Consultant Histopathologist1 advised the Review Team that he(she) informed the Bereavement 

Committee that the perinatal organs had been sent for incineration.   

22nd April 2020  

The Review Team note in correspondence that Line Manager1’s line manager was informed on 

22nd April 2020.    

22nd April 2020  

Members of the CUH Management Team were informed.  

27th April 2020 

The Review Team note communication from Staff Member1, Post Mortem Room Team to the HSE 

Estates Department to proceed with the purchase of 3 plots for CUH. The Mortuary Department 

received permission for the use of these additional burial plots in September 2020.    
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On 5th May 2020, CUH Serious Incident Management Team (SIMT) was convened. The SIMT 

established that this event had affected 18 families, who had given prior permission for the hospital 

to make arrangements for the retained perinatal organs and had a reasonable expectation that the 

hospital would arrange for their burial or cremation. Therefore, a decision was taken by SIMT that 

all affected parents would be contacted in line with open disclosure and that a systems analysis 

review would be undertaken.  SIMT also identified that the composition of the Review Team would 

require external subject matter expertise (Pathologist and Mortuary personnel).   

 

On 11th & 12th May 2020, Bereavement Midwives with the support of senior midwifery and 

obstetric clinical personnel contacted the 18 families by phone to inform them of the incident, to 

offer an apology, to inform them that a review of the circumstance would be undertaken and to 

offer ongoing care and support in receiving this information.  

 

On 21st May 2020, correspondence was sent to the families reiterating the apology and offering a 

meeting with CUMH if the families wished.   

 

In September 2021, both CUH and CUMH were advised that RTE Primetime Investigates were going 

to broadcast a programme in relation to the incident. In advance of the broadcast, each of the 18 

families were contacted to notify them of the upcoming documentary.  

 

On 4th October 2021, following the broadcast, the 18 families were provided with a further letter 

re-acknowledging that a serious mistake had been made and again offering the apologies of both 

CUH & CUMH for the error . Further information in relation to the ongoing review was also provided.  

 

On 14th October 2021, a follow up letter was sent to each of the 18 families including a letter from 

the National Patient Advocacy Service advising of the support available to patients and families from 

this service. The service provides free, independent and confidential support to people who wish to 

make a complaint about the treatment they have received in a Public Acute Hospital. The Patient 

Advocacy Service is funded by the Department of Health, which means it is completely independent 

of the HSE. 
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In October 2021, the HSE Internal Audit Division undertook a national audit to determine assurance 

of compliance in respect of the Standards and Recommended Practice for Post Mortem Examination 

Services, HSE 2012. The Report was published on 18th February 2022 with associated findings and 

recommendations. The Review Team note one of the recommendations from this audit is to update 

the standards document now referred to as the policy.  This is due by Q4 2022. Outside of the 

incident which is the matter of this review, CUH is fully compliant in respect of the audit. 

 

A Perinatal Pathology working group for the South/ South West Hospital Group was established. 

The aim of the group is to: 

1. Review all available perinatal services at all four hospital sites and audit good practice 

points that could be adopted at a regional level. It would be expected that members of 

the working group would carry out visits to all sites.  

2. Determine the current and projected demand on the perinatal pathology service giving 

consideration to changes in legislation (Coroner’s Act) and the routine assessment of all 

placentas in all births. 

3. Determine resource requirements for a regional perinatal pathology service:  

a. Workforce Planning  

b. Facility Capacity  

c. Operational Delivery & Development  

d. Education/Training Procedures  

e. Communication Pathways (within hospitals, hospital group level and external 

stakeholders such as funeral directors) 

At the meeting with the Review Team, Consultant Histopathologist1 outlined that further to an 

audit of forms and processes and in preparation for regionalisation of the service, new consent 

forms for both Consented Post Mortems and Coronial Post Mortems were developed. The new 

forms were introduced in January 2021 in all the maternity sites across the hospital group. 

(Appendix 7 & 8). 

 

Since April 2021, the perinatal pathology service has been enhanced dedicated specialist staffing 

which has allowed for the service to be taken over by the Perinatal Pathologists and their team of 

Medical Scientists.  It is therefore now the responsibility of this team to ensure that CUH retains, 

stores and disposes of retained perinatal organs is in accordance with national standards and local 

policy, Disposal of Retained Perinatal Organs, CUH Sept 2021, (Appendix 10). 
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It is evident to the Review Team that communication with the 18 families identified as having been 

affected by the incident was of paramount importance to both the management team of CUH and 

CUMH.  The Review Team acknowledge that it was recognised from the outset that informing the 

families that the perinatal organs had been sent for incineration would cause anxiety and distress 

and that there would be a need for ongoing support to be in place.  

 

Open Disclosure  

Since 2013, it is the policy of the HSE to openly disclose to patients (and families) in an open and 

honest way when things go wrong in their care. This is not intended to be a once off meeting but a 

structured approach to, in the first instance, acknowledge what has gone wrong, give a full 

explanation of the facts as known at the time and apologise for what has happened as a result of 

what has gone wrong.  Reassurances are also given that any immediate care needs (or supports) are 

in place and offered and a member of staff is identified as the key contact person for the patient 

(and families). In the case where a serious incident has occurred there is a review of the 

circumstances and patients (and families) are given the opportunity to give input to the review if 

they wish and to be provided with the outcome of the review.  

 

The Review Team met the Bereavement Midwives who informed them that the aim of the calls on 

11th & 12th May 2020 was to inform the parents what had happened, to apologise, to inform them 

that a review would be undertaken, and to offer additional care and support as a result of the 

incident. While this incident occurred in CUH, CUMH volunteered to undertake the telephone calls 

as they had an existing relationship with the families affected.  

 

The telephone calls were made by the bereavement specialists as they are highly trained in the 

using language that is both factual and sensitive and adapting their communication to each patient 

in an individualised way.  A senior member of the Management Team was also present for each call 

in case there were questions about what had happened that the bereavement specialists could not 

answer. An apology was given and the families were informed that CUH would be undertaking a 

review into how this happened. An important point of note for the Review Team in meeting with 

the bereavement team is that the telephone calls did not discuss where the incineration had taken 

place as this was not known to the team.  
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All patients were given the contact details of the bereavement midwives for any questions or 

additional supports they required and were informed that there would be a follow-up letter from 

CUMH offering a meeting. These letters were sent by registered post on 21st May 2020, the apology 

was repeated and contact details of the bereavement midwives were included. 

 

Six of the eighteen families whose baby’s perinatal organs were sent for incineration availed of the 

offer to meet with the Review Team. The six parent/s outlined that the telephone calls they received 

on 11th & 12th May 2020 did not convey to them the details of the events that occurred, in that the 

word incineration was not mentioned. For one of the six families, English is not their first language 

and they did not understand the nature of the call they received.   

 

Three of the families indicated that they did not receive the letter dated 21st May offering a meeting 

with CUMH. Two of the families outlined their dissatisfaction with the letter in that it was vague and 

did not provide details as to what had happened or conveyed in the telephone calls.  

 

All of the six families informed the Review Team that they lacked full understanding that their baby’s 

perinatal organs had been sent incorrectly for incineration and did not realise the scale of what had 

occurred until there was extensive media reporting in September 2021.  

 

In exploring further why there was a difference between the intention of the telephone calls, to 

inform parents that an error had occurred, that the perinatal organs had been incorrectly sent for 

incineration, and the feedback from the six families, the Review Team met with members of the 

bereavement team.  

 

The bereavement specialists confirmed to the Review Team that all families were informed that 

incineration of the perinatal organs had occurred, and that this was not what the service had given 

them to expect would happen, which was for the perinatal organs to have been buried or cremated. 

The staff involved in the calls outlined that it would always have been their preference to have 

offered a face to face meeting to openly disclose what had occurred in person, however due to 

global and national COVID restrictions in May 2020 this was not possible. CUMH was very aware 

that for some families a long time had passed since their bereavement, and they wished to be 

sensitive to the individual needs of each family.  

 

The Team acknowledge that having such a sensitive conversation with parents over the telephone 

was a challenging process, without the benefit of visual cues to appreciate levels of understanding, 
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reactions, shock, or trauma. 

 

The team confirmed that translators were available and were used but were not present for all the 

telephone calls that were made to the families where English was not their first language.   

 

In relation to the letters sent to the eighteen families CUMH have provided feedback that the letters 

were intended to reiterate the apology to the families and outline the mechanism of receiving 

further information if they wished. They were never intended to provide a detailed description of 

events as the hospital was very aware that every family would receive the news differently and 

wanted to be guided by the individual needs of each of the families.   

 

The Review Team have been advised by CUMH that the letters of 21st May 2020 were posted by 

registered post and no letter was returned to the hospital at the time. Consequently, CUMH 

believed that each letter had arrived safely at the intended address.  The Review Team have been 

informed by CUMH that there was an error in communication in that one letter to one family was 

not sent at the time. This has since been corrected and an apology offered.  

 

The Review Team appreciate the difficulty and restrictions with COVID-19 in May 2020. 

Acknowledging the situation, the Team believe the letters could have been more specific and less 

ambiguous.   

 

The Review Team recognise that translators were available and were used but were not present for 

all the calls that were made to the families where English was not their first language.   

 

The Review Team are unable to come a conclusion on the conflicting accounts as to whether the 

term incineration was used during the telephone calls with six of the eighteen families.  

The Review Process  

As mentioned above, the commencement of the review was subject to a number of delays.  The 

composition of the Review Team was finalised in April 2021. Due to the cyber-attack on the HSE in 

May 2021, the Team were unable to progress the review.  As with any review, the initial meetings 

involve the Review Team undertaking a review of both local and national policies, procedures, 

protocols and guidelines in relation to the event.  

 

This Review commenced in June 2021. CUH assumed that as the families did not make contact with 
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CUMH following the calls and letters of 21st May 2020, they did not wish to participate in the review. 

CUH acknowledge that this was an incorrect assumption. Also, communication by the hospital 

should have occurred with the families further to the calls and letters in May 2020.   

The Quality & Patient Safety Manager has been the contact person with the families and has 

provided the updates with regards to the progress of the Review. 

Opportunities for Improvement & Learning:  

1. The presence of a translator when making any call and/or at meetings with families 

when English is not the family’s first language.  

2. The letters of 21st May 2020 could have been more specific and less ambiguous, and 

could have provided potential dates that the families could meet with CUMH with the 

option that families could advise if they do not wish to meet. 

3. CUH to review the structures regarding the identified nominated person as the contact 

for the family/families to ensure ongoing support and updates are provided in a timely 

manner.    

Lessons Learned  

The Review Team and CUH is very cognisant of the length of time it has taken to complete this 

review. In this regard, a review of the methodology used will be undertaken. The learning is to 

establish what type of review could and/or potentially should have been used.  

Also, going forward, it is essential that a review of a patient safety incident is completed in a timely 

manner so that patients, families and staff are not waiting an extraordinary length of time for the 

review to complete. This leads to lost opportunities for learning.   
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The following provides context in relation to the history of organ retention in Ireland. 

During the twentieth century, little or no information was provided to relatives of the deceased 

concerning the post mortem procedure, whether organs had been retained, and how any retained 

organs were disposed of. This led to a public organ retention controversy in late 1999 and 2000. 

 

In 2000, in response the Faculty of Pathology of the Royal College of Physicians of Ireland issued 

guidelines with associated forms that, for consented (hospital) post mortems, required, in addition 

to consent for the procedure, additional consent for any organ retention, and provided for a choice 

of what method of disposal the relatives wished to choose for any organs retained.  For coroners 

post mortems (these do not require the relatives’ consent for the procedure or for the retention 

of organs) the guidelines required that the relatives be informed if any organs had been retained 

and also provided for a choice of what method of disposal the relatives wished to choose for any 

organs retained. 

 

It was found that in order to administer the new guidelines, hospitals needed to engage staff 

skilled in bereavement and this role was taken on mainly by social workers or nurses and included, 

in maternity hospitals, bereavement midwives.  

 

An inquiry was established by the Minister for Health and Children in 2000 to review Post Mortem 

Policy, Practice and Procedure in all hospitals in the State since 1970, with particular reference to 

organ removal, retention, storage and disposal (The Dunne Inquiry 2000). The Minister wound up 

the inquiry when it had not produced a satisfactory report by 2005. Dr Deirdre Madden was asked 

to review the material and produced her Report on Post Mortem Practice and Procedures later 

that year. (The Madden Report 2005) which reviewed what had occurred and made 

recommendations. 

 

One recommendation of Dr Madden was that an independent audit must be carried out of 

currently retained organs in all hospitals in the State. This was undertaken by Michaela Willis, who 

also reported on autopsy policy and practice in the hospitals (Retained Organs Audit.  Michaela 

Willis, 2009).  

The HSE, informed by the above guidelines, audits and the Madden report produced a 

comprehensive document, Standards and Recommended Practices for Post Mortem Examination 

Services HSE, 2012.   
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Historically hospitals did not generally differentiate between tissue removed at autopsy and tissue 

removed at surgery from a living patient. ‘Safety in the handling and disposal of clinical waste was 

the primary consideration rather than the need for respectful disposal or consultation with next-

of-kin’. (Madden 2005). Retained organs were predominantly disposed of by incineration until the 

1980s when European environmental regulations forced hospital incinerators to close. 

Subsequently organs were disposed of by applicable clinical waste procedures and guidelines 

relating to clinical healthcare waste, often involving export abroad by a private company for 

incineration, but some hospitals had purchased burial plots and cremation was occasionally used 

for organs. (Madden 2005).  

 

Guidelines introduced since the organ retention controversy (2000) have required that relatives 

are informed if organs have been retained and given options for disposal of retained organs. These 

options involve return of the organs to the family (usually through an undertaker), burial, or 

cremation. The option of incineration is not offered. The Standards and Recommended Practices 

for Post Mortem Examination Services HSE, 2012 do not discuss incineration, and in her 2009 audit 

report of retained organs Willis states:  “there is evidence ... that in a small number of cases 

disposal appears to be by incineration. It should be emphasised that such a method of disposal is 

disrespectful and totally unacceptable”.  

 

The recent national HSE audit to determine assurance of compliance in respect of the Standards 

and Recommended Practice for Post Mortem Examination Services, HSE 2012. HSE audit (2022) 

noted ‘inappropriate organ disposal methods’ when it found that a small number of organs had 

been incinerated by 2 hospitals. 

 

Current guidelines for healthcare waste management include a category that is exported for 

incineration, described as ‘Recognisable large anatomical waste material or body parts’, but this 

is generally understood to relate to tissue removed at surgery on a living patient. This category is 

not considered appropriate for post mortem tissue.  

 

The Review Team have identified through the course of the review that the incineration of adult 

body part post amputation is undertaken in other hospitals nationally. The Team has considered 

the process of incinerating the adult body parts and find that it was appropriate to consider these 
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8 The category of recognisable anatomical waste or body parts was introduced for the disposal by incineration of tissues and organs removed 

surgically from living patients such as a diseased colon, lung, uterus and limbs/digits.   

in the same category as recognisable anatomical waste8.    The Review Team note that the Terms 

of Reference refer to the “incorrect disposal of body parts” and conclude that this is an inaccurate 

attribution.  

 

The Post Mortem Room Team informed the Review Team that they reviewed documents including, 

Consent to a Post Mortem Examination Form (Appendix 5) and the Healthcare Risk Waste 

Management Segregation Packaging and Storage Guidelines for Healthcare Risk Waste HSE & 

Department of Health Nov 2010 in an attempt to maximise existing refrigerated capacity in 

preparation for COVID. 

The Review Team note these guidelines are specific to waste management and are not compliant 

with the sensitive disposal of organs.  

 

The CUH Policy Performance of an Autopsy in the Post Mortem Room Section 16 (Appendix 9), outlines 

the disposal of retained organs according to normal hospital practice. It states that it is Hospital 

practice that organs retained at autopsy are disposed of in a sensitive manner.  The Hospital will 

arrange burial of any organs retained in the hospital burial plot.  The Review Team received assurance 

that this has been the practice in relation to hospital disposal of organs prior to the 2 dates on which 

this incident occurred.  The practice of disposal of post mortem organs by incineration is not 

compliant with this policy.  

 

The Review Team also note sections 1.4.53 and 2.4.48 in the Standards and Recommended Practices 

for Post Mortem Examination Services, HSE 2012 specifically outlines sensitive organ disposal 

following post mortem are burial or cremation. 

 

On examination of all the data sources collected and considered related to this incident the Review 

Team conclude the following Statement of Finding to be the key cause 

 Deviation from Local Policy and National Standards  
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Contributory Factors 

To ensure that a systematic review of all factors that led to the deviation from policy were 

examined the Review Team applied the Yorkshire Contributory Factor Framework (illustrated 

below). This is an evidence based tool for optimising learning and addressing causes of patient 

safety incidents. The tool helps to understand more fully the factors that cause incidents to occur 

and to address the factors through changes in systems, structures and local working conditions.  

 

 

 

 

Yorkshire Contributory Factors Framework 
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Through the review of the prompting questions (Appendix 4) and the information from all data 

sources the Review Team developed a fishbone diagram to capture the Team’s consideration of 

all potential contributory factors that led to the deviation. 

 

 

 
 

 

Situational Contributory Factor  

The Review Team explored whether the staff involved in the incident functioned as a team and 

what individual and team factors may have contributed to the incident.  

 

Team Factors  

According to the Quality Manual for the Pathology Department the Post Mortem Room Team 

reports directly to laboratory management and has a communication line to medical consultants 

in the Pathology Department.  The Quality Manual documents the Laboratory Medicine Quality 

Management System (QMS) and delineates the authorities, inter-relationships and responsibilities 

of the personnel within the system. The manual also provides procedures or references for 

activities comprising the QMS to ensure compliance to the necessary requirements of EN 
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ISO15189: 2012 Medical Laboratories – Requirements for Quality and Competence.    

 

In respect of the delineation of authority and inter-relationships, the Review Team note that there 

is neither a reporting nor a communication line from the Post Mortem Room Team to the Clinical 

Lead of the Department. At the meeting with the Review Team, Line Manager1 indicated he (she) 

became aware that CUH burial plot was full in March 2020 but that it seemed in hand. There was 

an open door policy instead of regular meetings held with the Post Mortem Room Team.  

Therefore, the inability and unsuccessful sourcing of a burial plot was not communicated to Line 

Manager1. 

 

Individual Staff Factors 

In March/April 2020, the Post Mortem Room Team were presented with a situation that was 

unprecedented due to the potential impact from COVID-19. The Review Team found that there 

was significant pressure to rapidly increase capacity as predictions for the hospital and city 

indicated that there would be a need to accommodate mass fatalities within existing and 

additional mortuary facilities in response to the pandemic. Responding to the pandemic required 

hurried decisions.  The Review Team acknowledge that there was an element of personal burden 

and stress that staff undoubtedly would have felt in relation to all the reported predictions at this 

time.  However, the Post Mortem Toom Team did not escalate this prior to sending the perinatal 

organs for incineration.  

 

Recommendation 1: The Operations Manager & the Clinical Director for Diagnostics to review and 

assure the EMB that the Management Responsibilities (section 4.1.2) outlined in the Laboratory 

Quality Manual are implemented and audited on a defined periodic basis.  

 

Local Working Conditions Contributory Factor 

The Review Team examined the local working conditions at the time of the incident and identified 

a number of factors  

 

Storage Space & Capacity Factors 

The Post Mortem Room Team indicated being under pressure to increase the holding capacity 

within the Post Mortem Room. The refrigerator had space for 12 bodies but could be increased to 

16 spaces if the 4 space freezer compartment could be converted to refrigerator space.  However, 

the freezer space was occupied with the perinatal organs and adult body parts.   
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The Review Team note that it is outlined in the Standards and Recommended Practices for Post 

Mortem Examination Services, HSE 2012 section 6.4.4.that retained organs should be kept in 

appropriate containers that are clearly identified, traceable and stored in a designated secure area.  

The Review Team consider that it is not required to be a refrigerated space due to the preservative 

nature of the solution in which the organ is stored to facilitate examination. A secure, ventilated 

cupboard or room at an ambient temperature is a sufficient alternative and would be regarded as 

common practice.  

 

Recommendation 2: The Post Mortem Room Team in conjunction with the Histopathology 

Department (including the Perinatal Service) to:    

 Continue the disposal of adult body parts by incineration where the patient indicates on 

the consent form that CUH may dispose.  

 Review the practice of storing formalin fixed organs/tissue in a refrigerated space.  

 Consider the use of a separate, deep freeze cabinet solely for storing body parts (where 

the patient indicates on the consent form they wish to have the body part returned to 

them). 

 

National Recommendation  

The HSE in conjunction with relevant stakeholders to update the “Healthcare Risk Waste 

Management Segregation Packaging and Storage Guidelines for Healthcare Risk Waste”, Nov 2010. 

 

Leadership, Supervision & Roles Factors 

The Review Team considered the Post Mortem Room Team’s roles and responsibilities and 

supervision by Line Manager 1 in relation to creation of additional capacity within the mortuary. 

Line Manager 1 was aware of efforts to increase capacity however was not informed of the steps 

taken to convert the freezer storage space and the incineration until after the event.  

 

Recommendation 1: The Operations Manager & the Clinical Director for Diagnostics to review and 

assure the EMB that the Management Responsibilities (section 4.1.2) outlined in the Laboratory 

Quality Manual are implemented and audited on a defined periodic basis.  
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Organisational Contributory Factor  

Factors relating to local policies, protocols and procedures  

The Review Team observed a number of different forms and information booklets in use at the 

time of the incident regarding post mortem and options in respect of both retention of organs (& 

perinatal organs) and disposal of any organs or tissue taken. 

 

The majority of the babies of the parents and families affected had coronial post mortems. To 

support the full awareness of parents with the Coronial Perinatal Post Mortem process and to 

record the preference of parents regarding the options for burial or cremation of retained 

perinatal organs the Department of Histopathology Form,  Options for parents regarding retained 

Organ(s) management following Coronial Perinatal Post Mortem, (Note: Grey coloured form) was 

used. (Appendix 6). This form is supported by an information booklet and stated that the hospital 

will bury or cremate the organs on behalf of the parents if the parents choose for the hospital to 

make the disposal arrangements.  

 

In the remaining cases a hospital perinatal post mortem was undertaken and Department of 

Histopathology, Consent to a Post Mortem Examination form (Note: Yellow coloured form) was 

used (Appendix 5. This form does not specify burial or cremation but details that the hospital may 

dispose of the organ in a lawful and respectful way.  

 

At the meeting with the Review Team, Staff Member1, Post Mortem Room, indicated being 

unaware of the form Options for parents regarding retained Organ(s) management following 

Coronial Perinatal Post Mortem or the existence or contents of the supporting booklet that in 

his(her) opinion differed from the protocols and procedures of the Post Mortem Room.  

 

At the meeting with the Review Team, Consultant Histopathologist1 outlined that Staff Member1, 

Post Mortem Room Team, should have been aware of the booklet as he(she) was a member of 

the Bereavement Committee, CUMH. Consultant Histopathologist1 further informed the Review 

Team that he (she) personally provided a hard copy of the booklet to Staff Member1. 

    

Consultant Histopathologist1 informed the Review Team the form Options for parents regarding 

retained Organ(s) management following Coronial Perinatal Post Mortem was drafted and 

developed in the knowledge of the local policy Performance of an Autopsy in the Post Mortem 

Room Section 16, (Appendix 9) and the Standards and Recommended Practices for Post Mortem 

Examination Services HSE, March 2012.   
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The Review Team received feedback from Staff Member1, Post Mortem Room Team, outlining 

that the Post Mortem Room Team were fully compliant with the Consent to a Post Mortem 

Examination form (disposal was in a lawful and respectful way). This was considered by the Review 

Team and noted the following: 

 The information booklet provided to the parents indicate that disposal shall be in a lawful 

and respectful manner, and specifically state that this shall be by burial or cremation. The 

option of incineration is not provided. 

 Similarly the Coronial Perinatal Post Mortem form (Appendix 6), which was used in the 

majority of the 18 cases, states that disposal shall be in lawful and respectful manner and 

also specifically indicates that this shall be by burial or cremation 

 In the remaining cases, the Consent to a Post Mortem Examination form (Appendix 5) was 

used; this does not specify burial or cremation. 

 Documentation reviewed included correspondence to the Post Mortem Room Team 

indicating a number of perinatal organs released were to be buried and further 

correspondence which indicated that the family in that instance agreed to the perinatal 

organs being buried in a consecrated cemetery in a dignified way. 

As previously outlined the CUH Performance of an Autopsy in the Post Mortem Room policy states 

that the disposal of retained organs will be in accordance with normal hospital practice. It further 

states that it is Hospital practice that organs retained at autopsy are disposed of in a sensitive 

manner and that the Hospital will arrange burial of any organs retained in the hospital burial plot.  

 

The Review Team conclude that although the Consent to a Post Mortem Examination form did not 

specifically detail burial or cremation this cannot be seen to have allowed for the option of 

incineration and consider this to be a misguided decision.  

 

Recommendation 3: Laboratory Management to revise all local polices and accompanying forms 

to ensure that the disposal of organs by CUH is consistently detailed through burial or cremation.  

 

The Review Ream note, in a recent national update regarding the recommendations further to an 

audit that was undertaken to determine assurance of compliance in respect of the Standards and 

Recommended Practice for Post Mortem Examination Services, HSE 2012 that these are due by Q4 

2022.  This will inform Recommendation No. 3.     
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Factors relating to poor communication and teamwork within the overall pathology service 

The Review Team note no direct engagement and communication occurred with other staff 

members within the overall pathology department prior to the decision to make arrangements to 

incinerate the perinatal organs on 25th March and 2nd April 2020.  The decision was taken at local 

level (Post Mortem Room Team) and there was no consultation outside of the Post Mortem Room. 

 

At the meeting with the Review Team, Consultant Histopathologist1 outlined there were options 

in the absence of the availability of a CUH hospital burial plot such as returning the perinatal organs 

to CUMH for burial or to arrange for their cremation. 

 

Notwithstanding the endeavours undertaken by the Post Mortem Room Team in seeking an 

alternative burial plot, the issue was not communicated to the Histopathology Department and 

the Maternity Services.  

 

It is with regret that the Review Team found that the availability of known alternative options were 

not explored at this critical time due to lack of engagement and/or communication to the 

Histopathology Department of the challenges in sourcing a hospital burial plot.  

 

As previously outlined, in the background to the mortuary service, the workload largely involved 

deceased adults and coronial directed post mortems.  Consequently this has led to the Post 

Mortem Room Team interacting largely with the Coroners and with little day-to-day contact with 

the Histopathology Department.  

 

The Review Team received acknowledgement from both the Post Mortem Room Team and the 

Histopathology Department that the working atmosphere between the departments was sub-

optimal. It is beyond the scope of this review to further investigate the causes for this. 

Recommendation 4: Laboratory Management with the support of Human Resources to provide 

workshops in relation to interdepartmental working relationships to include culture, values & 

behaviours. 
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9 CUH emergency plan identified options to be used for “mass casualty events”    

External Contributory Factors 

COVID-19 Pandemic Factors 

On 11th March 2020, 14 days prior to the decision to send the perinatal organs for incineration, 34 

cases of COVID-19 and the first death due to coronavirus was confirmed in Ireland.  Media were 

reporting that as many as 85,000 people could die from COVID-19. There was also extensive media 

reporting in relation to other countries whom had experienced a significant number of deaths   

 

On 12th March 2020, the Taoiseach announced that schools, colleges and childcare facilities will 

close.  On 14th March, the death of a second person was announced and the total number of 

confirmed cases had risen to 129.  

 

On 15th March 2020, correspondence issued in relation to creation of additional mortuary 

capacity.  The Review Team note in this correspondence, that through additional capacity within 

the mortuary and the use of further mobile refrigeration (being sited and installed) at the hospital, 

planned mortuary capacity was in the region of accommodating 50+ fatalities.  There were a 

number of visits from the Regional Crisis Management Team to the hospital mortuary to further 

efforts to accommodate mass fatalities at the hospital and alternative locations9 for mortuary 

facilities (e.g Collins Barracks). 

 

On 19th March, a third person was confirmed as having died due to COVID-19 and the total number 

of confirmed cases was at 557, an increase of 52% from the previous day. On 22nd March 2020 a 

fourth person was confirmed to have died from the virus and two days later the Taoiseach 

announced a series of measures to curb the spread of the virus.  

 

On 25th March 2020, the decision was taken by the Post Mortem Room Team to send 11 of the 18 

perinatal organs for incineration and on 26th March the Department of Health confirmed that 

Ireland had a total of 19 deaths due to COVID-19 and confirmed COVID-19 cases were in excess of 

1,800. At this time the Taoiseach was also warning that intensive care units may be at capacity 

“within a few days”.  

 

A mandatory order was issue for everyone, across the country, to stay at home for a two-week 

period until 12th April 2020. On 29th March, 10 more people were confirmed to have died from 

COVID-19 bringing the total number of deaths to 46 and greater than 2,600 confirmed cases.  
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By 1st April 2020 confirmed number of deaths totaled 85 with greater than 3,400 confirmed cases 

of COVID-19 and on 2nd April 2020 the remaining 7 perinatal organs were sent for incineration.  

 

From the mortuary perspective, it was reported that the Irish Association of Funeral Directors had 

advised members that funeral services should not take place for people who die from the disease, 

at least not immediately, and their remains should be brought straight to the crematorium or 

cemetery (Irish Times, 11 March 2020).  

 

Predictions for the hospital and city were that extreme measures were required to increase 

mortuary capacity in response to the pandemic. The Review Team therefore conclude that this 

was a period of extreme unprecedented pressure in the first wave of COVID-19.  As events were 

unprecedented and unpredictable at this time the Review Team have not identified a 

recommendation to address this factor. 

 

 

Two of the families have requested information in relation to whether a directive was issued to 

CUH in relation to mortuary capacity and specifically one which directed to clear out the morgue. 

The Review Team in seeking an answer for the families conclude that whilst there are multiple 

documents outlining planning for mass fatalities (and excess mortality) and plans for additional 

mortuary capacity at local, regional and national level, the Review Team are unaware of a directive 

to clear out the morgue.  

 

CUH Mortuary is both the Hospital & Cork City & County Mortuary 

The Review Team received feedback from Staff Member3, Post Mortem Room Team, outlining 

that the mortuary facilities incorporates the hospital and also community deaths for the entire 

Cork City and County Region.  In addition, the facilities are also the sole post mortem facility for 

the City and County.   

 

As previously outlined, in the background to the mortuary service, the service now predominantly 

consists of coroner’s cases, performed by a forensic pathologist who is not part of the hospital 

staff. 
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Recommendation 5: The Operations Manager to review the current arrangement with external 

stakeholders (e.g. Coroner & State Pathologists) to clarify governance and delineate the 

authorities, inter-relationships and responsibilities.   

 

The Review Ream note, in a recent national update regarding the recommendations further to an 

audit that was undertaken to determine assurance of compliance in respect of the Standards and 

Recommended Practice for Post Mortem Examination Services, HSE 2012, that these are due by 

Q4 2022.  This will inform Recommendation No. 5.     

 

 

I. The Review Team note the documentation in the Histopathology Department is exemplary.  

The systems in place demonstrate the ability to access and provide information assertively. 

This is clear from the details outlined in Appendix 13.  

II. It is apparent that the parents’ views are central in the development of all documentation in 

particular the information booklets.   

 

 

The Review Team identified the following Statement of Finding:    

 Deviation from Local Policy and National Standards  

 

Systemic factors were considered to have an adverse and causal influence on the outcome.   
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Recommendations in relation to the Statement of Finding:   

Local Recommendations 

Recommendation 1: 

The Operations Manager & the Clinical Director for Diagnostics to review and assure the EMB that 

the Management Responsibilities (section 4.1.2) outlined in the Laboratory Quality Manual are 

implemented and audited on a defined periodic basis.  

Recommendation 2:  

The Post Mortem Room Team in conjunction with the Histopathology Department (including the 

perinatal service) to:  

 Continue the disposal of adult body parts by incineration where the patient indicates on the 

consent form that CUH may dispose.  

 Review the practice of storing formalin fixed organs/tissue in a refrigerated space  

 Consider the use of a separate, deep freeze cabinet solely for storing body parts (where 

the patient indicates on the consent form they wish to have the body part returned to 

them) 

Recommendation 3:  

Laboratory Management to revise all local polices and accompanying forms to ensure that the 

disposal of organs by CUH is consistently detailed through burial or cremation. 

Recommendation 4:   

Laboratory Management with the support of Human Resources to provide workshops in relation 

to interdepartmental working relationships to include culture, values & behaviours. 

Recommendation 5:  

The Operations Manager to review the current arrangement with external stakeholders (e.g. 

Coroner & State Pathologists) to clarify governance and delineate the authorities, inter-

relationships and responsibilities. 

 

National Recommendation 

The HSE in conjunction with relevant stakeholders to update the “Healthcare Risk Waste 

Management Segregation Packaging and Storage Guidelines for Healthcare Risk Waste”, Nov 

2010. 
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Opportunities for Improvement & Learning:  

1. The presence of a translator when making any call and/or at meetings with families when 

English is not the family’s first language.  

2. The letters of 21st May 2020 could have been more specific and less ambiguous, and could 

have provided potential dates that the families could meet with CUMH with the option 

that families could advise if they did not wish to meet. 

3. CUH to review the structures regarding the identified nominated person as the contact for 

the family/families to ensure ongoing support and updates are provided in a timely 

manner. 
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Appendix 1: Terms of Reference 
 

Introduction 

These are the terms of reference for a review commissioned by the Executive Management Board of 

Cork University Hospital Group regarding the incorrect disposal of body parts & perinatal organs on 

25th March and 2nd April 2020.    

Purpose 

The purpose of this review is to: 

 Establish the factual circumstances leading up to the incident 

 Identify any key causal factors10 that may have occurred 

 Identify any contributory factors11 that caused the key causal factors 

 Make recommendations which when implemented would reduce the risk of a similar incident 

occurring in the future.  

Scope of the Review 

The time frame of this review will be from the first communication to the Mortuary in relation to 

increasing capacity to 21st April 2020.     

The Review members 

Membership of the Review team includes: 

 Dr D Sean O’Briain, Consultant Histopathologist, Blackrock Clinic, Formerly St. James’s 

Hospital, Dublin 8   

 Ms Sabrina Mullahy, Senior Anatomical Pathology Technician, University Hospital Limerick 

 Ms. Deirdre Carey, Quality & Patient Safety Manager, Cork University Hospital  

Through the Chairperson, the Review team will: 

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

personnel. 

 Have access to all relevant files and records. 

Should immediate safety concerns arise, the Lead Reviewer will convey the details of these safety 

concerns to the Review Commissioner as soon as possible.   

 

                                                           
10 Key Causal factors are issues that arise in the process of delivering and managing health & social care services which the review team 

considers had an effect on the eventual harm. (Ref - HSE, Incident Management Framework, 2018, amended Framework 2020) 
11 Contributory Factor is defined as a circumstance, action or influence which is thought to have played a part in the origin or development of 

an incident or to increase the risk of an incident. (Ref - HSE – Incident Management Framework, 2020)   
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Investigation method  

The Review will follow a systems analysis methodology as per the HSE Systems Analysis12 Guidance for 

Services, 2018 and will be cognisant of the rights of all involved in relation to privacy, confidentiality, will 

follow fair procedures and due process. 

The review will commence once the subject expert is appointed and will be expected to be completed 

within a period of 125 days provided unforeseen circumstances do not arise. 

Following completion of the review, an anonymised draft report will be prepared by the review team 

outlining the chronology, findings and recommendations. All who participated in the review will have an 

opportunity to give input to the extracts from the report relevant to them to ensure that they are 

factually accurate and fair from their perspective. 

Prior to finalising the report, the Lead Reviewer will ensure that the Review Team apply a quality 

assurance process to ensure compliance of the review process as outlined in the HSE, Incident 

Management Framework & Guidance 2018 prior to furnishing the final report to the Review 

Commissioner. The Review Commissioner will seek assurance that the quality assurance process has 

been completed. 

The anonymised report may be published. There is currently no specific legislation and common law 

dealing with the protection of individual data, confidential data, data disclosed on the basis of 

confidence etc. and no guarantee can be given by the HSE that information received as part of an 

incident review will be protected from legal discovery or disclosure. Therefore the Review Commissioner 

will clearly advise interviewees of this fact and will remind them of their rights to fair procedure and due 

process including the right of representation. 

Recommendations and Implementation 

The report, when finalised, will be presented to the Executive Management Board, the commissioner of 

the report. The Executive Management Board is responsible for ensuring that the local managers 

responsible for the service where the incident occurred implement the recommendations of the review 

report. 

The Executive Management Board is responsible for communicating nationally applicable 

recommendations to the relevant National Director(s) for national implementation. 

Communication Strategy for the Review 

                                                           
12A methodical review of an incident which involves collection of data from the literature, records (general records in the case of 

non-clinical incidents and healthcare records in the case of clinical incidents), individual interviews with those involved where the 

incident occurred and analysis of this data to establish the chronology of events that led up to the incident, identifying the Key 

Causal Factors that the investigator(s) considered had an effect on the eventual adverse outcome, the Contributory Factors, and 

recommended control actions to address the Contributory Factors to prevent future harm arising as far as is reasonably practicable. 

(HSE, Incident Management Framework & Guidance, 2018, updated 2020)  
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The Quality & Patient Safety Manager, Cork University Hospital will communicate information 

pertaining to the review as necessary to the families/staff member(s) affected by and /or involved in 

the incident.  

Reference 

 HSE, Incident Management Framework and Guidance, 2018, Updated 2020 

 HSE, Systems Analysis Guidance for Services, 2018, Updated 2020 

 

While the Terms of Reference were drafted in 2020 in accordance with the Incident Management 

Framework, 2018, the Review Team aligned this review with the updated review template. The 

amended framework and the template refers to statement of findings instead of key causal factor(s) 

in the analysis and findings section.   
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Appendix 2: Definitions and Abbreviations used in the report 

Definitions  

Post Mortem   Is the examination of a body after death, it is also known as an autopsy.  

Post mortems are carried out by histopathologists (Doctors specialising in medical 

diagnosis) who aim to identify the cause of death. 

Contributory 
Factor  

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

Cremation  Cremation is a method of disposal of a dead persons remains, by burning, which can be 

preceded by a religious or non-denominational service. 

Findings  Factors that, if corrected, would likely have prevented the incident or mitigated the 
harm  

 Factors that if corrected, would not have prevented the incident or mitigated the harm, 
but are important for patient/staff safety or safe patient care in general (incidental 
findings)  

 Mitigating factors, Factors that did not allow the incident to have more serious 
consequences and represent solid safeguards that should be kept in place.  

Histopathology Histopathology is the study of changes in tissues caused by disease. 

Incidental  
Finding 

Issues that arose in the process of delivering and managing health services during the 
course of a review which the reviewers consider did not impact on the outcomes but 
which serve to identify issues for system improvement. 

Incineration  Incineration is the process of burning something completely.  

Key  
Causal 
Factor  

Key Causal factors are issues that arise in the process of delivering and managing health 
& social care services which the review team considers had an effect on the eventual 
harm.  

Neuropathology  Examination of human brain tissue by microscopic techniques 

Neuropathologi
cal examination 

Examination of human brain tissue by microscopic techniques 

 Perinatal  Relating to the time, usually a number of weeks, immediately before and after birth. 

https://dictionary.cambridge.org/dictionary/english/burning
https://dictionary.cambridge.org/dictionary/english/completely
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Pathology Pathology is the science of the causes and effects of diseases, especially the branch of 

medicine that deals with the laboratory examination of samples of body tissue for 

diagnostic or forensic purposes. 

Systems 
Analysis  

A methodical review of an incident which involves collection of data from the literature, 
records (general records in the case of non-clinical incidents and healthcare records in 
the case of clinical incidents), individual interviews with those involved where the 
incident occurred and analysis of this data to establish the chronology of events that led 
up to the incident, identifying findings that the reviewers considered had an effect on 
the eventual adverse harm, the Contributory Factors, and recommended control actions 
to address the Contributory Factors to prevent future harm arising as far as is reasonably 
practicable. The Principles of systems analysis can be applied using a comprehensive, 
concise or aggregate approach.    

Abbreviations  

CUH 

 

Cork University Hospital  

CUMH  Cork University Maternity Hospital  

HSE  Health Service Executive  
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Appendix 4: Yorkshire Contributory Factors Framework 
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Appendix 5: Consent to a Post Mortem Examination Form 

 

Document name: FOR-CUH-PAT-1109                              Revision:  1 (2 September 2008)                                                            
Approved by: Histopathology                                            Controlled copies: Yellow 
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Appendix 6: Options for parents regarding retained Organ(s) management following Coronial 
Perinatal Post Mortem Form 

 
Document name: FOR-CUH-PAT-2084                           Revision:  1                                                            
Approved by: Histopathology                                          Controlled copies: Grey 
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Appendix 7 – Cork University Hospital, Department of Pathology, Perinatal Post Mortem 
Consent Form (Amended)  

 
Document Name: FOR-CUH-PAT-2095                    Revision: 1                                          Page 1 of 3 
Approved by: XX                  Page 1 of 3                            Controlled Green 
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Appendix 8: Cork University Hospital, Department of Pathology, Options for Parents 
regarding retained Organ(s) management following Coronial Perinatal Post Mortem 
(Amended) 
 
Document name: FOR-CUH-PAT-2084         Revision:  2                                                Page1of 1 
Approved by: XX                      Controlled: Purple  
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Appendix 9: Performance of an Autopsy in the Post Mortem Room   
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Appendix 10: Disposal of Retained Perinatal Organs  
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Appendix 11: Consented Perinatal Post Mortem, Information for Parents 
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Appendix 12: Coroner’s Perinatal Post Mortem, Information for Parents 
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Appendix 13: Perinatal Organ Retention Log  

 
Date Perinatal Organ 
retained  

Date perinatal organ returned to 
the Post Mortem Room 

Date Perinatal Organ released 
by Pathologist  

Date Released by the Mortuary 
Team   

1 13/05/2019 13/08/2019 13/02/2020 25/03/2020 

2 13/05/2019 22/10/2019 06/11/2019 25/03/2020 

3 12/08/2019 12/11/2019 19/12/2019 25/03/2020 

4 14/08/2019 04/11/2019 06/11/2019 25/03/2020 

5 20/09/2019 19/12/2019 19/12/2019 25/03/2020 

6 27/09/2019 09/12/2019 19/12/2019 25/03/2020 

7 03/10/2019 19/12/2019 19/12/2019 25/03/2020 

8 22/10/2019 19/12/2019 19/12/2019 25/03/2020 

9 22/10/2019 21/01/2020 13/02/2020 25/03/2020 

10 04/11/2019 23/01/2020 13/02/2020 25/03/2020 

11 12/11/2019 27/02/2020 02/04/2020 02/04/2020 

12 19/11/2019 23/01/2020 02/04/2020 02/04/2020 

13 26/11/2019 02/04/2020 02/04/2020 02/04/2020 

14 27/11/2019 07/01/2020 13/02/2020 25/03/2020 

15 16/12/2019 25/03/2020 02/04/2020 02/04/2020 

16 16/12/2019 25/03/2020 02/04/2020 02/04/2020 

17 30/12/2019 25/03/2020 02/04/2020 02/04/2020 

18 21/01/2020 25/03/2020 02/04/2020 02/04/2020 
 Total number of perinatal organs released by pathology on 06/11/2019 = 2 

 Total number of perinatal organs released by pathology on 19/12/2019 = 5 

 Total number of perinatal organs released by pathology on 13/02/2020 = 4 

o On 25th March 2020, these 11 perinatal organs were sent for incineration   

 Total number of organs released by pathology on  02/04/2020 = 7 

o On 2nd April 2020, these 7 perinatal organs were sent for incineration 



 

 
 

 
 

 

  


