


March 2013 and the final SCEA report was issued on 13th May 2013, 6 months after the 

complaint.  A legal claim was initiated on 6th August 2013 and settled in 2014/15. The Medical 

Director contacted the patient on 20th June 2013 regarding the outcomes of the SCEA, and their 

intention to conduct a more thorough review (this refers to the RCS Invited Review).  

 
Patient D 

 
Professor Eljamel supervised a neurosurgical trainee performing a discectomy on Patient D on 
28th July 2011 following a referral from the pain clinic. The consultant who made the referral 
subsequently arranged a repeat scan due to ongoing symptoms and this suggested that the 
surgery had been performed at the wrong level. This was brought to the attention of the then 
Clinical Lead, who reviewed the patient and raised his concern with the General Manager and 
Clinical Director of their specialty. The patient registered their complaint on 25th September 
2013, the same day as the review by the Clinical Lead. The issue was logged as an incident on 
26th September 2013. Following this, a clinical review was performed of the patient's care by 
another neurosurgical consultant, but there is no evidence of a formal adverse event review 
which should have been triggered in line with the Adverse Events policy. Patient D commenced 
legal proceedings on 11th July 2014 and the case was settled in 2016/17. 
 
Patient E 

 
Patient E was operated on by Professor Eljamel for an intramedullary lesion on 29th April 2013. 
X-ray marking was used to guide the level of surgery and a radiological procedure was 
undertaken during the procedure. However, the spinal tumour was not successfully removed 
because surgery was performed at the wrong level. This was logged as a “never event” on 12th 
July 2013 and the SCEA was commissioned following a local incident review that took place on 
12th August 2103. The SCEA took place some 7 months later on 3rd March 2014. The report 
from the SCEA was finalised on 2nd June 2014, 14 months after initial surgery and 11 months 
after the issue was logged as a “never event”. It is mentioned in the SCEA report that patient E 
had communicated his concerns but this has not been formally logged as a complaint at any 
time. 
 
Patient F 

 
Patient F was operated on by Professor Eljamel on 29th July 2013 and during the operation the 
tip of a surgical instrument broke off in the T7/8 disc space. This was recognised but a fingertip 
search using a microscope and an X-ray during the operation were unable to locate it. This was 
recorded as a minor incident on the Datix system on 9th August 2013. There is no record of a 
formal review of this complication. Patient F complained on 3rd March 2014 and received an 
apology from the General Manager on 11th June 2014. There is no record of communication 
with patient F until after the complaint. A legal claim commenced on 24th April 2015 and was 
settled in 2017/18. 
 
Patient B 

 

Patient B was operated on by Professor Eljamel on 8th August 2013 for “excision of a right 
orbital lesion ?meningioma”. Patient reports that Professor Eljamel advised them that 99% of 
the tumour had been removed. Histology reports in August 2013 and September 2013 showed 
that the tissue removed was a Lacrimal gland. Patient B was advised in October 2013 that there 
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