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Date & Time of Incident  
 

Information redacted 14.30 

Date reported on Safeguard  
 

Information redacted 2011 

Human resources involved 
Yes/No 

No 

Staff de-briefed by line 
manager 
Yes/No  

Yes 

Severity of actual harm as a 
result of the incident 
 

Severe/long term     
 
    

Risk Rating 
 

Red           
 

Incident Type e.g. medicines, 
information governance 

Never Event – retained drain Information redacted 

Brief description of incident  
 
 

Information redacted performed  Information 
redacted.   
Patient re-admitted to hospital on  Information 
redacted , CT scan identified evidence of retained 
drain  Information redacted .   
Surgical procedure performed on  Information 
redacted for removal of drain. 

Service & location in which 
incident occurred 

General Surgery 

Investigation procedure  
e.g. single or multi-incident 
investigation, interviews, 
incident mapping using a 
timeline, identifying contributory 
factors using fishbone 
diagrams, review of notes 
or/and statements etc. 

Time line established from medical and nursing 
records 
Statements from key staff involved 
Review of complaint correspondence  
Root Cause Analysis (RCA) Meeting  

How has the ‘Being Open’ 
policy been used e.g. has one 
single point of contact identified 
to keep everyone involved 
informed at each stage of the 
investigation, has evidence that 
meetings with patients/relatives 
have taken place been 
recorded, have staff members 
involved been given an 
opportunity to seek 
Occupational Health advice / 
support during the investigation 
process?  
  

Full discussion with patient by Consultant Surgeon 
following CT scan on  Information redacted 
 
Patient informed of investigation process and 
Being Open policy by Matron, Inpatient Surgery on  
Information redacted 
 
The report will be shared with the patient following 
approval by the Safety Committee.   
 
 

Abbreviations used (if 
necessary attach an 

BS  Bowel sounds  
CT   Computerised Tomography  
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appendix)   CRP  C-reactive protein  
C&S  Culture and sensitivity 
ED  Emergency Department 
ESR  Erythrocyte sedimentation rate (blood 
  test to detect inflammation) 
ESBL   Extended-spectrum beta-lactamase 
  (resistant bacteria) 
FBC  Full blood count  
GCS  Glasgow Coma Score (an   
  assessment of conscious levels) 
In situ  “still” in place 
O/e  On examination  
PCA   Patient controlled analgesia  
RCA   Root Cause Analysis  
TNP  Total negative pressure  
U+E  Urea and electrolytes 
UTI  Urinary tract infection  
WCC  White cell count  
 

Date RCA undertaken 
 

20/12/2011 

RCA attendees (job titles only 
to be included). Separate 
attendance list of names to 
be kept. 

Associate Director Patient Experience & 
Safeguarding 
Consultant Surgeon  
Head of Governance  
Matron, Inpatient Surgery  
Patient Safety Manager 
Perioperative Matron  
Staff Nurse 
 

Review meeting date 24 February 2012 
 

Review meeting attendees Associate Director Patient Experience & 
Safeguarding  
Consultant Surgeon  
Head of Governance  
Matron, Inpatient Surgery  
Patient Safety Manager 
Surgeon  
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1. Background Information and other important factors involved  
 

The purpose of the investigation is to present the findings of a Root Cause Analysis 
(RCA) investigation into a Serious Untoward Incident (SUI) involving a drain 
Information redacted.  The incident has been categorised as a Never Event.   
 
The investigation has included a full and thorough review of the complete episode of 
care.  The report will present: 
 

 A chronology of events and findings from the root cause analysis investigation. 

 Contributory factors and root cause of incident. 

 Actions identified as a result of the investigation process. 
 
 

2. Brief description of the incident (a short, condensed version of what actually 
happened)   

 
The patient Information redacted, with a two day history of Information redacted was 
admitted to the Surgical Admissions Unit (SAU) and a CT scan performed on 
Information redacted identified the presence of a Information redacted, approximately 
six inches in length.  Surgery to remove the drain was performed on Information 
redacted. 
 
Initial review of the patient’s history showed that the patient had undergone surgery on 
Information redacted.   
 
Following discharge in Information redacted, the patient had reported episodes of 
Information redacted, which culminated in Information redacted presentation to the ED 
on Information redacted, and subsequent discovery of the drain.   
 
The patient submitted a formal complaint following her treatment in Information 
redacted, which was investigated at the time.  Information redacted  
 
 
 
 
 
   

3. Chronology of Events 
 

Date and  
Time  

Fact  Comment 

Information 
redacted 
04.59 

Patient presented in the GP Out of Hours Centre 
(Urgent Care Centre) with symptoms of Information 
redacted  
 
Information redacted   
 
Information redacted 
 
Patient was prescribed Information redacted to ease 
the discomfort and reduce the nausea.  Information 
redacted   
 

The complaint 
investigation 
concluded that from 
the history given at 
the time, the GP 
undertook an 
appropriate 
assessment, 
examination and 
treatment and no 
changes in practice 
were identified as 
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The GP stated that in such circumstances he always 
requests that the patient should return if the nature or 
intensity of the pain changed for the worse.   
  

necessary.   

Information 
redacted 
11.52  
 
11.54  
 
 
 
 
 
 
 
13.40 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
14.20 
 
17.00  
 
 
 
 
17.14 
 

 
 
Patient presented to the ED.   
 
Patient assessed by Staff Nurse.  Triage assessment 
states Information redacted   
 
Temperature, pulse, blood pressure, oxygen 
saturations and GCS were all within normal limits.  
Information redacted  
 
 
Patient seen by locum Senior House Officer.  Same 
history was given Information redacted 
 
The patient was complaining of Information redacted  
 
O/E – Information redacted  Airway and breathing 
clear.   
 
Information redacted  
 
Information redacted   
 
Information redacted  
 
Treatment: Information redacted  
 
Patient received Information redacted.  
 
Patient received Information redacted.   
 
Test results showed Information redacted  
Information redacted  
 
Patient discharged with advice to see her GP if 
symptoms persisted.   
 

The complaint 
investigation 
concluded that this 
was not a classical 
presentation of 
Information redacted.  
However, on 
Information redacted 
as the patient was in 
moderate to severe 
pain requiring 
Information redacted, 
it is entirely 
reasonable to have 
expected that a 
repeat assessment of 
Information redacted 
to have taken place 
prior to discharge to 
ensure no worsening 
of clinical signs (and 
ideally improvement 
if the guarding were 
due to pain rather 
than a surgical 
problem) and a 
minimum period of 
observation of at 
least one hour after 
receiving analgesia 
before discharge.   
 
Had these measures 
been taken this might 
have initiated a 
medical or surgical 
referral earlier, but it 
is difficult to say 
whether this would 
have resulted in 
sooner investigation 
and diagnosis.   
 
The action from this 
part of the complaint 
investigation was the 
introduction of a 
departmental policy 
of minimum period of 
observation after 
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administration of 
opiate analgesia.   

Information 
redacted 
12.00 
(noon) 
 
 
19.00 

Patient presented to the ED as Information redacted 
remained unwell.  The impression of the examining 
doctor was that of Information redacted.   
 
Patient admitted to MAU and clerked by a junior doctor 
in medicine, who discussed the patient with a senior 
colleague and was advised to continue with 
Information redacted 

 

Information 
redacted 
10.05 

Patient reviewed by on call consultant surgeon with 
Information redacted, an urgent CT scan was 
requested. 
 
CT scan identified Information redacted.  The patient 
was booked onto the emergency theatre list for later 
that day.  
 

 
 
 
 
No delay in obtaining 
CT scan.   

Information 
redacted 
01.30 

Operation:  
Information redacted  
 
Finding:   

 Information redacted 

 Information redacted 

 Information redacted  

 Information redacted  
 
Procedure: 

 Information redacted  

 Information redacted  

 Information redacted 

 Information redacted  

 Information redacted  
 
Post operative instructions 
Information redacted  
 
Post-operatively the patient was transferred to the 
ward.  
  

Although the surgery 
was performed later 
into the evening due 
to increased demand 
for emergency 
theatre. The Surgical 
Registrar who 
performed the 
surgery had only 
been on duty since 
approximately 
20.30hrs the 
previous evening.   

Information 
redacted 
09.00 

Post operative ward round, observations fine, patient 
Information redacted 

 

Information 
redacted 

Patient complaining of Information redacted  
 
Plan to remove drain, give analgesia and request pain 
team review. 
 
Due to the level of pain the patient was experiencing 
the PCA pump was reconnected.   
 

Drain was functional  
 
Unable to clarify why 
drain was not 
removed until the 
following day, 
assumed delay was 
due to workload.   
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Information 
redacted 
11.45 

Drain to be removed today.  

Information 
redacted 
13.20 

Minimal amount of blood in drain removed using 
aseptic technique.  The process involved in the 
removal of mediseal drains is that the suture securing 
the drain is removed using a stitch cutter with the blade 
pointing away from the drain, gauze is applied over the 
area where the drain is exposed at the skin, pressure 
is applied and the drain pulled out, pressure is applied 
before application of a dressing.  Wound dressing 
changed 

No reports about 
concerns at visual 
appearance of drain 
removed. 

Information 
redacted 
16.00 

Information redacted Information redacted 

Information 
redacted 
22.00 

Information redacted  

Information 
redacted 
06.00 

Information redacted This is not 
uncommon following 
surgery 

Information 
redacted 
11.00 

Seen by Registrar, Information redacted  Information redacted 

Information 
redacted 
04.50 

Information redacted  

Information 
redacted 
12.35 

Information redacted  

Information 
redacted 
11.00 

Information redacted  
 

 

Information 
redacted 
10.00 

Information redacted  

Information 
redacted 

Information redacted   

Information 
redacted 

Information redacted  
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Information 
redacted 

Information redacted Information redacted 

Information 
redacted 

Information redacted  

Information 
redacted 

Information redacted  
Patient discharged home with six week follow up. 

Discharge letter sent 
to GP – a printed 
copy is present in the 
medical notes dated 
Information redacted 
as day of printing. 
 
12 week wound plan 
commenced by 
District Nurses .  

Information 
redacted 

Patient reviewed in clinic by Registrar, records 
indicate: Information redacted 
 
O/E – Information redacted 
 

Letter to GP and 
patient dated 
Information redacted 
– Information 
redacted 

Information 
redacted 

Wound dressing alternate days.  Information redacted   

Information 
redacted 

Letter faxed from GP to Consultant – new patient to 
GP, the patient had presented to her GP one week 
prior complaining of increased pain in lower abdomen 
her white cell count (WCC) was 9.1 and her ESR and 
CRP (blood tests indicating inflammation) were raised.   
 
The GP had spoken with Consultant Information 
redacted  

Soon appointment 
recommended 
 
 
 
 
 
 
 

Information 
redacted 

Information redacted   

Information 
redacted – 
14.19 
 
19.47 
 
Information 
redacted – 
(time on 
clerking 
says 08.35 
– an error) 
 
21.00 

Information redacted 
 
Patient arrived on SAU  
 
Information redacted  

Information redacted  
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Information 
redacted 

Information redacted   

21/11/11 – 
14.30 

Consultant review of CT scan.  “Drain insitu” probably 
left in place following surgery Information redacted 

Consultant surgeon 
reviewed histology 
result, which showed 
that the Information 
redacted 

23/11/11 Surgery performed to remove drain.  

 
4. Details of findings 
 
During the course of the investigation, statements sought from the operating surgeon, scrub 
nurse and theatre staff regarding the Information redacted carried out on Information 
redacted.  A statement was obtained from the operating surgeon but not from the scrub nurse 
as she is currently on a career break and out of the country.  The remaining theatre staff were 
unable to recall any events around the surgical procedure. 
 
The patient presented to the Information redacted 
 
The patient was readmitted Information redacted   
 
Information redacted 
 
Information redacted 
 
Information redacted 
 
Information redacted 
 
Information redacted 
 
Information redacted 
 
Information redacted 
 
5. Contributory Factors  
 

Patient Factors 
 

None identified.   

Staff Factors 
 

None identified.  

Task Factors 
 

Information redacted.   
 
Information redacted  
 
Information redacted  

Communication Factors 
 

No documentation about the length of 
drain used during surgery or removed 
afterwards.   
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Use of more than one drain pack not 
routinely recorded.  
  
Histology reports generally not specific 
enough and should definitively highlight 
acute appendicitis is identified or not. 
 

Equipment  
 

Drain shortened.   

Work Environment 
 
 

None 

Organisational Factors 
 

None 
 

Education and Training Factors 
 

None identified 

Team Factors 
 

None identified  
  

 
6. Positive Contributing Factors 

 Staff have been open and honest with the patient following discovery of the retained 
drain. 

 Staff have co-operated fully with the investigation throughout the process.   

 When the retained drain was discovered on the CT scan the patient’s procedure 
was carried out immediately and in the presence of appropriate staff from 
specialties Information redacted 
 

7. Care delivery problems  
 

 A length of drain was found in the Information redacted some months following 
surgery.  Unable to identify with any degree of certainty how this happened. 
 

8. Service delivery problems 
 

 None 
 
 
 

9. Root Cause (s) 
 
A section of a drain was found in Information redacted following surgery and post-
operative care, but the cause of the error remains unknown.   
 

10. Lessons learned  
 

 If adjusted or cut during surgery, the approximate length of drain should be 
recorded.   

 Number of drain packs opened during surgery should be recorded and included in 
the equipment count.  

 Nursing staff should record whether perforations are visible on the drain removed 
from patients postoperatively.   

 Drains should not be shortened post-operatively.   



11 
 

 
 

11. Recommendations  
 
1. To record whether a drain has been cut during surgery and to note the approximate 

length.  
2. To include the drain packs in the equipment count.  
3. To record whether perforations are visible on the drain removed from patients 

postoperatively to support measurement. 
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Serious Untoward Incident (SUI) 

RCA Investigation 
 

ACTION PLAN 
 

Safeguard Number: Information redacted 
 

 STEIS Number (if any): Information redacted 
 
Date of Incident:  Information redacted 
 
 

Date action plan agreed: 
 

Information redacted 

Version: 
 

FINAL 

Lead investigator: 
 

 

Date reviewed at Safety Committee: 
 

19th March 2012 

Date action plan completed/implemented: 
 

 

Evidence provided: 
 
 
 

 

Signed by: 
 

 

Signature:  

Date action plan signed 
off by Safety Committee and 

closed: 
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 ACTION PLAN 

 
 Safeguard number:  Information redacted 

STEIS number:   Information redacted 
Incident title:   Never Event – retained drain Information redacted 
 

Identified Issue Desired Outcome Action Plan Progress to Date Lead Date for completion 

1. No documentation 
to indicate 
whether drain has 
been shortened 
during surgical 
procedure.  

To provide an audit 
trail should problems 
arise in the future.   

  Consultant Surgeon / 
Matron Peri-operative 
surgery  

Completed 

2. Drains not 
included in 
equipment count 
during surgical 
procedures. 

To ensure all 
equipment is 
accounted for and the 
risk of retention of 
equipment 
eliminated.  
  

New paperwork to be 
printed which 
includes drains in the 
count.  

Paperwork ordered.  Matron Peri-operative 
Surgery  

Completed 

3. No documentation 
to indicate 
whether 
perforations were 
visible on the 
drain removed 
from patient 
postoperatively. 

 

To ensure the entire 
drain has been 
removed 
appropriately.   

 December 2011 –  
e-mail to all ward 
managers.  Random 
checks to be 
undertaken 
periodically to ensure 
compliance.   

Matron Inpatient 
Surgery  

Completed  

4. Report to be 
shared with the 
patient under the 
requirements of 

To ensure 
transparent process 
and patient assured 
that a complete 

Report to be offered 
following approval by 
Safety Committee  

 Matron, Surgery & 
Diagnostics  

30 April 2012 
Completed 
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the Being Open 
Policy.  

investigation has 
been undertaken.   

 


