Retained foreign object post procedure

A urology patient was transferred from ICU to theatres for emergency laparotomy for what

was believed to be life threatening haemorrhage. To aid resuscitation a large bore central

venous catheter was inserted into the patients internal jugular vein. An x-ray to confirm
S catheter position taken on return to ICU revealed the presence of the guide wire.

Root cause: There was no procedure in place for ensuring that the guide wire had been
returned to the trolley prior to disposal of rubbish.

Contributory Factor: Although communication between the two Consultants occurred there
was no clear division of duties. This resulted in Consultant 1 becoming distracted when the
patients’ blood pressure reduced.




