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“The call we all dread . . .”

It was a routine night on call. The medical team were
contemplating turning in for the night when, as usual, the cardiac
arrest bleep shattered our calm. We charged up to one of the
surgical wards to find a not unusual scene. An elderly patient was
undergoing basic life support from the nursing staff. The team
assembled around the patient and got to work with advanced life
support. At this point all was going according to plan.

At our request, the patient’s current notes, old notes, and drug
chart duly arrived, and we then made a hurried assessment of the
patient’s diagnosis and likely prognosis. At this point, I (NKS) felt
a growing unease in the pit of my stomach: from the notes I
learnt that the patient was due to go home soon, having
recovered from a bad case of diverticulitis. However, we continued
with our resuscitation attempt. Further alarm bells started to ring
when we noted that her drug chart included regularly prescribed
opiates and nebulisers, but nothing was mentioned about this in
the notes.

Trying not to get too bogged down in details, we (the cardiac
arrest team) decided to concentrate our efforts on the patient
rather than the notes (which was the easier course of action).
Unfortunately, our efforts were in vain, and the patient died. The
ward staff and members of the arrest team were duly thanked for
all their efforts, and, having recorded the resuscitation attempt in
detail in the notes, we dispersed to various parts of the hospital
without a second thought.

About half an hour later a distressed nurse practitioner bleeped
me to say that there had been a terrible mistake. The family of the

deceased patient had arrived on the ward to find their loved one
sitting up in bed with a cup of tea, alive and well. It quickly
transpired that during the arrest we had used the drug chart of
the patient who had died, but the notes were of the patient in the
adjacent bed.

Fortunately, the family of the unharmed patient were very
understanding, being more relieved than anything else. The
patient who died, we soon learnt, was in the terminal stages of her
disease. The immediate aftermath was to start “finger pointing” at
who could have prevented the mistaken identity, but on more
careful analysis it became clear that any number of people could
have checked the patient’s name band and the records that had
been passed to the arrest team in error.

Everyone involved has learnt a valuable lesson, and steps have
been taken to avoid a recurrence. The clinical risk team were
instrumental in bringing the details together and reconstructing
events. Their valuable input also stimulated us to use this lesson at
hospital staff rounds in order to pass on this salutary message.

So at your next cardiac arrest, who is going to check the name
bracelet?

Nikant K Sabharwal cardiology research fellow

E Jane Chapman head of clinical risk and legal services
(jane.chapman@nwlh.nhs.uk), Northwick Park Hospital, Harrow,
Middlesex

Corrections and clarifications

NHS hospital gets privatised management
In this summary in the “In brief” column of the
News section, we wrongly said that Birmingham’s
Good Hope Hospital had been “taken over by
Secta, a private consultancy firm.” In fact, the
hospital signed a three year partnership contract
with Secta to improve performance of the trust; the
contract includes provision of a chief executive.
The trust board will remain in control of the
direction of the trust. In addition, we unwisely and
gratuitously said that local people referred to Good
Hope Hospital (recently awarded a “zero” star
rating) as the “No Hope” hospital. We apologise for
these errors of fact and judgment.

Preventing fractures in elderly people
During the editing process, a minus sign was twice
deleted by mistake from this clinical review by
Anthony D Woolf and Kristina Åkesson (12 July,
pp 89-95). In box 4, the bone mineral density score
indicating osteoporosis is in fact − ≤ 2.5 [not
≤ 2.5].

Benefits of swimming pools in two remote Aboriginal
communities in Western Australia: intervention study
At the proof stage of this paper by Deborah
Lehmann and colleagues, we added some new data
to the Results section that we had requested from
the author, but in doing so, we unfortunately
reversed the order of two sets of numbers (23
August, pp 415-9). In the second sentence of the
second paragraph of the section headed “Middle
ear disease,” the proportion of children with
tympanic membrane perforations in community A
gradually declined to 13% (4/31) [not 8/44] and in
community B declined to 18% (8/44) [not 4/31].

Primary care
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