Incorrect connection of epidural infusion in a high dependency unit

The patient was admitted after emergency abdominal surgery to
the HDU in the early hours of the morning. A lumbar epidural was
sited by the theatre anaesthetist. A test dose was given and there
were no concerns about position. The epidural infusion was not
connected; instructions were left for epidural to be connected in
HDU.

The infusion was stopped, the patient was monitored; no
harm was identified.

The incident was reported as a never event and near-miss.
Investigation as a serious incident is on-going but early
learning has focused on distraction error, workload of HDU
nurses and training.

This has been disseminated in briefings within critical care
including safety huddles, handovers and governance
meetings.
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