
Step 1 - Define the Problem Health Kidney Accidently removed

Mix-up between patients with the same name results in kidney 
being removed from the wrong patient

A patient at a hospital in Worcester, Massachusetts had surgery to remove a kidney that was believed to have a large tumor.  
After the procedure, the kidney was found to be healthy without any tumors. Investigations into the incident found two patients 
with the same name had CT scans on the same day and a mix-up led to the surgery being performed on the wrong patient.

"We are working to implement enhanced safeguards as identified in the survey, including additional 
verification steps with physicians.  This was a deeply unfortunate situation and we will take all steps 
necessary to prevent it from happening again."

- Erica Noonan, spokesperson for the hospital that performed the surgery

Cause Map

Step 2 - Analysis: Build the Cause Map

Basic Level Cause Map - Start with simple Why questions. Basic Cause-and-Effect

Healthy kidney 
accidently 
removed

Patient Safety 
Goal Impacted

More Detailed Cause Map - Add detail as information becomes available.

For a free copy of our Root Cause Analysis Template in 
Microsoft Excel, used to create this page, visit our web site.
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Evidence: 
Investigation findings.

Evidence: 
Investigation findings.

Evidence: Statements 
by the hospital.

Evidence: No details have 
been released about 
exactly how the initial mix-
up occurred.

What Problem(s) Healthy kidney accidently removed from patient
When Date July 20, 2016

Different, unusual, unique Two patients with the same name with appointments 
on the same day

Where Facility, site St Vincent Hospital, in Worcester, MA
Unit, area, equipment Operating room
Task being performed Removal of kidney believed to have a tumor

Impact to the Goals
Patient Safety Healthy kidney accidently removed
Compliance Potential loss of Medicare and Medicaid agreements

Patient Services Patient had unnecessary surgery
Labor/ Time Investigation into error

Why?


