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Event

• A CT scan was ordered for a patient with a history of a 

stroke with left affected side. 

• The patient was unable to raise her arm out of the way 

for the exam, so she held it at her side.

• Upon entering the CT tube the second time, her arm fell 

off the table however she did not notify the CT tech 

until she noticed that the arm was hurting.

• The CT tech entered the room to check on the patient 

and found the patient’s arm hanging down the side of 

the CT table between the table and the gantry.

• X-ray of the left shoulder showed a non-displaced 

humeral head fracture.



Degree of Harm:  Moderate harm

Duration of Harm:  Temporary

Contributing factors:
• Human factors
• Other, specify – Patient unable to hold up arm. Tech thought arm 

would stay at patient’s side.

Actions taken to avoid future errors:
• Staff trained on the use of positioning devices that hold extremities in 

place when patient control is possibly or clearly compromised.
• Environmental scan of CT suite to remove any possible visual 

obstructions from CT control room to patient in CT.  

Event Review



• The lack of policies/procedures outlining required positioning aids for 
patients with limited physical capabilities resulted in the CT tech not 
utilizing appropriate equipment to secure the patient’s arm which 
increased the likelihood that the patient’s arms would fall off the table, 
get caught between the CT table and the gantry resulting in a non-
displaced humoral head fracture.

• The lack of the CT tech’s understanding of the physical limitations of 
the patient resulted in the CT tech not utilizing appropriate equipment 
to secure the patient’s arm which increased the likelihood that the 
patient’s arm would fall off the table, get caught between the CT table 
and the gantry resulting in a non-displaced humoral head fracture.

• The incomplete documentation in the patient’s chart explaining her 
left sided weakness led to the CT tech not utilizing the appropriate 
equipment to secure the patient’s arm which increased the likelihood 
that the patient’s arm would fall off the table, get caught between the 
CT table and the gantry resulting in a non-displaced humoral head 
fracture.

Possible Causal Statements:



• The lack of a clear line of site from the CT control room to the CT table 
resulted in the CT tech not recognizing the patient’s arm had fallen off 
the table which increased the likelihood that the patient’s arm would 
become stuck between the CT table and the gantry resulting in a non-
displaced humoral head fracture. 

• The lack of a method to visually monitor a patient on the CT table from 
the CT control room or imbedded warning devices within the CT 
equipment resulted in the CT tech not recognizing the patient’s arm 
had fallen off the table which increased the likelihood that patient’s 
arm would become stuck between the CT table and the gantry 
resulting in non-displaced humoral head fracture. 

Possible Causal Statements:



Patient Harm When Undergoing a 
Computed Tomography (CT)   

• An estimated 74 million CT procedures are performed annually in 
the United States (~18% of the world’s estimated total)1

• A 2015 study of reported incidents of harm in CT found a rate of 
0.22% (1,918 incident reports for 843,902 CT exams).  The most 

common harm events were2:
❑ adverse drug reaction.
❑ medication/IV safety.
❑ diagnostic test orders. 

• Few direct risks are associated with CT scanning. (e.g., contrast-
induced allergic reactions, contrast-inducted nephropathy, long-
term risk of cancer development due to radiation exposure)3



Patient Harm When Undergoing a 
Computed Tomography (CT)   
• Historically, CT harm studies have focused on extravasation and 

adverse drug reactions and less on safety incidents in CT (e.g., 
skin injuries during transport or exam, intravenous line incidents, 
staffs’ occupational injuries, physical or verbal violence, 
incidental extubation, environment or equipment failures, intra- 
and inter-hospital service coordination errors, and diagnostic 
mistakes).3,4,5,6,7

• CT is the destination of almost 50% of the patients transported 
for diagnosis or treatment.8

• Intra-hospital transportation requires coordination between 
services which has been shown to increase the risk of 
complications, morbidity and mortality.9

• Incomplete clinical documentation, in both ambulatory care and 
inpatient settings, can lead to complications in patient 
management, and subsequent administrative operations.10,11,12,13 



From How often are Patients Harmed When They Visit the Computed Tomography Suite? 2015



From: How Often Are Patients Harmed When They Visit the Computed Tomography Suite? 2015



Could this happen in your organization?
Yes No NA Action

Do you have policies and procedures to provide instruction to CT techs for 
determining when to utilize positioning devices?
Contact Your CT Manufacturer for Their Available Resources 

Have you verified CT staff’s competency in determining when and how to use 
positioning devices? Do you have a sufficient number of the devices? 

Do you have policies and procedures that outline required steps for the 
transport of patients from one department in the hospital to another? Does it 
include pertinent patient management information? Does it enhance 
communication between the patient sending department and the patient 
receiving department so that undue delays do not occur, or patients are left 
unattended on gurneys in the hallway?
See IPASS14 and NCPS Deidentified Event Oct 2023: Intradepartmental 
Transport of Patients Requiring Oxygen15

Is the physical environment of the CT suite uncluttered so that the CT tech is 
more easily able to visually observe the patient when they are in the CT control 
room and the patient is in on the CT table? Does your CT have the capability to 
employ audible warnings or visual methods for the tech in the CT control room 
to adequately monitor a patient undergoing a CT?
Contact Your CT Manufacturer for Their Available Resources 

Is the patient history provided to direct patient givers for outpatients receiving 
services sufficient?

Does your organization have effective disclosure policies so that patients are 
informed of unanticipated events and outcomes?
See AHRQ's CANDOR toolkit16

https://www.ahrq.gov/teamstepps-program/curriculum/communication/tools/ipass.html#:~:text=I-PASS%20has%20become%20the%20preferred%20handoff%20tool%20for,delivering%20handoffs%20and%20make%20it%20known%20to%20everyone.
https://univnebrmedcntr.sharepoint.com/sites/COPH/NCPS/Shared%20Documents/Shared%20Learning%20Resources/De-identified%20Events/2023/Transfers%20of%20Patients%20Utilizing%20O2/October%20Deidentified%20Event%20Intradepartmental%20Transfers%20of%20Patients%20Utilizing%20O2.pdf
https://univnebrmedcntr.sharepoint.com/sites/COPH/NCPS/Shared%20Documents/Shared%20Learning%20Resources/De-identified%20Events/2023/Transfers%20of%20Patients%20Utilizing%20O2/October%20Deidentified%20Event%20Intradepartmental%20Transfers%20of%20Patients%20Utilizing%20O2.pdf
https://www.ahrq.gov/patient-safety/settings/hospital/candor/modules.html


Could this happen in your organization?
Yes No NA Action

Are staff trained in emergency management procedures for a patient 
undergoing a CT (e.g., contrast reaction, Code Blue, chest tube displacement, 
IV-line displacement, air injected when using contrast injector, etc.)? 

Does your patient identification policy require the use of a minimum of two 
patient identifiers which include the patient’s full name and date of birth? 
When possible do you ask the patient to state their full name and date of 
birth?
See National Patient Safety Goals17

Does the patient identification practice observed in your organization conform 
to what is stated in the policy? Are there barriers to performing the 
identification process as outlined in the policy

Does your organization have a process to assess the fall risk for patients 
receiving outpatient services? 
See NCPS Patient Safety Alert December 2021: Falls in Ambulatory Care 
Settings18

Does your organization have inpatient and outpatient infection control 
policies/procedures to protect staff from possible transmission of an infectious 
disease from a patient? (e.g., masks on patient suspected of having an airborne 
or droplet transmitted infectious disease such as measles, pertussis, COVID-19, 
etc.)

https://www.jointcommission.org/standards/national-patient-safety-goals/
https://univnebrmedcntr.sharepoint.com/sites/COPH/NCPS/Shared%20Documents/Shared%20Learning%20Resources/Patient%20Safety%20Alert/Patient%20Safety%20Brief%20December%202021%20Falls%20in%20Ambulatory%20Clinics.pptx
https://univnebrmedcntr.sharepoint.com/sites/COPH/NCPS/Shared%20Documents/Shared%20Learning%20Resources/Patient%20Safety%20Alert/Patient%20Safety%20Brief%20December%202021%20Falls%20in%20Ambulatory%20Clinics.pptx
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