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Background

A patient on ECLS was transported from the unit 
to acquire imaging. Routine practice at our 
institution is to obtain an X-ray to confirm 
cannula placement after transport. However, the 
X-ray was not obtained upon return to the unit. 
Unbeknownst to the team, the patient’s cannula 
had significantly moved despite visualization of 
intact sutures. The change in cannula position 
was not discovered until the morning X-ray that 
was taken several hours later. Soon after, the 
patient suffered a hemorrhage at the cannula 
site that led to death of the patient. 

Methods and Results

During a review of this case, it was determined that a 
checklist would be implemented to ensure all safety 
steps were performed before, during and after an 
ECLS transport.  Checklists are a validated tool shown 
to improve care, utilize evidence based best practices 
and provide safe high-quality care.1

The checklist is broken down into 3 sections:
1.  Safety checklist prior to departure for transport
2.  Designated responsibilities/roles of staff
3. Checklist upon arrival that includes an X-ray   
     confirming cannula and ETT placement.  

The checklist requires the ECMO attending to sign off 
that all sections of the checklist were completed.
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Conclusions
The ECLS Transport Checklist has improved closed loop 
communication and has effectively  prevented the omission of integral 
safety measures when transporting an ECLS patient.  
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