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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
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Development of ECLS Transport Checklist
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PICU ECMO TRANSPORT CHECK LIST

Rizl vz benefit of transport aszexzed and dizcw=zed

Cannula placement verified prior to preparation for transport Xray ECHO
Cannuola depith marking visible? Yes CI Mo

Cannula soinrex’'dressing intact” Tes Mo

Cannula soinred o

2 nmits of FEBC: in cooler and check in for tranzport? _ Yes If pnit wches: ™

Patient to be transferred fo siretcher0E zurmey ?

Fatient placed om backboard for tramszferz? ez Mo _ Timo, why?
Emergency plan reviewed _ = Code Leader _ CFE — Code DruesPack _ Airway
Transport roote determined and dizcuzzed with tranzport team

O bxtacles removed from route

ECAMO Transport leazh installed

Approach to Cath Lab, OT, and. or room tranzfer area discu=ssed._

Transport team azzembled: _  ECKIO Attending  FPatient BTN, _ Alinimum 1 ECAO Core

Specialist, RET, 2= ECHIO Specialist, Clinical Technician, ¥=4 BRI,
1-3 additional clinical staff az patient xzize and condition dictate

onribilities Desisnated:-

O DIirection of tramzport
O ECAOD Canaula integrity _  _ {personnel for each site)
O Airway & Oxyzen
O Monitoring of Fatient
O ECAMO Pomp
O Space between ECRIO Fomp & Bed
O Bed _
O ECAO Cart
O IV Fumpz/Folex
O Emergency tranzport bag

Upon Eetorn to Patient TUnit TR oomm -

O
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Cannmla seinres owtside of dressing intact O ECKRIO Pump plopped imto wall owtlet

O ECKD heater on and femp set

Cannmls depth marking mnchanged O Oxyeen conpecied & flow ON

ETT =zecure and Iamdmaris

X-Fay obtsined to comfirm inteprity of

Iin e/ airvay

Hand off given fo primary feamm:

Adverse events/complications ¥
_ Surgical site bleedimgs
_ hMiechanical issuwes
_ FPatient isswmes
__ riher

EChMOD Attending Signatare: Diate
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Conclusions

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.!

The ECLS Transport Checklist has improved closed loop
communication and has effectively prevented the omission of integral
safety measures when transporting an ECLS patient.

Internal ECLS transports

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.

First X-ray 12 hours post CT Transport

The checklist requires the ECMO attending to sign off
that all sections of the checklist were completed.
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