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** Transplantation and, in particular, living donor liver transplantation (LDLT), involves complex processes Table 1: Frequently Reported Safety Risks % 131 individual web-based safety
and systems of care that are particularly susceptible to medical errors and preventable complications.1

Hian 13Fak s el SOCER L ey debriefings were submitted.
X I_n order to captu_re_ safety issues and events after each LDLT procedure, a proactive, web-based S — TR - . % Debriefings were in response to 20 LDLT
patient safety debriefing tool was developed. Communication procedure start time ° orocedures
« The tool was developed by an interdisciplinary team of patient safety experts, transplant surgeons, rotocols Suboptimal - Stertle 11/ ine procedures not 61% 22 |

* Clinicians were willing to describe safety

nurses, ancillary clinicians and staff. Staffing Fellow not available 48% 17 ¥ | - rron
N . . L —— r m IN r ve, ronl
% Division leadership actively supported the study and encouraged participation. ggt‘\jvrgg”nat[')%r;mr g | Delay in removing donor liver as 3% . gucr)veeilla?](l;es st?elrjnoac €, electronic

. . . . . _ e ipient t read :
<« While several high profile transplantation patient safety events have been reported, there has still been Recipient Cases FECIPIETT WaS ot TEaty ) a
limited systematic research to describe the range of specific patient safety issues and events that occur in gf’;jh”égg/gggg Native vessels unavailable 39% 12 < Safety dgbrleflngs, conducted for_ each
the context of transplantation. Equipment A » L transplantation procedure, can provide rate-

Availability and o n Y A o 35% 24 based estimates of errors, adverse events,

“* Proactive, timely debriefings of clinicians about safety related issues and events during clinical care machine short circuited

Functioning :
' ing i ' ' ' and near miss events.
has been shown to be an effective way of gathering information about risks in healthcare processes and Cardiology workup not in electronic
5-6 IT/Data Access : 30% 7
systems. medical record
M ETH O D S Availability of Key intra-operative lab values 30% 9 @ E———
Laboratory Results missing ’ T ...| 1 _
- . _ I Inadequate amount of preservation | -
Timeframe: May 2009-May 2010 Supply Availability | 10 S ST 22% 10 | ¢ J

Clinician Responders: All members of the healthcare team who participated in the LDLT
procedure at Northwestern Memorial Hospital, including, but not limited to Surgeons,
Anesthesiologists, Nurses, Technicians, Residents, Fellows, and Observers.
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“* A group of experts in transplantation and patient safety
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