Cause Mapping is a Root Cause Analysis method that captures basic
cause-and-effectrelationships supported with evidence.
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Basic Level Cause Map - Start with simple Why questions.

Patient Safety

Renal artery
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Goal Patient death
Impact

Basic Cause-and-Effect

In 2011, a kidney donor in Texas bled to death after her
renal artery became open. Sadly, her death was
associated with the use of clips to close the artery -
rather than staples - even though the use of clips was
contraindicated for this purpose.

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

More Detailed Cause-and-Effect

The patient died from a massive, sudden bleed caused by the bleeding of the renal artery which was open. The renal
artery had been opened as part of the kidney donor surgery, and had been closed using clips that slid off the renal
artery. The stump remaining on the renal artery after this kind of surgery is too short to allow the clips adequate
purchase, and the clips slid off. The hospital staff was unaware that these clips were contraindicated for this use.
Although a warning was placed on the instructions for the clips, these instructions were not kept in the operating room.
Additionally, the manufacturer sent out several letters to hospitals warning them not to use these clips for kidney
surgery. However, at that time, this hospital was not using the clips, and had forgotten about the letters when the clips

were purchased.
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