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What Problem(s) Mix-up in kidneys for transplant

When Date January 29, 2011
Different, unusual, unique Two kidneys arrived at the same time, on a 

Saturday

Where Facility, site USC University Hospital
Unit, area, equipment Transplant Center
Task being performed Kidney transplant

Impact to the Goals
None - potential for death to patient who 

received wrong transplant

Potential for death for patient who lost 
Employee Impact ?
Compliance Potential for "Never" event
Organization Kidney tranplant program shut down
Patient Services Kidney given to wrong patient
Environmental None   
Property, Equip, Mtls ?
Labor, Time ?

Frequency Very rare - last highly publicized case in 2003
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