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Define Problem, Set Aim

Problem/Opportunity for Improvement

Non compliance to 2 patient identifiers in the ED causing laboratory and
medication errors such as mislabelling of blood or point-of-care specimens
leads to delayed diagnosis and treatment, increased length of stay in the
ED, as well as increased healthcare costs.

Aim
Decrease IRIS inci

50% compared to FY2020 (from 5 to 3 incidents every 2 months) in the
Emergency Department

dents due to non compliance to 2 patient identifiers by

Establish Measures

Baseline: There is an average of 5 IRIS incidents every 2 months in FY2020

Outcome measur
identifiers
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Analyse Problem

Prior to intervention, there is no standardized process of blood

taking, collectio
Blood taking

Start R Bloods
- needed?
l No

n and dispatching the sample.
POCT (UC10, UPT / ABG, VBG)

\4
See patient -
confirm name +
1 patient End

identifier

Assess patient
(Hx/PE)

Driver diagram analysing possible causes

OQutcomes

Yes Take bloods
» and fill relevant Start
tubes » Scan staff pass
v
Order bloods on l VL
EPIC, print
sticky label Obtain sample Scan patient ID
from patient
Attach stickers No Insert sample
to tubes . into machine
Takes patient Patient for processing
. label
label from file
present?
Dispatch bloods Yes Confirm results
flow into EPIC
Confirm 2

patient

~ > identifiers v
End
< > < End >

Primary Drivers Secondary Drivers Change Concepts

Not enough stickers printed

Lack of patient sticky labels <

Stickers printed are unable to
be scanned

Taking extra blood without
proper labelling

No labels on blood specimens |«

Not having printer by patient’s

Decrease IRIS incidents due to
non-compliance to 2 patient |
identifiers by 50% comparedto |
FY2020

bedside to print sticky labels

Assuming patient stays in the
same location

Taking wrong patient label from
wrong file

Wrong patient label on blood |
specimens -

Patients cannot confirm their
own identity

Printing label from wrong
patient on EPIC

Not scanning patient’s barcode [«

Not enough COWSs/barcode scanners
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Select Changes

Potential Solutions

1  Print more sticky labels

Visual cues at prominent
2 locations to reinforce
compliance

Standardized workflow for

Specimens are not 3 blood taking

labelled with —— — _
correct patient’s . begudar reminders via
sticky label roadcasts, orientation for

new doctors

Punitive action for repeat
offenders

Compulsory barcode
scanning for all patients

. -
= = :
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(1) Take patient sticker from file at  (2) Confirm 2 patient identifiers
bedside with patient / wrist tag
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(3) Label blood specimens and (4) Confirm patient details before
return to computer ordering necessary tests

(5) Print EPIC labels and check (6) Label tubes with EPIC stickers
patient details before putting into biohazard bag
=y > 2 - - —— BN =

(7) Paste patient sticky label on (8) Confirm tubes are labelled
biohazard bag before dispatching

-5 Sy

Test & Implement Changes

How do we pilot the changes? What are the initial results?

Introduce standardized  Standardized workflow

Include standardized

workflow for blood for blood taking :
) : : blood taking workflow
taking and labelling introduced to MOs : :
: as part of orientation for

specimens.

: new MOs

Visual cues pasted on all
Visual reminders at sticky label printers and  No significant
1 . . . . . Regular broadcasts.

prominent locations to  at pneumatic tubes improvement in results

reinforce compliance to

2 patient identifiers Feedback — low rates of

Collect data by random  compliance, insufficient

audits of MOs on shift.  stickers, stickers
inaccessible

Punitive action for
repeat offenders

Introduce punitive
actions for repeat
offenders in next cycle

Introduction of small

: Slight rise in initial monetary penalty with
15t — Counselling b )
S &by months after each mislabeled
Discussion with q : introduction (MOPEX specimen incident to
2"% —Verbal warning :
changeover), contribute to end of

g department seniors and
quality team regarding
punitive actions

from HOD
3'd — Lapse will be
documented in the Drs

subsequently lowered  posting MOPEX dinner
average number of

ersonal file and cases to ~3.8in 2 Ensure every MO has
Eubmitted to months his/her own workstation
on shift

their training institution
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Spread Changes, Learning Points

To spread change:

- Repeated reminders via visual cues in the department and regular

broadcasts

- Standardized workflow for blood taking included in MO orientation

guide
Key learnings:

- Finding root causes for non compliance is important to find appropriate

solutions
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