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Healthcare Organisation (JCAHO)

National Patient Safety Goals

USA
Joint Commission
on Accreditation of

2008, 2009, 2010

Hong Kong
Hospital Authority
Patient Care
Related Risks
2009

Improve the accuracy of * Patient
Goal 1 : : e Qi ifi i

patient identification. 1. Misidentification | Specimen
Goal 2 Improve the effectiveness of communication « High risk druas / process

among caregivers. . . g g . P

2. Medication « Drug reconciliation on

Goal 3 Improve the safety of using medications. admission / discharge
Goal 7 Reduce the risk of health care-associated « HAI- MRSA

infections. 3. Infection . L .

* HAI- Surgical site infection

Goal 8 Accurately and completely reconcile medications

across the continuum of care.

: : . * In-Patient suicide

Goal 9 Reduce the risk of patient harm resulting from falls. 4. Patient’s condition . Patient fall
Goal 13 Encourage patients’ active involvement in their

own care as a patient safety strategy. .

* Patient assessment

Goal 15 The organization identifies safety risks inherent (identify critical ill patient)

in its patient population. 5. Patient Care process | « Communication between

caregivers

Goal 16 Improve recognition and response to changes .

in a patient’s condition.

Safe Surgery




Safe Culture
Safe Design
Safe Practice

1. Protect our patients
from adverse incident

2. Protect our staff
from making error
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A=B — C

Scan ID#on Aand B, if match produce a label (C)

B
A (ID on Job sheet/form) C
— T&S request form (phase 1) |_abel for Specimen
(ID on wristband) Last Office form (phase 2)
Investigation order (phase 3)
Medication Chart
B
A _ | (ID on Objects) C
. — | Blood product (phase 1) | =" |  Label for record
(ID on wristband) Body (phase 2) TS
Chemotherapy drug
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Equipment

2D Barcode Scanner

Wristband printer Bedside Printer

Approx. HK$4600 1 set per 10 beds

Scanner @ HK$5600 each
Printer @ HK$3200 each

o e e
itories East Cluster

e



September 2004

Blood sampling
for cross-match
was taken from the
wrong patient

Hence blood of the
wrong blood group



(1) Blood taking process for T&S
Step 1: Step 2 —
=can patient's 1D Scan the 20 barcode If the 21D #
Ez_n'u:-:ude on the bracelet on the request shest match

Step 3:
& label
[rinted

at the bedside

Step 4
Immediately affix
the label onto
specimen tube

Step 1 Step 2 Step 3
Scan patient's ID — « Scanpatient's IDon — . Scan WBN number
label on wristhand the compatibility label

Step 5 Step 4
Stick the label onto A label will be
transfusion note generated

ifthe2ID#
and

WEN #
matched

Phase 1: April 2007
Started at NTEC

X-match and Blood transfusion

Pre Post

Misidentification | 6 cases| O cases

during blood

taking for in 6 * (4 cases)
cross match months | in 4 years
Blood

administration to 0 0

wrong patient

* 4 cases of error where 2D barcode
scanning not used
(3 A&E, 1 Ward follow up)

** 10 T&S specimens arrived at lab
without label !







Phase 2: October 2007 implemented in NTEC
Body identification for Last office from ward to mortuary

Pre Post

Bief 1; Scanthe 2Dbewrcods | SR Seanihe 20 bwods
1

Step 3 P . .

L Misidentification
of dead body

Step 4 A .
B n e leading to wrong

- - ‘ body released n4years | in 4 years

2 cases O cases

3c. BODY IDENTIFICTION AT MORTUARY (body release)

3b. BODY IDENTIFICTION AT MORTUARY (at arrival)
Sdep 1: 5_:51‘.|'e Jarcade . Step & Zoan :h_e barcade 8 If both ID # Step 1: Sean the barcacks Siep 2: Scan the barcede
on the wiistbkamd or crthe Last Office Fonm 'nor Ja an the wristband ar o iha Body Collecian Form N Ifthe 2 1D #
Buody (donticalon Tan match Body lentification Tag tch
maitc

'
Sep 3.
I canhmahiar label
will e generaled

L
Step I
2 labels

wil be gensialsd

-
Stepd atoch tha lobals ta the Last Office Form

£ the Hame card for body storage compartmes

= TR

Step 4 Attach the label to the Last Offlce Farm

13



Phase 3 — started in June 2008 at PWH

Risk reduction program for a not uncommon error
- Misidentification of patient
- Using wrong label

Potential consequence +++

Wrong Labeling of Specimen - NTEC
300

266

250

200 -

162 173
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100 -

50

2005 2006 2007

4 RLAS* C\
Clotted blood (yellow cap)*
02/03/05 PYNSP1234567891A3

UG006002(8) IP/MED/A4/]
CHAN, TAI MAN M/33y

K[@*d’ Heparin if urg* _/
" cBP* H\

Plain (red cap)*

UG006002(8) IP/MED/A4/]
CHAN, TAIMAN /20

\Bﬁl*&ﬂ/ Heparin if urg* _/
4 APTT* H)

Plain (purple cap)*

UG006002(8) IP/MED/A4/]
CHAN, TAI MAN M/33y

\[@4\1{’ Heparin if urg* _/

/ RLAS* C\
Clotted blood (yellow ca
02/03/05 PYNSP12345678914

UG006002(8) IP/MED/A4/]
CHAN, TAIMAN 0

S Heparin if _/
(" cap HO)

Plain (red cap)*
02/03/05 PYNSP1234567892A3

UG006002(8) IP/MED/A4/1
CHAN, TAI MAN M/33y

\@ﬁkﬂ/ Heparin if urg* _/
(" APTT* HO)

Plain (purple cap)*
02/03/05 PYNSP1234567893A3

UG006002(8) IP/MED/A4/]

CHAN, TAI MAN M/33y

=

02/03/05 PYNSP1234567893A31

N

02/03/05 PYNSP1234567892A81

N

N

p)*
31

S

kﬁﬁii@ Heparin if urg* _/




Blood taking from
............... 'Wrong patlent A

B
B
e

/ Loose specimen label; |

Hazards

MS

Vrong patient selecte

d

/ Wrong specimen label
was not checked

alike name; etc. put in a




Phase 3 - Generating specimen labels at bedside

@ Scan 2D barcode
on patient wristband

@ Scan 2D barcode(s) on job sheet

- Repeat scanning

(if more than one test)

- When finished scanning

all the job barcodes

press [ENT]

If IDs matched

@ Label(s) will be generated
by the printer at bedside
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Order investig
via CMS-GCRc

HEKID : M SAsMS LR D 1M 5
Riquestt Caba : FUD42003 Requeated Lo :
Pequested By :  @CRIST (UG 17 (0HY 3 2900 001

Ape ;234
WeRA

Gpac . F3T

Wirtual Hespital 3 - Laboratary Job Sheat Ganeral
BET - HERT IR Blood
Raguesd Humbar ©  VH ORGSIOT27C1
Sample

Epindy Mo HMGSICO02A0;

AL E T LA

Heparin Blood in Syringe*
WH SP0309002472

Bld gas, vanous*
Remarks ;: Venaus®

Collected By : Collettion Data and Tima ;

if =ppticabla

Marne and & gruatuori:

= Rlpoed pax, vannus

Flucride Blood*
¥H SPOS00002480

Spot Glu™
Remarks ;. Spot Ghe*

Collected By : Callaclian Date and Time ;

Rarme and Sigroluee if appllcebla

.
= Glucse, et plasma

Clotted Blood In Gel Tube*

KiCa/CIFCrNa/LFT/FO4RFT*
* WH SPOGMI2A0E A

Remerks :

Gollactad By : Callention Date and Tima :

Padni= ing Giangue K applicsatse

= Mhasplile, s
> Pobssslum. &8
= Ranal furchon bests
= Sodium, serum

= Chaliun, serum

= Chlonde. serum

= Lraatning, sarum
= Liver funclion {asts

Clotted Blood in Gel Tube*

KiCalCIHCHNaLFTIPOA/RFT
‘ VH SPOR0O00Z408E

Remarks :

| el ted By Collacllon Date and Time :

Mama anc Signatins if applicable

= Sodiure, sirum = 1 heor funckion tests
= Heral unsbion tests B il . sarum
= Fotaas um, eem = Chionide, s=rurm
= Phasphale, esrum = Caloum, 3arum

Frimisd By W T OHIL PrGaBaL:  UOAML R 115 2=

Faga 1 &

at the work station.




Scan patient’s wristband 2D barcode Scan 2D label(s) on job sheet




When a specimen is available, nurse will retrieve the job sheet

Scan Patient wristband 2D barcode

If the ID numbers match, a label will be printed Scan job sheet 2D job label




Implementation of Phase 3 at NTEC
*14:NDH 2009 Feb

Accelerated roll-out

AHNH 2008 Dec ? + across all
i = L2008 Jun 7'NTEC hospitals
140 in-patient wards in NTEC, . Supported by purchas’e of
implemented the phase 3 initiative extra 2D scanner

"y oo . and printer

from NTEC Annual plan

PWH 2008 June _/ "sppgiscH | Q&RM program 2008
2.009 Sep '
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Incident related to misidentification of specimen @ NTEC
(wrong label used or specimen taken from wrong patient )

2005 - 2009
300 . 266
250 |-
200 | §83%
173 compare fo
150 | 2005
100 | *
45
50
0

2005 2006 2007 2008 2009

T |

Implementation PWH AHNH NDH TPH  SH/BBH/SCH
of phase llI June 08 Dec 08 Feb 09 Jun 09 Sept 09

*2009: 41 incidents reported from clinical areas not yet using the 2D barcode system
*A&E 11, OT 1, special clinics 10, Point of care testing 10, wrong CMS request 3, double labeling 1

 extended care hospital (before implementation) 9



Number of misidentification (case)
before and after Implementation of 2D barcode scanning

PWH 1 0 1 0 0 0 0 0 0 0 0

25.06.2008

AHNH 0 0 0 0 0 0 0 0 0 0 0

08.12.2008

NDH 0 0 0 0 0 0 0 0 0 0 0

09.02.2009

Jul 09

TPH 0 0 0 0 0 0 0 0 0

22.06.2009

Sep 09

SH 0 0 0 0 0 0 0

07.09.2009

Sep 09

BBH 0 0 0 0 0 0 0

08.09.2009

Sep 09

SCH 0 0 0 0 0 0 0

09.09.2009 0 0 0 0 0 0

* Error still occurred at clinical areas not yet implemented 2D barcode system, e.g. A&E, point of care testing



Number of misidentification (case)
before and after Implementation of 2D barcode scanning

Vi
-6 -5 -4 -3 -2 -1 1 2 3 4 5 6 7 8 9 11 | 10
m m m m m m m m m m m m m m m m m
Jul 08
PWH 1 0 1 0 0 0 0 0 0 0 0
o200 | O | 4| 8|10 74 30511 1] 1 2 6 | 2
Dec 08
AHNH 0 0 0 0 0 0 0 0 0 0 0
08.12.2008 1 0 1 1 0 e 1 2 1 1
Feb 09
NDH 3 0 0 3 0 3 0 0 0 0 0 0 0 0 0 0 0
09.02.2009 1
Jul 09
TPH 1 0 1 0 0 1 0 0 0 0 0 0 0 0 0
22.06.2009
Sep 09
SH 5 1 0 0 0 1 0 0 0 0 0 0 0
07.09.2009
Sep 09
BBH 0 0 0 0 0 0 0 0 0 0 0 0 0
08.09.2009
Sep 09
SCH 0 0 0 0 0 0 0
09.09.2009 0 0 0 0 0 0

* Error still occurred at clinical areas not yet implemented 2D barcode system, e.g. A&E, point of care testing
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41 incidents reported from

area not yet implementing

45 wrong
2D barcode system

labeling
reported

4 incidents reported
from ward implemented
2D barcode system

1 from OT

% in 2009

(loose label
11 from used)

A&E (loose N

label used)

1 specimen found
double labeling - A
phlebotomist reused
a discarded specimen
bottle

10 from ward

while 3 testing result found
conducting discrepancy and discovered
POCT test on that Intern printed job sheet
site with wrong patient name

10 from
SOPD / Day
follow up

from CMS and entered
wrong ID direct to scanne.
Not verifying patient
identity with 2D barcode
scanner

NN

9 from Extended
Care Hospitals
(before roll out)
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JIM/—’H Safe practice, Good practice

SMAET sate pl "5/(7/4’?7 St feowe 19 1 Pobrsmry 2010

Wrong Specime Wrong H'stix Result @ POCT

.

Without scanning the wristband & a's gum label scanned  B's blood sample taken
doctor key-in the identity number
scanner according to the wrong |4 & staff scanned patient A’s gum label on progress sheet for POCT testing.
with the name of patient B was g  Right after scanning, the staff found that patient A did not require blood
glucose test at POCT, but patient B......

A doctor intended to print patient
sheet for CSF, but selected the nj
B from CMS. A wrong job sheet y

i
POCT= Point-o-Care Tes:

Without verifying patient’s idenfity
stuck the label to CSF specimen, Without cancellation of patient A's data, the staff approached patient B

) for blood collection and completed the blood glucose test @ POCT
Later, the doctor discovered the 4

A : B's high blood glucose result was uploaded to A's profile in CMS. - u
tact laborato mediately. = ;
SO iataly Fortunately, A's wrong result was spotted by doctor and invalidated 1 i )
MAR / Smar{ Ve Smart Tips
T T - Visually check patient’s identity

Scan patient’s wris

for correct patie (wristband) against the gum label on

Stick specimen lat ;
BEFORE bl e blood glucose record at bed side

Confirm patient identity by
scanning 1D barcode on wristband

. Staff must not us Perform testing immediately
Check specimen Ie except in exceptil

BEFORE ¢ \ et o

\PUCT analyser to clear previous memory

HisdI LT ramea i 8 eompiet | et ceice 16 3 Compuet inoses and Uninman evsieal | Healthcare service |5 3 complax process and Urowand events 2an coour. The puUrpase of [SMART 6 o alert rontin ST fo the
Tl RS [ ISHART B 10 & 2N 10 ST | 2 v Ehan i P - ocied Iocally a7 cleouhe
10 INANE I N SOIME: KD ATRr ik and E!rhlﬂﬂihma riskE and to Ehare leaming paints from atverse Incidents reporied locally or elsewhers.
HTBL & a NTEC Q&RM




| WEF BWE SR IOEEL TAM NEN

QL Q- H B O L Jeans: @ - 5

FLD) | @) htp e hom/

_ — i NeLeR 4 v BE Lok
@ Hospital Authority 1 ST BRI o R
Terntunes East Cluster 7 ' SRS SRS

A
e | Comimttes Domain | NTEC Internat | Lirkis |
CCE Anhountcemeant

| Avian Fiu BSFERE [ HA INTEC | | SARS | aipw-ﬂﬁw JT."LINH'-DBU | Help | Mm*f[ﬂ"'ﬁ‘rth 1 Propoas) | E"d EF*I Stemap |
| Creel Achievements | TRECE Rt Protoeons [ CRISIEr COMMTees | "

IE Ny 3 (Tus)

v fal
news fram ha home ,_|
oy

W _'. ! :_ I
2 S mstien oo | WPzt | L | e P TR 8 KOS | SN | ey O rr-w-‘uuu e Loz T | s
m IQHM 'ﬁa | x4 | el Ak 5 | Eeare H".H:"f: | Yot | st Comrdes l i m’“ DRI
| iDr
e MGEM | Drug

MMM

Nurse Info 0 AIRS v2

L B M -,
B ke S creuias
B Teli 131
i Pager Paasword

Ii;ll‘ IT 8-KB -'_.E_'iinlhul'.-,]

Demonstration of Blood Taking
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What have we done? Al patient attending A&E service will be put on
a wristband with 2D barcode at Triage Station

UPI — pilot in NDH A&E
since 1 December 2009

RARGHRB

Unique Patient Identification

RWAAARE - £leN-S®AE+" B0 EF MR REHR
EIRRES AN CRRISGNRTY - HPRAENATTE
T REEETE - EER At

FATABES - 2R GUHTRRHIRAT AR B -
FARERREOMEN LTS - PERSMERERS  EMRSE

B TR MO RERP o _ If admission is not required,
If blood testing is required — the wristband will be discarded
ISR - BR%2 staff proceed for testing while leaving the hospital

‘ ~.—-

a Your Engagement Enhance Patient Safety! . . .
identity with 2D barcode scanner

ﬂith effect from 1zt December 2009, 9%

a bareode wristbend will be applied to each % a

patient attending our dccident & Emergency

Gepartment. The purpoze of the wriztband

iz to help in verifying patient's identity

during the attendance to enhance patient

sefety.

requirement and verify patient

After regiztratien, the triage nurse will put
on a wristband to each patient efter
verification. Patientz are advized to heve
the wristband alwayz on the wrizt during

the attendance. If admission iz net required,
the wriztbend can be dizcarded info the

cenfidential box ot the triage station while
leaving the hozpital. -

NTEC Quality & Risk Management Division 4735 % 7 &l 550

~30% wristband discarded
as scanning for testing
verification were not
necessary

ﬁﬂﬂ*w-ﬂim
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Incident related to misidentification of specimen @ NTEC
(wrong label used or specimen taken from wrong patient )

2005 - Q1/2010

300 - 266
250
200
150
100

50

2005 2006 2007 2008 2009 2010

Up to Mar 2010

! PN/

Implementation PWH AHNH NDH TPH  SH/BBH/SCH
of phase llI June 08 Dec 08 Feb 09 Jun 09 Sept 09

* 2010 (up to March 2010) : 5 incidents reported

» special clinics 1, Point of care testing 2, wrong CMS request 1, mixed up labels 1 (pre-print and mixed up)



Issue

Intern key-in patient’s 1D direct
to 2D barcode scanner, and
bypass the process of
verification patient’s identity at
bed side - at Risk!!!

After discussion and further consideration
(e.g. the frequent turnover of Intern),

the key-in function will be disabled in 2010.

INCYW R 1107 S L Health Care



Scanner and printer
Repair / replacement

Statistic from April 2007 to September 2009 (30 months)

* No of scanner and printer in use @ NTEC =477

* No. of scanner reported lost = 2

* No of call for repair / maintenance = 999
— Average call for repair per set = 2
— Average call for repair per ward = 7

* No. of printer battery replaced = 15
* No. of scanner battery replaced = 2

® o g TR A vty . e - - L '_ B = :
qp FOSPHANANWIHONTY = 4 5 == e — JEy ITH
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Conclusion

Highly
recommended




Special Thanks to:
Dr. Fung Hong, CCE, NTEC
HCEs, NTEC

All COSs, DOMs, NTEC

Thark Youl

All clinical staff (front line doctors, nurses, phlobotomist), NTEC
Quality & Risk Management Team, NTEC

CMS — NTEC Support Team

HAHO ITS CS7 team

HAHO Patient Safety & Risk Management Team

Pathology Department, NTEC
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