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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 incidents due to non compliance to 2 patient identifiers by
50% compared to FY2020 (from 5 to 3 incidents every 2 months) in the
Emergency Department

Establish Measures

Baseline: There is an average of 5 IRIS incidents every 2 months in FY2020
Outcome measure: IRIS incidents due to non compliance to 2 patient
identifiers
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Analyse Problem

Prior to intervention, there is no standardized process of blood
taking, collection and dispatching the sample.
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Driver diagram analysing possible causes

Outcomes Primary Drivers Secondary Drivers Change Concepts
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Select Changes

Potential Solutions » !
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Test & Implement Changes

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