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INTRODUCTION

Ensuring patient safety is a universal
In UOGC, . ; .
imperative. In an effort to improve
el patient safety, accurate patient
el identification and specimen labelling are
CUPMERSIUl  critical steps which must be followed in

from 0in 2018. ]
order to prevent medical errors.

To reduce the incidence of specimen errors, thereby aiming
to target zero harm for our patients in UOGC.

METHODOLOGY

To reduce these specimen errors, a series of strategies were
implemented over a 10-month intervention period
(Jul 2020 — Apr 2021):

designated area for blood collection. All blood
specimen collection will only be performed in
the Treatment Room.

of specimens before despatching. Ensure correct
* Patient identifiers

* Media

* Barcode 1s available

Say goodbye to
needlestick injuries,
messy tables and missing

<., - t-&* I
blood tubes!

easy retrieval and
identification of
swab tests
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RESULTS
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Total number of specimen errors

July 2020 - April 2021 5

Avg. no. of specimen
errors/ month Reduction of

1.06>0.5 73.7%

In specimen errors

Before After
interventions interventions

At present, this initiative is still ongoing and results are
continuously monitored.

CONCLUSION

The collective strategies implemented are effective methods to
prevent and reduce the incidence of specimen errors. Our quality

improvement initiative helped to reduce the incidence of specimen

errors and improved nurses' performance, thereby improving the

safety for our patients in UOGC.




