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The SHOT (Serious Hazards of Transfusion) Report 2013, outlined the critical points in the 2. Wristbands in use were audited and examined for key criteria.

transfusion process where positive patient identification is essential (see figure 1). Recommendations of the most suitable option made to wards.

Positive patient identification is the use of open ended questioning to verify the patient’s Viristband Ty pe Ludit of 117 | Vatsrresisient | DiMcultto remove by 5. Liaison with Patient Safety led to Trust guidance to only use recommended wristbands but
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identifiers whilst checking against the patient wristband. A “No Wristband, No Transfusion” unfortunately led to no appreciable effect on the type used.

policy has been implemented throughout Northern Ireland. The phlebotomy team from - 77.8% Y oo Y oo

the South Eastern Health and Social Care Trust (SET) had reported a number of missing or 6. Subsequent negotiation with Risk Management, Supplies and senior Trust personnel lead to

illegible wristbands. 57 7% ™ ™ agreement mid-May 2014 to break from regional contract and to purchase wristbands that are
- policy and key criteria compliant.
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To reduce the incidence of missing or illegible patient identification wristbands on the

Ulster Hospital wards by 50% by April 2014.

Methodology

As you can see by the results (2) that when the constraint was introduced and the wristbands

A large audit of 82 staff was initially carried out to identify possible process measures involved in purchased, the number of patients with missing or illegible wristbands consistently fell below our

patients not having a legible wristband.
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| » Positive patient identification is essential in reducing harm to patients at the various stages of
Results the transfusion process.
 Positive identification requires patients to have a legible wristband.
: T « Our transfusion teams and committees must be assured that the wristbands we purchase
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