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Introduction

23 Bed Critical Access Hospital located in Central Rural
Nebraska

Patient identification (ID) errors can disrupt care and harm
patients in virtually every facet of clinical medicine,
including diagnostic testing, medication administration, and
even billing. Recognizing the magnitude of this problem,
The Joint Commission has named improving the accuracy of
patient ID as the most important National Patient Safety
Goal since 2014. Source:

https: //WWW ecri. org/Resources/HIT/Patlent%ZOID/Patlent
ification Evi guidepce Based Literature final.pdf
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https://www.ecri.org/Resources/HIT/Patient%20ID/Patient_Identification_Evidence_Based_Literature_final.pdf

Patient Identification Task Force

(Interdisciplinary Team)

¢ Representation from: Business Office Manager, HIM/Medical Records
Manager, Nursing support specialist Manager, Acute RN Manager, ED RN Manager,
Lab Manager, Radiology Manager, IT RN Analyst, Senior Leadership Designee, and

Quality Assurance Coordinator EEE ST




AIM Statement

Decrease High Risk Patient Identification Errors
nospital wide to 0, and Low/Moderate Risk
Patient Identification Errors to < 6 by July 2022.




Measures

Baseline Data

e SQSS Occurrence Reports from Calendar year 2021 were used to obtain
the baseline data. Reviewed a total number of 15 Patient Identification

errors.
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Measures

Establishing Measures

. Monitor number of Patient Identification Errors to include:

. High Risk: Patient Identified Incorrectly, Order on Wrong Patient,
Mislabeled/Unlabeled samples/medications

. Moderate Risk: Patient registered incorrectly (misspelled name, DOB, etc.)

. Low Risk: Wrong Patient billed

CY 21 Identification Occurrences [FdQTR1 (Jan.-March)ﬂ QTR 2 (April-June) ﬂ QTR 3 (July-Sept.) ﬂ QTR 4 (Oct.-Dec.) ﬂ YTD

Wrong Patient Billed (Low Risk)

o

1(Great Catch) 1 (Near Miss) 1

o
N

Registered incorrectly (Moderate Risk) 1 (Near Miss)& 1 occ

Mislabeled/unlabeled samples/meds
(High Risk)

Patient incorrectly ID'd (High Risk) 1(Great Catch)

Order on wrong patient (High Risk) 1(Great Catch)
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Selecting Changes

Selected changes based on risk and number of
occurrences, which helped prioritize projects.

Created audit checklist using references such as
Patient Identification SAFER Guide:

https://www.healthit.gov/ to help define current
state.

Conducted research for best practices (ECRI, WHO,
ASM, HealthlT, etc) and compared to current facility
practices to define expected process.

Developed process maps of current processes,
compared those to expected processes to identify
gaps.



https://www.healthit.gov/

Selecting Changes

EKG ordered on Pink
Provider Order Form

Emergency Department EKG
Process Map

EKG Order transmitted into Patient label applied to EKG results that

Enter Patient ID information in

EKG machine and perform EKG are printed by ED staff.. Placed into

physical chart. Follows patient.

Order management by NSS/
RN.

Billing bills patient/insurance for
EKG.

Billing unable to bill without

RT must then go to HIM/MR
to dig through charts to find
order= Waste: Excess
motion/delay, Delays in
billing=impact A/R.

-
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order in order management.

= 10-25% do NOT get
entered into Order
Management.

= 10-25% of Patient
Identifiers do NOT get
entered into EKG
machine.

EKG Machine not currently interfaced
with EMR.

Currently have 2 different EKG
machines in facility-not standardized

Rev. Cycles Process: Charges

3 i Every Monday RT uploads/sends all
filed— charts signed off—

. EKGs from EKG machine via cord in their
< Coding office to HPF fax folder. HIM/MR double
checks all EKG orders have
corresponding EKG. They then pull any
missing EKGs from HPF folder.
(Note: RT checks EKGs daily during the
week. Most errors occur during the
weekends and are found the following
Monday by RT.)

Can not upload EKGs
without Patient identifiers.
HIM/MR and RT must dig through
charts to find correct patient/
order.= Waste: Excess motion/delay

EKG results may be in 2
different charts (Physical
and EMR)= Waste: Duplication/
over-processing




PDSA

We had multiple projects with PDSA cycles based off the gaps that were identified and occurrence
reporting trends.

Policies: (Patient Identification Policy, Laboratory Specimen Collection, Labeling, and Rejection
Policy)

1. Plan: Identify current state vs expected outcome. Research best practices. Identify gaps. Meetings
held with interdisciplinary discussion. Draft/revise policies. Identify forms and charting that will
need to change as a result. Identify staff that will be affected by the changes. Identify potential

barriers.

2. Do: Trial of policy processes, feedback obtained, and revisions made. Implement policy and
provide education.

3. Study: Monitor occurrence reporting for improvement. For example: Zero (0) Lab mislabeled

specimens since implementation of revised Laboratory Specimen Collection, Labeling, and
Rejection Policy on 4/12/22.

4, Act: Adopt policy and process.




PDSA

We had multiple projects with PDSA cycles based off the gaps that were identified and
occurrence reporting trends.

e EKG Patient ID issues:

1. Plan: Identify gaps using process maps. Provided action plan based on those identified
gaps. Prioritized actions. Meetings held with interdisciplinary discussion. Identified
barriers- Had to table EKG integration with EHR, until new EHR budgeted/implemented.

2. Do: Education provided to staff. Implemented double checks daily instead of weekly.

Study: Monitor SQSS reports for improvements. Currently have hade Zero (0) EKG
Patient Identification occurrences since May.

4, Act: Adopt daily double checks.




Implementing Change

Unknown Patient Identification Policy:
- Policy Drafted

- Process Map Created

- Packets revised

- Forms updated

- (Current State) Trial new process in ED using process map
to obtain feedback. May need to conduct multiple trials
with different ED staff (Day shift vs Night shift).

- Adopt, Adapt, or Abandon?




Implementing Change

* Process Map

Unknown Patient Identification Flow Chart

Unknown patient
presents to Emergency
Department

Interview Patient,

sPatient part o

2
patient, and/or EMS e %

Staff for Identifiers

Staff may then go
through pesonal
belongings for

information

Pull Gender Able to reliably ID Proceed with
Appropriate “Doe” patient with 2 normal registration
Packet identifiers? process and care.

Note: All effort will be
made to register the
patient under “Doe” and
to NOTuse formsin
packet unless
“Downtime” occurs.

Place “Doe” ID band
and Allergy band on
patient.

Registration/NSS NSS or
then looks up designee to
corresponding notify Police Proceed with care

unique assigned Dept. of —.and orders with

name/VID in EHR. - unknown ~ unique assigned

Selects the name > status. Name/VID/MRN.

and changes status Document this
to admit. in record.

Use all of the Mass
Casualty packet
contents as
indicated by IC:
“Doe” ID band,
allergy band, yellow
ID band, order
forms, etc. to not
delay care.

Activate Incident

Patient

Patient




Implementing Change

e Some action items had to be tabled due to

budgeting such as CPOE in ED due to new
EMR.

e Talking Points, One-skill Competency
Checklists, and Train the Trainer concepts
used for education.




Number of Incidents
N

Patient Identification Incidents
2021-Present

Start of Task Force

Pt. ID policy Implementation of Lab
implemented specimen P&P

EKG Process
Map developed
. and shared




Spreading Changes

* |Interdisciplinary Team Approach
e Sharing Results (Shadow Box display)

f \

e Celebrating Wins

o
o

\ / :




Questions?

Beth Lehmkuhler QAC
beth.lehmkuhler@melham.org
308-872-4182
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