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Wrong blood in tube (WBIT) can cause significant Figure 1. Contributing factors Figure 2. Protective factors

delays in diagnosis and treatment, potentially leading
to severe consequences such as incorrect blood ENVIRONMENT
component transfusion (IBCT). Two and a half years
after our hospital was built, we experienced a near- NURSE-TO-PATIENT RATIO
miss incident involving WBIT for the first time in e npatentward
December 2023. This study aims to identify the

factors contributing to WBIT incidents and to
determine how we can mitigate the risk in the future.
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Availability of
previous laboratory
tests for both
patients, including
different size
(characteristics) of
the patients' red
blood cells.

Assistance was sought after one
attempt was unsuccessful Annual phlebotomy

SKILL refresher training,
\ along with the
ability to provide
adequate informed
ASSUMPTION consent and
A different nurse handed the correctly effective

labeled tube to the nurse who had communication with
taken the blood samples

WRONG patients.
. BLOOD IN
PATIENT IDENTIFICATION TUBE )

The patients were not accurately

Nurses

CHILDREN’S CHARACTERISTICS
An increase in the challenge of
drawing blood

identified by the nurses

7 _ Critical thinking resulting

| from a routine weekly quiz :
LACK OF ADHERENCE TO THE SOP SOTal by the Clinical Pathologist 4
CAS E P RES E N I A I I o N The nurse labeled the tube before seeing the : Ay \/y angﬂ _routlne monthly |
patient, and another nurse took the blood 7 7 training offered by the )
R Westerindo. A
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METHOD
= Two patients arrived at the Emergency Room and = Y
were admitted to the hospital.
/7 _ N _ ~N Figure 3. Corrective actions (Jan - May) | Figure 4. Phlebotomy audit tool
Patient A Patient B Audit
« 4years 6 « 3years’ ' :
— ot
« Temperature | © + Temperature O0IS Introduction | , | | - .
38 1°C 39.3°C O |dentify the patient using an open-ended question
re e - . - with at least two identifiers N -y
5 -+ Tonic seizure, -+ Flusymptoms, Collaboration P w
10 mi ' 1d ' . - »\ Prepare equipment for phlebotomy, ensure the tube | -
\ mins prlor/ \ 2 Priot / SESRENES 0 matches the reference order, and ¥/erify the expired T Q
N
- B = After a few days, these two male preschoolers, in O E
| blood collection as standard N
the same room and seen by the same T
- pediatrician, had the same routine blood tests 0
. befOl’e diSCharge. MOnitoring &
B = The inpatient nurses collected and sent the blood Results O
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samples to the laboratory.
) = The analyst verified the data and ran the sample.

Patient A | Admission Day 4 Patient B | Admission Day 4 Conce ption 0 :)/reer\lfz):[Jhselapt?cglrear’::)?ycr“enslﬁﬁlscﬁ‘nad\;gﬁgb%agnOSIS S
13 Hb (g/dL) 12 11 Hb (g/dL) 10.5 12.6
- WBC (/ul) 13,690 10,380 WBC (/ul) 20,070 8 060 Figure 5. Compliance results monitoring The audit tool is adapted from Westerindo Laboratory's original version.
. MCV (fL) 82 66 MCV (fL) 65 82 i
MCH (pg) 27 21 MCH (pg) 21 26
?g;;:l-(); 2 - I(\gf:l_(): 2 2 Complete lab referral

Patient ID confirmation

* The analyst suspected a swap and consulted the
clinical pathologist, who instructed comparing the
blood smears and types with the admission
results, resulting in:

v Erythrocyte size (normocytic vs. microcytic)
v' Leucocyte count per high-power field
v Blood types (B+ vs. O+)

= After confirmation from additional tests, re-drawing

- blood was recommended and the samples were

' confirmed swapped.

Safety devices in use

Infection control procedures Before

No label defect

ICU Inpatient Lab
Nurse Nurse Analyst

Sample reject procedures

Clinical Professions Observed

Specimen ID confirmation

After a 3-month monitoring,

we assessed the compliance
After rates as detailed above. @
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Patient safety requires a comprehlgngi@ ommitment from all hospltal
staff. While patient identification is crucial, critical thinking is vital In
detecting and V*P\reventlng neiir-mlss incidents. Our Clinical
Pafﬁologlsts extra effort paid off when her team demonstrated great
critical thinking to identify the wrong blood in tube. A modified phlebotomy
audit tool can help minimize the risk of incorrect blood samples and
Improve patient safety.

A root cause analysis was performed to identify the contributing

factors in this event, which included conducting interviews with #"
relevant staff, reviewing our hospital group's standard operating
procedures (SOPs), and creating an Ishikawa diagram. Protective
factors and corrective actions were examined, and a simple audit
tool was developed as a preventive measure for the inpatient ward
land medical laboratory unit.
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