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Any laboratory that pulls off an  
  81 percent drop in blood spec-

imen labeling errors has some ex -
plaining to do. Which is why Myra 
L. Wilkerson, MD, vice chair, Division 
of Laboratory Medicine for the Geis-
inger Health System in Danville, Pa., 
and laboratory director for the Geis-
inger Medical Laboratories North -
east, might have expected a few ques-
tions from her colleagues at a recent 
meeting of the Compass Group, an 
association of lab 
leaders from 20 not-
for-profit integrated 
delivery network 
health care systems. 
Questions such as: 
How did you do it? 
Are you sure you 
can prove it? Was it 
something in the 
water in Wilkes-Barre? Yes. Yes. And 
no. 

Dr. Wilkerson was at Henry Ford 
Health System in Detroit, where the 
group met in April to share best 
practices, to report what she and 
others learned when one of the Geis-
inger hospitals, Geisinger Wyoming 
Valley Medical Center, joined a pa-
tient safety collaborative. 

Pennsylvania, the first state in the 
nation to require that health care 
facilities report adverse events and 
near-miss incidents, established the 
Pennsylvania Patient Safety Author-
ity to which such events could be 
reported and as a hub of study and 
teaching of systems-based improve-

ments. “They analyzed their data 
and found a lot of items related to 
specimen labeling and identifica -
tion,” Dr. Wilkerson says. In April 
2009, the safety authority invited 
hospitals to participate in an 
18-month initiative to reduce the 
number of blood specimen labeling 
errors, and Geisinger Wyoming Val-
ley was one of the nine to step up. Its 
labeling errors in the medical inten-
sive care unit fell by 81 percent dur-
ing the study period. The collabora-
tive overall achieved a mean de -
crease in error rates of 37 percent.

The safety authority was inter -
ested in working with a cooperative 
group across multiple hospitals to 
better understand what does and 
doesn’t work in different settings. 
“The idea was to provide a common 
forum so different groups could 
take those tools back to their own 
institutions to effect change,” Dr. 
Wilkerson says. “They also wanted 
the members of the collaborative to 
be resources, and cheerleaders, for 
each other.”  

Each hospital assembled a team 
culled from its various depart -
ments—laboratory, patient safety, 
phlebotomy, risk management, regu-
latory compliance. Each hospital 
determined for itself what events 
(missing or partial label, missing 
patient name, incorrect ID, misspell-
ing) would constitute reportable 
errors. “One problem the collabora-
tive had was getting everyone to 
agree on what constitutes an error. 
They finally said ‘follow your local 
policy,’” Dr. Wilkerson says. Point-

of-care testing was excluded.
Members of the collaborative re -

ported instances of blood specimen 
labeling error electronically via the 
confidential Pennsylvania Patient 
Safety Reporting System and sub -
mitted a monthly report to an au -
thority analyst. They hosted one 
another at monthly meetings to 
share what they were doing and to 
design useful tools and techniques. 
They talked strategy, role-played 
investigative interviews, and ex -
changed ideas on how to recruit 
boosters within their hospitals. Per-
haps their most useful innovation 
was an interview template used to 
investigate incidents (online at http://
patientsafetyauthority.org/EducationalTools/ 
PatientSafetyTools/Pages/home.aspx).

An article in the June 2011 “Penn-
sylvania Patient Safety Advisory” 
(published by the safety authority 
and online at patientsafetyauthority.org un-
der Patient Safety Advisories) sets 
out the factors they found to be most 
often related to error in blood speci-
men labeling. Failure to follow pro-
cedures came in first, by far. Distrac-
tions and interruptions were second, 
and unplanned workload increases 
were third.

In all, 485 events were reported. 

Baseline error rates ranged from 
0.1–4.1 errors per 1,000 opportuni -
ties. Post-intervention rates: 0.0–1.3 
per 1,000 opportunities.

Barbara A. Booth, MT(ASCP), 
Geisinger Wyoming 
Valley’s service im-
provement coordi-
nator and Geising-
er’s project manag-
er and collaborative 
representative, says 
the GWV team set 
out to involve labo-
ratory, nursing, and 
respiratory therapy personnel from 
all shifts. One challenge, Booth says, 
was getting front-line personnel to 
the meetings. “Their input was im -
portant,” she says, though they 
couldn’t always get away.  “They did 
their best and were involved in other 
ways.”

The idea was to start small, Booth 
says, so they selected the 25-bed 
medical intensive care unit, where 
all three groups collect blood speci-
mens. “Since it’s intensive care, some 
patients have lines, so there was a 
nice mix of collectors from lab, nurs-
ing, and respiratory. It was selected 
not on the basis of the number of 
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Small start, then big drop 
in specimen labeling errors

Dr. Wilkerson Booth

MICU labeling/ID errors—Geisinger 
 Wyoming Valley Medical Center
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