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labels and requisitions. Improving
processes for specimen collection,
as well as adherence to
established policies, were
identified as key elements in
specimen error reduction.
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Implications for Practice

The goal for specimen identification error reduction iIs in progress as the result of an interprofessional
approach, with emphasis on involvement of direct care nurses and the Nursing Practice Council. Hospital
and nursing leadership have provided education, oversight and adherence to Just Culture standards,
iIncluding accountability for specimen errors. Quality improvement and patient safety supported by all caregivers
are the organization’s core values that sustain continued efforts for specimen identification error reduction.
Frontline caregiver involvement is vital in the sustainment of adherence to work practices that support
quality improvement initiatives such as specimen identification error reduction. The Cleveland Clinic
Improvement Model is a valuable tool for frontline caregivers to ensure success with continuous
Improvement projects.

L3 Clevelandclinic  Cleveland Clinic Improvement Model (CCIM)
Your team can starl building a Culture of Improvement by arswering the guestion, Whal matters most?
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