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Executive Summary 
2008

The Foundation for Healthy Communities continues to press forward to promote better patient safety practices.  We have launched a major statewide initiative to standardize color-coded wristbands by January 1, 2009 in those hospitals that use them.   We are recommending that hospitals adopt the following color system:  



Red: Allergy
Purple:  Do Not Resuscitate
Yellow: Fall Risk
This initiative has risen to the top of patient safety agendas across the country largely because of an incident in a Pennsylvania hospital when clinicians nearly failed to rescue a patient who had a cardiopulmonary arrest because the patient had been incorrectly designated as “DNR”.  The source of confusion was a nurse who had incorrectly placed a yellow wristband on the patient (which meant DNR at that hospital).  In a nearby hospital where she also works, yellow meant “restricted extremity” which was her intent as an alert.

In New Hampshire, there are numerous different colors/methods being used to convey that patients are DNR, have allergies, or are at risk of falling.  Some patients fall into more than one of these categories.  Identification of these patients must be clear, consistent, and well communicated.  The potential for confusion among providers who travel between hospitals is obvious, significant, and avoidable.
Several states are already leading the way on this so we expect that implementation will be relatively smooth.  We have a steering committee led by Diane Allen from Concord Hospital and Donna Brown from Dartmouth Hitchcock Medical Center. The NH Organization of Nursing Leaders (NHONL) is spearheading this effort but the steering committee has important representation from quality, risk management, pharmacy, and administration.

This fall, the Foundation for Healthy Communities will provide hospitals with an implementation toolkit that will include sample policies, educational materials, frequently asked questions, and a mechanism for ordering the wristbands.  

The safety of our patients across the state and success in this effort depends on the participation and adoption of every hospital in the state that uses wristbands for patient safety alerts.  

Please contact Rachel Rowe at 225-0900 or rrowe@healthynh.com with any questions or comments.

Color-Coded Wristband Standardization

in New Hampshire

Suggested Work Plan for Facility Preparation, Staff Education and Patient Education

I. Organizational Approval

Hospitals have different committees that need to approve system wide changes that directly impact patient care.  Each organization needs to assess which committees need to approve the adoption of the initiative and begin to get on meeting agendas for approval.  These committees could include:  Patient Safety Committee, Quality Improvement Council, Medical Staff Committee, and Board of Directors.

II. Supplies Assessment and Purchase

Some New Hampshire hospitals may have a vendor they use to order wristbands.   The Foundation for Healthy Communities will contact them and arrange for the standardized bands to be available.  Coordinate with your Materials Management department to evaluate when current stock will be used up.  Once this is known, the rest of this implementation plan will “back fill” into this date.  

III. Hospital Specific Documentation

Color-banding policy should be reviewed and approved if changes are made.

Hospitals should review their respective forms for possible modifications (pt. education assessments, etc.)  You may want to include language that the patient received the wristband education brochure.

If a patient refuses to wear a band, you need to document this.

IV. Staff and Patient Orientation, Education and Training

Hospitals need to develop staff educational material and coordinate training sessions and competency forms for employees.  Consider all of the stakeholders in your hospital when it comes to color-coded wristbands and who is impacted in this system change.  For example, while ultimately the nurses are the people that usually band the patient, the health unit clerks, housekeeping staff, dietary staff, and medical staff should be considered when planning educational sessions.

Hospitals should also develop education materials for patients and families.

Policy and Procedure Template

Policy name:  Color-coded Wristbands

1. Purpose
To have a standardized process that identifies and communicates patient specific risk factors or special needs by standardizing the use of color-coded wristbands upon the patient’s assessment, wishes, and medical status.

2. Objective – Color-coded Wristbands

Objectives are:

A. To reduce the risk of potential for confusion associated with the use of       

Color-coded wristbands.

B. To communicate patient safety risks to all health care providers.

C. To include the patient, family members and significant others in the communication process and promote safe health care.

D. To adopt the following risk reduction strategies:

1. A preprinted written descriptive text is used on the bands clarifying the intent ( i.e., “Allergy”, “Fall Risk”, or “DNR”)

2. Except in emergent situations, no handwriting is used on the wristband.

3. Colored wrist bands may only be applied or removed by a nurse or licensed staff person conducting an assessment.

4. If labels, stickers or other visual cues are used in the medical record to communicate risk factors or wristband application, those cues should use the same corresponding color and text to the colored band.

5. Social Cause wristbands, such as the “Live Strong” and other causes, should not be worn by patients in the hospital setting.  Staff should have family members take the social cause wristbands home or remove them from the patient and store them with their other personal items.  This is to avert confusion with the color-coded wristbands and to enhance patient safety practices.

6. To assist the patient and their family members to be a partner in the care provided and safety measures being used, patient and family education should be conducted regarding:

a) The meanings of  the hospital wristbands and the alert

associated with each wristband and

b) The risks associated with wearing social cause wristbands 

and why they are asked to remove them.

3.  Definitions
The following represents the meaning of each color-coded band:



Red: Allergy
Purple:  Do Not Resuscitate
Yellow: Fall Risk
4. Identification (ID) Bands in Admission, Pre-Registration Procedure and/or Emergency Department
The colorless or clear admission ID wristbands are applied in accordance with procedures outlined in organizational policy on patient ID and registration.  These ID bands may be applied by non-clinical staff in accordance with organizational policy.

5. Color-coded Hospital Bands
During the initial patient assessment, data is collected to evaluate the needs of the patient and a plan of care unique to the individual is initiated.  Throughout the course of care, reassessment is ongoing which may uncover additional pertinent medical information, trigger key decision points, or reveal additional risk factors about the patient.  It is during the initial and reassessment procedures that risk factors associated with falls, allergies and DNR status are identified or modified.  Because this is an interdisciplinary process, it is important to identify who has responsibility for applying and removing color-coded bands, how this information is documented and how it is communicated.  The following procedures have been established to remove uncertainty in these processes:

A. Any patient demonstrating risk factors on initial assessment will have a colored-band placed on the same extremity as the admission ID band by the nurse or licensed professional if the nurse is unavailable.

B. The application of the band is documented in the chart by the nurse, per 

hospital policy.

C. If labels, stickers or other visual cues are used to document in the 

record, the stickers should correspond to band color and text.

D. Upon application of the colored band, the nurse will instruct the patient 

and their family member(s) (if present) that the wristband is not to be removed.

E. In the event that any color-coded wristband(s) have to be removed for a 
    treatment or procedure, a nurse will remove the bands.  Upon completion of the treatment or procedure, new bands will be made, risks reconfirmed, and the bands placed immediately by the nurse.

6. Social Cause Wristbands
Following the patient ID process, a licensed clinician, such as the admitting nurse, examines the patient for “social cause” wristbands.  If social cause wristbands are present, the nurse will explain the risks associated with the wristbands and ask the patient to remove them.  If the patient agrees, the band will be removed and given to a family member to take home, or stored with the other personal belongings of the patient.  If the patient refuses, the nurse will request the patient to sign a refusal form acknowledging the risks associated with the social cause wristbands (see attached document).  In the event that the patient is unable to provide permission, and the family member(s) or a significant other is also not present, the licensed staff member may remove the band(s) in order to reduce the potential of confusion or harm to the patient.

7. Patient/ Family Involvement and Education

It is important that the patient and family members are informed about the care being provided and the significance of that care.  It is also important that the patient and their family member(s) be acknowledged as a valuable member of the health care team.  Including them in the process of color-coded wristbands will assure a common understanding of what the bands mean, how care is provided when the bands are worn, and their role in correcting any information that contributes to this process.  Therefore, during assessments procedures, the nurse should take the opportunity to educate and re-educate the patient and their family members about:



a)  The meanings the hospital wristbands and the alert associated 


                  with each wristband

b) The risks associated with wearing social cause wristbands and 

why they are asked to remove them

c) To notify the nurse whenever a wristband has been removed 

and not reapplied, or

d) When a new band is applied and they have not been given 

explanation as to the reason.








Patients and families have available to them a patient/family education brochure (see attached) that explains this information as well.

8. Hand-Off in Care

The nurse will reconfirm color-coded wristbands with the patient/family, other caregivers and the medical record.

· before invasive procedures

· at transfer

· during changes in level of care, and

· with any other hand-off communication

Color-coded bands are not removed at discharge.  For home discharges, the patient is advised to remove the band at home.  For discharges to another facility, the bands are left intact as a safety alert during transfer.  Receiving facilities should follow their policy and procedure for the banding process.

9. DNR (Do Not Resuscitate)
DNR (Do Not Resuscitate) status and all other risk assessments are determined by individual hospital policy, procedure and/or physician order written within and acknowledged within that care setting only.  The color-coded wristband serves as an alert and does not take the place of an order.  Do Not Resuscitate orders must be written and verification of Advanced Directives must occur.

10. Staff Education
Staff education regarding color-coded wristbands will occur during the new orientation process and reinforced as indicated.

(Note to Hospitals):  You should insert your specific language in this section so it matches your annual processes and competencies, should you decide to include color-coded wristbands in that process)

11. Patient Refusal

If the patient is capable and refuses to wear the color-coded band, an explanation of the risks will be provided to the patient /family.  The nurse will reinforce that it is their opportunity to participate in efforts to prevent errors, and it is their responsibility as part of the team.  The nurse will document in the medical record patient refusals, and the explanation provided by the patient or their family member.  The patient will be requested to sign an acknowledgement of refusal by the completion of a release.
The Foundation for Healthy Communities wishes to acknowledge the Pennsylvania Color of Safety Task Force, which developed the initial policy.
CONCORD HOSPITAL
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 TITLE:
Patient Identification & Color Coded Alerts
Policy:
It is the policy of Concord Hospital to assure accurate identification of patients through the use of two patient identifiers. The two patient identifiers used to confirm identification are first and last names and date of birth.  Identification bands are also used in defined patient areas. The registration and admission process verifies patient-specific information, which is used to provide an appropriate identification (ID) band for the patient.
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Purpose:
Proper identification of patients is an essential step in the provision of safe care. ID Bands are utilized for all inpatients and patients who are at risk of being unable to confirm their identity due to their treatment or illness, and/or may be receiving care from multiple staff members.
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PROCEDURE:

1. The two patient identifiers, first and last names and date of birth, are used prior to providing

care to a patient that involves taking blood samples, administering any medications or blood products, or performing any diagnostic or invasive procedure.

2. Key entry sites into the organization where patients receive an identification band include the Emergency Department, Ambulatory Care Center, AMU, Day Surgery Center, Behavioral Health Unit, Clinical Decision Unit, Cardiovascular Department/Diagnostics and The Family Place. The ID band is routinely generated by registration / bed management staff and placed on the patient (extremity). Whenever possible, the band is placed prior to the patient receiving care.  Non-clinical staff may apply the colorless or clear admission ID wristbands. Registration staff will apply a paper red allergy band for those patients who report an allergy or have an identified allergy in the Master Patient Index system. Patients who are directly admitted to a patient care unit may bypass Registration. It is then the role of inpatient staff to apply the band. The AMU staff will apply bands to elective surgical patients.

3. The ID band displays the printed label, which includes name (first and last), medical record number, date of birth, sex of the patient, account number and a patient-specific barcode. If an ID Band is handwritten, the patient’s name, date of birth, and medical record number are included. If the patient’s identity is unknown at time of admission, a John or Jane Doe ID Band and Typenex band is used until patient is identified.
4. The following ID bands are used at Concord Hospital:
Adult & Pediatric: used for all patients that receive ID bands

Nursery:  Four bracelet system for baby (2)/mother/significant other, used to identify newborns 

Typenex: used to identify patients and samples drawn for Blood Bank testing, as well as the unidentified ED patient 

5. Color-Coded Alert Stickers

When a patient is admitted to the hospital, during the initial patient assessment, data is collected to evaluate the needs of the patient and a plan of care unique to the individual is initiated. Throughout the course of care, reassessment is ongoing which may uncover additional pertinent medical information, trigger key decision points, or reveal additional risk factors about the

patient. It is during the initial and reassessment procedures that risk factors associated

with falls, allergies and DNR status are identified or modified. 

The following Colors of the Coded Alert Stickers represent specific meaning and alert staff to:

Red:
 
Allergy

Yellow:
Fall Risk

Purple:
DNR

6. The following procedures have been established to ensure patient safety:

A. Any patient demonstrating risk factors on initial assessment will have a corresponding

colored-alert sticker placed on the admission ID band by the nurse 

B. The Nurse documents the application of the band and Color-Coded Alert Stickers in the medical record.
D. Upon application of the band and any Color-Coded Alert Stickers, the nurse will instruct the patient and their family member(s) (if present) that the wristband is not to be removed. To assist the patient and their family members to be a partner in the care

provided and safety measures being used, patient and family education

should be conducted regarding the meanings of the hospital wristbands and the alert

associated with each wristband.

E. In the event that any wristband has to be changed or removed for a

treatment or procedure, a nurse will remove the band and a new band will be obtained. The staff member removing the band is responsible for ensuring the band is replaced, which includes verifying accuracy of the patient identification by having the patient or family member state the first and last name along with the date of birth to compare with ID band. Color-coded alert stickers will also be added, as appropriate, prior to placement on the patient’s extremity. 

7. DNR (Do Not Resuscitate)

DNR (Do Not Resuscitate) status is determined by CH policy. The color-coded alert sticker serves as an alert and does not take the place of an order. Do Not Resuscitate orders must be active (electronic or written order). This only applies to complete DNR Orders, with no modifications. Initial placement of purple DNR alert sticker requires a verification of the DNR order and patient confirmation at bedside by a second RN. This verification process is documented with an annotation using the initial of first name and full last name of the second RN.

8. Admissions of Patients transferred from other facilities

When a patient is admitted directly to a patient care unit from another facility, the Unit Staff is responsible for removing their existing band, replacing with a Concord Hospital ID band and verifying the accuracy of the replacement band. This band is generated as part of the registration process and should arrive with the Registration Face Sheet.

9. Hand-Over in Care

When patients transfer from one unit to another, or are transported to other departments for care, staff should verify accuracy of ID band. The nurse will reconfirm identification band and color-coded alert sticker before invasive procedures, at transfer and during changes in level of care with patient/ family, by having the patient or family member state their first and last name and date of birth, and caregivers as well as against active orders and the patient’s chart when applicable. Discrepancies will be corrected immediately.

10. Removal of ID Bands at Discharge
Once the ID band is placed on the patient, it should remain intact until the patient has been discharged from Concord Hospital. For home discharges, the patient is advised to remove the band at home, unless the patient requests hospital staff remove it at discharge. For discharges to another facility, the bands are left intact as a safety alert during transfer. Receiving facilities should follow their policy and procedure for the banding process. Exception: On the Family Place and Behavioral Health Unit, bands are removed prior to discharge. Nursery bands are removed from mothers and infants at time of discharge. Should it become necessary to remove an ID band, the staff member removing the band is responsible for replacing the band and verifying accuracy of the replacement band. Taping of the original band is unacceptable, except for the Typenex bands. 

11. Replacement of ID Bands

In the event that a patient is found without an appropriate ID band (missing or inaccurate

information), the staff member discovering this will replace the ID band and appropriate color-coded alert sticker(s), either by self or notifying appropriate staff. To obtain a new ID band:

· call ED Registration at x 3100. 

· Request printing of one adult /pediatric wristband

· ED Registration staff will ask the caller the following questions:

Name of RN requesting new wristband

Name of Patient Care Unit

Reason for requesting the new wristband

· ED Registration will tube or transport the new wristband to the unit

RN staff should verify patient identification of new band according to policy and place on patient 

as soon after the problem is identified or is reasonably feasible. The staff shall first verify identification of patient name, date of birth and/or medical record number, by having the patient or family member state their first and last name and date of birth or staff member who last provided care for the patient. Next, the staff will check new ID band information and associated alerts to make sure it is correct before placing the ID band on patient’s extremity. If discrepancy is noted or deviation from the normal process occurs or is observed, the involved staff shall complete a Process Improvement Data Sheet (PIDS) report, identifying the contributing factors or root cause of the variance.

12. All patient care areas are expected to be knowledgeable about policy and procedure for applying and replacing the ID band.

13. Staff are expected to respectfully address each patient by name and to check the patient’s ID band whenever care or services are provided, such as transporting a patient, providing basic care, etc. 

14. Ambassadors, who are responsible for delivering a meal, should introduce themselves by name and ask the patient to confirm their first and last name. If patient is not able to readily respond and confirm identity, Ambassadors are expected to check the patient’s ID band.

15. When taking blood samples, administering medications or blood products, preparing a patient for a procedure or surgery, or any other high-risk service, the use of at least two patient identifiers is required. Scanning the barcode on the patient’s wristband during medication administration, which electronically confirms that the right med is given to the right patient, does not replace the need to confirm at least two patient identifiers, which validates the appropriate wristband is on the right patient. Verbal identification is made after the patient greeting by asking the patient to state his or her full name and their date of birth. The information provided by the patient should then be matched to their ID band. Any discrepancies should be researched and resolved prior to providing the service. If a patient is unable to participate, a reliable staff member who is familiar with the patient should be asked to verify the patient’s identity. Other identifiers to be considered in this situation may include: medical record number, or information in the medical record that mentions significant physical characteristics. Please refer to specific policies of the Laboratory, Pharmacy and Surgery Departments for more details related to patient identification.

16. In the event two patients by the same last name are located on the same patient care unit or are to receive services from the same department, the NAME ALERT process is to be used. The NAME ALERT label is placed on the binder of the Medical Record, patient assignment boards, patient rooms, computer terminals where orders are processed, unit census sheets, or other locations commonly used by hospital and medical staff to identify and / or locate patients.
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SAMPLE
(Form Number)

Patient Refusal to Participate in the Wristband Process

Patient Identifier Information

Name:_________________________________________________

PID:________________________________________

DOB:_______________________________________

Admitting

The above named patient refuses to: (check which applies)

( Wear color coded alert wristbands.
The benefits of the use of color coded wristbands have been explained to me by a member of the health care team.  I understand the risk and benefits of the use of color coded wristbands, and despite this information, I do not give permission for the use of color coded wristbands in my care.

( Remove “Social Cause” colored wristbands (for example: “Live Strong” and others).

The risks of refusing to remove the “Social Cause” colored wrist bands have been explained to me by a member of the health care team.  I understand that by refusing to remove the “Social Cause” wristbands could cause confusion in my care, and despite this information, I do not give permission for the removal of the “Social Cause” colored wristbands.  

Reason provided (if any):_________________________________________________________

______________________________________________________________________________


_____________________

________________________________________________
        Date/Time


                             Signature / Relationship

_____________________

________________________________________________

       Date/Time



             Witness Signature / Job Title


The Foundation for Healthy Communities wishes to acknowledge the Pennsylvania Color of Safety Task Force, which developed the initial form that is the basis for this form.
SAMPLE

Patient Safety Information Script

 for use in brochures or in-hospital television

Patient Safety:

Understanding what your color-coded “alert” wristbands mean

New Hampshire healthcare providers are working together to make New Hampshire the safest state in the nation.  We accomplish this goal by working together on statewide projects in an endeavor to use the same methods or processes, like color-coded wristbands.

Our hospital is proud to be a supporter of this collaborative work, making healthcare safer and better for patients and their families.

Statewide Patient Safety Initiatives

New Hampshire has a goal of being the safest state in the nation.  We accomplish this in several ways, one which includes using the same colors for “alert” wrist bands.  

What is a Color-coded “Alert” Wrist Band?

Alert wristbands are used in hospitals to quickly communicate a certain health care status or an “alert” that a patient may have.  This is done so every staff member can provide the best care possible, even if they do not know that patient.   The different colors have certain meanings.  The words for the alerts are also written on the wristband to reduce the chance of confusing the alert messages.

What do the different colors mean?

There are three different color-coded “alert” wristbands that we are going to discuss 

because they are the most commonly used in New Hampshire hospitals.  

RED means ALLERGY ALERT
If a patient has an allergy to anything—food, medicine, dust, grass, pet hair, ANYTHING—tell us.  It may not seem important to you but it could be very important in the care they receive.

PURPLE means DNR or Do Not Resuscitate
Some patients have expressed an end-of-life wish and we want to honor that.


YELLOW means FALL RISK
We want to prevent falls at all times.  Nurses review patients all the time to determine if they need extra attention in order to prevent a fall.  Sometimes, a person may become weakened during their illness or because they just had a surgery.  When a patient has this color-coded alert wristband, the nurse is saying this person needs to be assisted when walking or they may fall.          

Involving Patients and Family Members

It is important that patients and their families know these colors and their meanings 

because you are the best source of information.

Keep us informed.

If there is information we do not know, such as a food allergy or a tendency to lose your

balance and almost fall, share that with us because we want to provide the best and safest health care to all of our patients.

Also, if you have an Advance Directive, tell us so.  An Advance Directive tells your 

doctor what kind of care you would like if you become unable to make medical 

decisions.  We want to respect and honor a patient’s wishes and that is done best when we have all of the information.

The Foundation for Healthy Communities wishes to acknowledge the Arizona Hospital and Healthcare Association which developed the initial script.

SAMPLE -Staff Competency Checklist

Purpose: These are the standards of the technical competencies necessary for performance and/or clinical practice

To meet competency standard the employee must demonstrate proficiency in performing the technical procedures safely as evidenced by department specific criteria.


Methods to Use:  (Supervisor’s initials signify competency was met.)

A. Demonstration


D.  Skills Lab


G. Other

B. Direct Observation/Checklist
E.  Self Study/Test

C. Video/Powerpoint Review
F.  Data Management
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  Employee Name




                  
                   Job Title

	Patient Color-coded Alert Wristband Process
	Date
	Method Used
	Supervisors’ Initials
	Comments

	Color Code – what do the three colors mean?
	
	
	
	

	Who can apply the wristband to the patient?
	
	
	
	

	When does the application of the wristband(s) occur?
	
	
	
	

	Verification process for wristbands (assessments, transfers, etc.)
	
	
	
	

	Policy on patient’s not allowed to wear the “Social Cause” bands
	
	
	
	

	Patient education and how to communicate (script) the information with patients/families
	
	
	
	

	Need for Re-Application of Band
	
	
	
	

	Communication re: wristbands during transfers and other reports
	
	
	
	

	Patient refusal to comply with policy
	
	
	
	

	Discharge instructions for home and/or facility transfer
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Signature


            Initials


 Signature

       Initials


 Employee Signature








      Date
The Foundation for Healthy Communities wishes to acknowledge the Pennsylvania Color of Safety Task Force, which developed the initial competency checklist.
How this all got started

In 2005, a hospital in Pennsylvania submitted a report to the Pennsylvania Patient Safety
Reporting System (PA-PSRS) describing an event in which clinicians nearly failed to rescue a patient who had a cardiopulmonary arrest because the patient had been incorrectly designated as “DNR” (do not resuscitate).  
The source of the confusion was that a nurse 
had incorrectly placed a yellow wristband on 
the patient.  In this hospital, the color yellow signified that the patient should not be resuscitated.  In a nearby hospital, in which this nurse also worked, yellow signified “restricted extremity,” meaning that this arm is not to be used for drawing blood or obtaining IV access.  Fortunately, in this case, another clinician identified the mistake, and the patient was resuscitated.  However, this “near miss” highlights a potential source of error and an opportunity to improve patient safety by
re-evaluating the use of color-coded wristbands.*

We want to thank and acknowledge this hospital for their transparency and disclosure of this event.  It could have happened anywhere, and it has served as a “wake up call” to many of us.

* To view the entire report go to http://www.psa.state.pa.us/psa/lib/psa/advisories/v2_s2_sup_advisory_dec_14_2005.pdf
           What about 
      New Hampshire?

New Hampshire has a goal of being the safest state in the nation.  We accomplish this in several ways, one which includes using the same colors for “alert” wristbands.  All hospitals in New Hampshire are adopting the same colors so regardless of which hospital you work at today or tomorrow, the color-coded alert wristbands should be the same color for Allergy, the same color for Fall Risk and the same color for Do Not Resuscitate.

RED means Allergy Alert

YELLOW means Fall Risk

PURPLE means “DNR”

The Foundation for Healthy Communities wishes to acknowledge the Arizona Hospital and Healthcare Association which developed the initial handout.

Staff Education Regarding:

Color-coded 
“alert” wristbands


Information intended for all staff, 
clinical and non-clinical

Insert Hospital Logo
Color-coded Alert Wristbands - 
A Statewide Patient Safety Initiative

New Hampshire hospitals want to avoid the tragedy of what happened in a Pennsylvania hospital by standardizing the colors being used for Allergies, Fall Risk and DNR.

How to tell the patients what the different colors mean?

How we say something is just as important as what we say.  The next column is a script you can use to tell your patients / families about the color-coded alert wristbands and what they mean.  If everyone says it the same, there is a better chance patients and families will understand what we are saying.

SCRIPT

For any staff person talking 
to a patient or family

What is a Color-coded “Alert” Wristband?
Color-coded alert wristbands are used in hospitals to quickly communicate a certain healthcare status, condition or an “alert” that a patient may have.  This is done so every staff member can provide the best care possible.

What do the colors mean?
There are three different color-coded “alert” wristbands that we are going to discuss because they are the most commonly ones used.

RED means ALLERGY ALERT
If a patient has an allergy to anything - food, medicine, dust, grass, pet hair, ANYTHING-tell us.  It may not seem important to you but it could be very important in the care they receive.

YELLOW means FALL RISK
We want to prevent falls at all times.  Nurses review patients all the time to determine if they need extra attention in order to prevent a fall.  Sometimes, a person may become weakened during their illness or because they just had a surgery.  When a patient has this color-coded alert wristband, the nurse is saying this person needs to be assisted when walking or they may fall.

PURPLE means “DNR” or Do Not Resuscitate
Some patients have expressed an end-of-life wish 
and we want to honor that.

Other Risk Reduction Strategies Staff 
Should Know
Color-coded “Alert” Wristbands Risk Reduction Strategies

1.   Use wristbands with the alert message              pre-printed (such as “DNR”).

2.    Remove any “social cause” colored       wristbands (such as “Live Strong”). 
                     

3.    Remove wristbands that have been applied from another facility.

4.   Initiate banding upon admission, changes in condition, or when information received during hospital stay.

5.   Educate patients and family members         regarding the wristbands.

6.   Coordinate chart / white board / care plan / door signage information / stickers with same color coding.

7.   Educate staff to verify patient color-coded “alert” arm bands upon assessment, hand-off of care and facility transfer communication.
Our hospital is proud
to be a supporter of this 
collaborative work, 
making healthcare safer and better for patients and their families.
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New Hampshire healthcare providers are working together  to make New Hampshire the safest state in the nation.  

We accomplish this goal by working together on statewide projects in an endeavor to use  the same methods or processes, like color-coded wristbands
The Foundation for Healthy Communities wishes to acknowledge the Arizona Hospital and Healthcare Association which developed the initial handout.

Patient Safety:

Understanding
what your 
color-coded alert” 
wristbands mean
Insert Hospital Logo

Statewide Patient 
Safety Initiatives

New Hampshire has a goal of being the safest state in the nation.  We accomplish this in several ways, one which includes using the same colors for “alert” wrist bands.  

What is a Color-coded 
“Alert” Wrist Band?

Alert wristbands are used in hospitals to quickly communicate a certain health care status or an “alert” that a patient may have.  This is done so every staff member can provide the best care possible, even if they do not know that patient.   The different colors have certain meanings.  The words for the alerts are also written on the wristband to reduce the change of confusing the alert messages.
What do the different 
      colors mean?

There are three different color-coded
 “alert” wristbands that we are going to discuss because they are the most commonly ones used.
RED means ALLERGY ALERT
If a patient has an allergy to anything-food, medicine, dust, grass, pet hair, ANYTHING - tell us.  It may not seem important to you but it could be very important in the care they receive.
YELLOW means FALL RISK
We want to prevent falls at all times.  Nurses review patients all the time to determine if they need extra attention in order to prevent a fall.  Sometimes, a person may become weakened during their illness or because they just had a surgery.  When a patient has this color-coded alert wristband, the nurse is saying this person needs to be assisted when walking or they may fall.
PURPLE means “DNR” or Do Not Resuscitate
Some patients have expressed an end-of-life wish and we want to honor that.
Involving Patients and 
Family Members
It is important that the patient and families know these colors and their meanings 
because you are the best source of 
information.
Keep us informed

If there is information we do not know, such as a food allergy or a tendency to lose balance and almost fall, share that with us because we want to provide the best and safest health care to all of our patients.

Also, if you have an Advance Directive, tell us so.  An Advance Directive tells your doctor what kind of care you would like if you become unable to make medical decisions.  We want to respect and honor a patient’s wishes and that is done best when we have all of the information
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Color-Coded Wristbands
“Name of Hospital” is committed every day 
to providing safe patient care.  This means that
 if you suffer from an allergy, are at risk for falling, or have chosen not to be resuscitated, 
you will be asked to wear a wristband as an 
alert to those caring for you.
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If you have any questions about this safety practice, please ask your nurse or call………...

INSERT

HOSPITAL LOGO
Color-coded Wristband Standardization
Frequently Asked Questions
Q#1     Back in the day, we never used wristbands.  Why should we consider it now?

A. While there is much discussion regarding the issue of “to band or not to band”, a literature review to date has not identified a better intervention.  One may say, “In the good old days, we just looked at the chart and didn’t band patients at all”.  However, those days consisted of a workforce base that was largely core staff employed by the hospital.  Now, an increasing number of healthcare providers are not hospital based staff, so it is imperative that current processes take this into consideration.

Q#2
We do not use wristbands for DNRs at this hospital.  Why should we consider 

             adopting this?

A. Wristbands are used in most NH hospitals to communicate an alert.  Registry 


Staff, travelers, non-clinical staff, etc. may be unaware of where to look in the medical record if they are new to your hospital.  By wearing a wristband, a quick warning is communicated to caregivers.   Additionally, it is also a means to communicate to the family that we are clear about their end of life wishes.  By not wearing a band, errors of omission could potentially occur.

Q#3
 Why not use blue for DNR?

     A.        Some NH hospitals call a code by announcing “Code Blue”.  By also having the       DNR wristband as “no code” there would be the potential for confusion.  “Does blue mean we code or do not code?”  To avoid any second guessing in this critical moment, we opted not to use blue.

Q#4     Since the pre-hospital color Advance Directive is Pink, wouldn’t it make 

             sense to use it throughout the continuum of care?

A. Pink was also a top runner because it is the color used in out of hospitalization 

to indicate the patient has a Portable DNR (pink form).  We thought having this same color within the continuum of care would be beneficial.  However, what if a patient arrives with a pink P-DNR form or bracelet and the receiving care provider has not written the inpatient DNR order?  By having the band a different color we signify that the DNR has been validated during this hospitalization and a current no code order has been written by the physician.

Q#5   Why didn’t you select Green for DNR?

A. Again, we considered this color as well, however, due to color blindness concerns it was decided to avoid it altogether.  Also, in other industries, the color green often has a “Go Ahead” connotation, such as traffic lights.  We again want to avoid any possibility of sending “mixed messages” in a critical moment.

Q#6
So, if we adopt the purple DNR wristband then do we still need to look in the chart?

A. Yes.  Code status can change throughout a hospitalization.  It is important to know the current status so the patient and family wishes can be honored.  Always validate that there is an order by a physician for the DNR designation.

Q#7
Does the use of the wristband for DNR create a stigma?

A. It shouldn’t if the material is presented in a sensitive manner.  One suggestion is that patients be told that “we designate a DNR status so we can honor patients and their loved ones in the end of life wish.  To that end, comfort and honoring that wish still requires time, attention and care – and we are committed to providing that level of care.”

Q#8
Will people be concerned that they or their family member won’t get the care that they receive if they are wearing a DNR band?

       A.  A good answer to that concern is that the care doesn’t go away – it is just different.  To provide comfort and dignity to a patient during this time is just as time consuming, and in some cases, even more so because it is the human touch, the hands on type of care that is often required.
Q#9   What if hospitals are already using the Braslow System for pediatric patients?  Won’t it cause confusion?


 A.  The Braslow system does not use the same tones/hues that are being standardized for the    
       three safety alerts in New Hampshire hospitals.  The wristbands will look distinctly
       different.  Also, it would be rare that a child would need a fall or DNR alert band.                                                                  
Q#10    Why did you select red for Allergies?

A. Research tells us that red has an association that implies extreme concern.  The American National Standards Institute (ANSI) has designated certain colors with very specific warnings.  ANSI uses red to communicate “Stop” or “Danger!”  We think that message should hold true for communicating an allergy status.  When a caregiver sees a red allergy alert band they are prompted to “STOP!” and double check if the patient is allergic to the medication, food or treatment they are about to receive.

Q#11    Won’t there be confusion between a red allergy alert wristband and the red band used by the blood bank?

A. Many states have already dealt with this same issue and have concluded that even though the blood bank wrist band is red, the band looks very different because of the information written on it, i.e. a unique identifier (matching the blood products), the patient name, medical record #, physician, and date of birth.

Q#12     Do we write the allergies on the wristband too?

A. No – it is our recommendation that allergies be written in the medical record according to your hospital’s policy and procedure.  We suggest allergies not be written on the wristband for several reasons:

1. Legibility may hinder the correct interpretation of the allergy listed;

2. By writing allergies on the wristband someone may assume the list is   comprehensive.  However, space is limited on a wristband.  The risk is that some allergies would be inadvertently omitted – leading to confusion or missing an allergy;

3. Throughout a hospitalization, allergies may be discovered by other caregivers, such as dieticians, radiologists, pharmacists, etc.  This information is typically added to the medical record and not always a wristband.  By having one source of information to refer to, such as the medical record, staff of all disciplines will know where to add newly confirmed allergies.

Q#13   Why did you select yellow for Fall Risk?

A. Research tells us that yellow has an association that implies “Caution!”  Think of the traffic lights; proceed with caution or stop altogether is the message with yellow lights.  The American National Standard Institute (ANSI) has designated certain colors with very specific warnings.  ANSI uses yellow to communicate “Tripping or Falling hazards”.  It fits well in healthcare too when associated with a Fall Risk.  Caregivers would want to know to be on alert and use caution with a person who has history of previous falls, dizziness or balance problems, fatigability, or confusion about their current surroundings.

Q#14     Why even use an alert band for Fall Risk?

A. According to the Centers for Disease Control and Prevention (CDC), falls are 

       an area of great concern in the aging population.  According to the CDC,

1. More than a third of adults aged 65 or older fall each year.

2. Older adults are hospitalized for fall-related injuries five times more often than they are for injuries from other causes.

3. Of those who fall 20% to 30% suffer moderate to severe injuries that reduce mobility and independence, and increase the risk of premature death.

4. The total cost of all fall injuries for people age 65 or older in 1994 was $27.3 billion (in current dollars).  

5. By 2020, the cost of fall injuries is expected to reach $43.8 billion (in current dollars).  Hospital admissions for hip fractures among people over age 65 have steadily increased, from 230,000 admissions in 1988 to 338,000 admissions in 1999.

6. The number of hip fractures is expected to exceed 500,000 by the year 2040.  As the aging population enters the acute care environment, one must consider the risk that is present and do all possible to communicate that to hospital staff.

Q#15    Who decided on these colors?

A. Great question!  A team assembled in NH that consisted of various types of healthcare professionals as well as various hospital types.  For example, members of the team include the following professions:  CEO, CNE, physician, pharmacy, patient safety, quality improvement, and risk management.  The hospitals were rural and urban, large and small, some with high tech medical records and some with a manual paper system.  Research from other states regarding their work and conclusions all contributed to these decisions.

Q#16
What are the implications in terms of public perception if some hospitals don’t voluntarily adopt standardized wristbands?
A. Hospitals should evaluate why they would not standardize the colors used for safety alert wristbands if they use them currently.   If they have sound reasoning, they will be able to answer their community’s concern without any problem.  If a hospital has a system that does not use wristbands now and does not perceive this as an issue, they could easily answer that concern.  If however, a hospital does use wristbands and has decided to stay with the same colors they have always used while most of the other New Hampshire hospitals are adopting the standardization; it will be tough for them to answer that question.
Q#17   Will the systems needed to create this standardization create more errors than the current error rate?

A. The key is for an organization to do all wristband color changes at one time in all units.   Just one turn key process so all can say “effective today, these are the colors we use.”
The Foundation for Healthy Communities wishes to acknowledge the Arizona Hospital and Healthcare Association which developed the initial questions.

Options for Ordering Patient Safety Alert Wristbands 

There are several options available for New Hampshire hospitals to identify patients who require a patient safety alert for DNR, Allergy, or Falls Risk.  The Foundation for Healthy Communities has identified the colors which hospitals will use to identify these patients, but the actual banding method which hospitals choose should fit with your current banding system. 

Here are some options:

1. Colored plastic-type bands with snap closure   


2. Tyvec Alert bands with printed alert name  




3. Colored and/or embossed snaps that fit into 
primary wristband’s holes to provide alert information.  These are not recommended for children under 5 as they are a choking hazard.

4. Consolidated wristbands with colored and printed alert labels

There are several companies that can provide you with the best option based on your existing system for banding patients.  If you are part of a Group Purchasing Organization, check with them first.  If you would like to consider other alternatives, the following two companies have offered their services to New Hampshire hospitals:


LaserBand LLC-Merrimack, NH
(603)880-4839

www.laserband.com
The St. John Companies, Inc. 
1-800-435-4242
www.patientidexpert.com
��RED— Allergy





��PURPLE—Do Not Resuscitate
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