
Reducing CSN Scanning Errors in Point of Care Testing

• Over the past two calendar years, laboratory has been the most reported patient safety event category at UCMC.  This is due to the 

quantity of event reports placed when an incorrect Contact Serial Number (CSN) is scanned on wristband during Point of Care Testing 

(POCT).  A CSN is the primary visit identifier; a unique identifier assigned for each ambulatory visit or inpatient encounter.

• When a clinician obtains a point of care test (POCT), they scan the patient’s CSN on the wristband to link that test/those results to the 

patient’s medical record

• Scanning anything other than the correct CSN (e.g. incorrect CSNs, MRNs, operator IDs, expiration dates) delays or prevents POCT 

results from uploading to the Electronic Medical Record (EMR).  This impacts a provider’s ability to make real-time clinical decisions

• This effort aligns with National Patient Safety Goal 01.01.01 Patient Identification: Use at least two ways to identify patients when providing 

care, treatment or services.

• Incorrect CSN scanning utilizes significant resources across laboratory, leadership teams, risk management and patient safety.

• In September, one CSN Scanning error event report was placed per unit, per day, if multiple scanning errors occurred. Starting in October, 

the percentage and quantity of event reports from CSN scanning errors and CSN scanning error rate was tracked monthly

• Aim to reduce POCT CSN scanning errors by 30% from the previous calendar year, leading to a decrease in overall laboratory event 

reports

• Data measured by patient safety event report system and Laboratory Dashboard

• Performed audit of top 5 trending units; partnered with leadership to identify root causes

• Lab consulted peer academic hospitals for IT software, standard workflow, etc. 

• Formed a multidisciplinary POCT CSN Task Force (Laboratory, Patient Safety, and Informatics), with a monthly cadence, to brainstorm and 

determine initiatives:

• Lab began implementing digit limit acceptance and bidirectional interface on select POCT

• February to May audit to determine trending areas, POCT type, and error types to focus on

• Implementation of standardized labels within IR, Cath Lab, and OR

• Removal of MRN from ED and inpatient label sheets

• Patient Safety open office hours for ambulatory, perioperative, and inpatient leadership to provide education and resources

• Staff education: updated trainings and competencies, focused staff rounds, presented education at NPC, related safety postings 

created and distributed to front-line staff

• Follow up at the unit level with trending units and daily review of related event reports using a Just Culture to drive accountability

• Significant downward trends in the percentage of event 

reports due to CSN scanning errors, quantity of CSN 

scanning error event reports and CSN scanning error 

rates

• Results (comparing monthly data from October 2024 to 

August 2025):

• Percent of total event reports from CSN 

Scanning errors decreased from 15% to 8% 

(47% improvement)

• Quantity of CSN scanning error event 

reports decreased from 344 to 160 (54% 

improvement)

• CSN scanning error rate decreased from 

0.7% to 0.3% (57% improvement

• Continue POCT CSN Task Force efforts: auditing CSN scanning errors to determine opportunities for improvement, daily review 

of event reports, expansion of digit limit acceptance and bidirectional interface to additional POCT, following up at unit levels with 

unit specific data, continue to partner with leadership, provide focused staff education and presenting at forums to increase 

awareness of CSN scanning errors

• Continue to monitor CSN scanning error data closely to determine if goal was met for CY25, data is currently on track to meet 

project goal

• Sincerest appreciation and thanks to all members of the POCT CSN Task Force (Laboratory, Risk Management and Patient 

Safety and Informatics), UCMC Nursing leadership and UCMC frontline staff. Every individual has been critical in reducing 

incorrect CSN scanning occurrences.
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Results to Date
• Data from 1/1/25-9/1/25: Laboratory category 

dropped from #1 (CY23 and CY 24) to #3 (CY25 

YTD) in reported events, reflecting significant CSN 

scanning error improvement

Event Report Categories

Care and Treatment
Medication
Other
Laboratory
Security-Behavior
Communication-Documentation
Fall
Employee Injury/Visitor Event
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