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ver the past several years more than a thousand event reports of staff
forgetting to remove tourniquets from patients following intravenous (IV)
insertion or phlebotomy were submitted to the Pennsylvania Patient Safety
Reporting System (PA-PSRS). Unfortunately, this issue persists despite being
identified 20 years ago in a study with PA-PSRS data.t

Impact of Forgotten Tourniquet on the Patient. A prior study of reports submitted
to PA-PSRS found that when accidental retention of a tourniquet occurred, patients
often had one or more of the following symptoms: pain; numbness; tingling; skin
tear; IV infiltration; delay of capillary refill; and extremity edema, temperature
change, and color change.! An extended delay in the removal of a tourniquet can
cause neurological, muscular, circulatory, and/or vascular injury.'* Additionally,
prolonged retention of a tourniquet can result in inaccurate laboratory test results
(e.g., potassium level or blood count), which could lead to errors in patient care
and treatment.’

Circumstances of the Events and Why Staff Forget to Remove a Tourniquet.
Previous research revealed that in more than 30% of events the tourniquet was
applied for more than two hours and up to as many as 24 hours.»* When the
forgotten tourniquet was detected, it was most often identified by staff other
than the person who applied the tourniquet! and in 5%-10% of the events it was
recognized by the patient or family."* According to prior studies,'>* the forgotten
tourniquet was attributed to one or more of the following factors: tourniquet
was short in length, similar to skin color, and/or it was covered by other items
(e.g., gown, drapes, blood pressure cuff, restraints, patient’s fatty tissue); staff
were distracted and/or inexperienced; communication breakdown between staff;
patient had a condition or state that hindered meaningful communication (e.g.,
dementia, unconscious, non-English speaking, or nonverbal); a less common
access site was used (e.g., foot, ankle); an alternative material was used as the
tourniquet (e.g., blood pressure cuff, glove); and low lighting limited visibility.
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Strategies to Reduce Risk of Staff Forgetting to Remove
a Tourniquet.>>%°

e Implement consistent IV insertion and

phlebotomy collection processes across
departments.

Use staff who have completed training and have
been verified competent for collections. Staff
training should be robust, address policies,

and include competency verification. Consider
the following when developing training and
competencies:

o Raise the bed during the procedure to
increase visibility of the patient’s extremity
and site.

o Ensure visibility of the tourniquet by placing
it close to the insertion site.

o Place the tourniquet in a location where it
will not become hidden (e.g., covered by
clothing or folds of skin). The tourniquet
should go over a shirt or hospital gown
sleeve whenever possible. If the tourniquet

o Release the tourniquet promptly when blood
flows into the tube, following advancement
of the IV catheter or removal of the needle.

o If patient care is interrupted or if staff need
to leave the bedside, remove the tourniquet.

o Ifthereis persistent bleeding from a
puncture site, then inspect for tourniquet
retention.

o Complete the procedure, including
tourniquet removal, prior to documentation.

o Verify that the tourniquet has been removed
before leaving the patient.

o During routine patient assessments staff
should inspect for tourniquet retention.

Recovery From a Forgotten Tourniquet.®

Remove the tourniquet right away.

Evaluate for neurological, muscular, circulatory,
and/or vascular injury.

Evaluate for infiltration and extravasation. If

cannot be placed over a shirt sleeve, the

sleeve should be rolled up, not pushed up. indicated, treat based on best practices.

. ey . e Notify the provider and document as appropriate.
o Toimprove visibility, use a wide, long, and ythep PPTOp

brightly colored tourniquet.
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