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Equipment storage is chaotic and varies
from ward to ward. Blood bottle guides
are unreliable.
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AIM CHANGE IDEAS
Preparation time taken for cannulation and blood collection
to be less than 6 minutes for at least 8 out of 10 encounters 1. Engagement with stakeholders: nurse unit managers,
by March 2022 HCAs, medical staff

2. Standardized layout of cannulation trolleys with
MEASUREMENT > pictures
Length of time taken to prepare a cannulation tray all the 3. Blood tube guides with minimum volumes to
equipment required including correct blood bottles and labels counteract problem that blood tube labels are for adult
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