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Challenge PC241 May 2024 

Grading 

Maximum grade: 4 

Reporting options D or E was 

graded 4. 

HISTORY  

This paper challenge was sent to category A 

and C1 laboratories. The following scenario was 

presented to participants: 

On a Wednesday, your laboratory receives a 

liver biopsy sample from the OR that has been 

mislabeled.  The requisition that was sent along 

with the mislabeled sample is completed suffi-

ciently. 

Please choose the best option to describe how 

you would proceed? 

□ A. Reject the sample and request a recollec-

tion. 

□ B. Hold the sample and phone the surgeon/

physician, when he/she is in the office the next 

day 

□ C. Process the sample and add comment 

regarding the mislabeling of the sample. 

□ D. Process the sample and contact the sur-

geon/physician promptly 

□ E. Hold the sample until the paperwork has 

been completed on the same day 

□ F. not applicable to this laboratory 
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SURVEY RESULTS 

Reference labs: 12/13 (92%) labs reported D or 

E (7 reported E, 5 labs reported D), 1 lab did 

not report 

Participants: 29/51 (57%) chose option D, and 

18/51(35%) chose option E; one lab chose 

option B, 4 did not report and 1 indicated the 

scenario did not apply to the laboratory (Table 

1). 

The Committee considered answers “E” and 

“D“ the best answers. 
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MAIN EDUCATIONAL POINTS from PC241 

1. Lack of specimen labelling is a hazard for patients and carries the 

risk of incorrect attribution of results of testing. 

2. Specimens collected in the operating room cannot be readily 

replaced and are collected at risk and discomfort to the patient, 

as well as the use of finite operative resources. 

3. While the risk of mix up in patient of origin for specimens collect-

ed outside the OR requires strict application of labelling require-

ments, the risk of mix ups from the OR is reduced, but not eliminat-

ed, allowing more flexibility, but ideally these specimens should 

be properly labelled. 

4. Specimens collected in the OR should be processed with minimal 

delay to avoid possible deterioration that might result in reduced 

sensitivity of testing. 

5. Labelling errors in the OR are relatively common, and laboratory 

and operating room staff should work together to minimize 

them.1 

Option reported Cat A Cat C1 Total Grade 

D 28 1 29 4 

E 16 2 18 4 

Comment* 1   1 4 

B 1   1 1 

no report 3 1 4 0 

F 2   2 ungraded 

Total 51 4 55  

*comment - This specimen is considered irre-
trievable.  A call would be made to the OR to 
inform them of the mislabeled specimen. An 
RN or physician is required to come to the 
laboratory to relabel the specimen and com-
plete the relabeling form. The specimen would 
then be processed. A comment will be at-
tached to culture report indicating that the 
specimen was relabeled in lab by "X" (RN or 
MD). A healthcare incident report will be com-
pleted for this sample. 
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