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Quest Diagnostics at 

Shady Grove Medical Center and Washington Adventist Hospital
	MEETING

Minutes

 10.31.2017



Present:  
SGMC:  11.3.2017 @ 0640-0715 Stephanie Codina, Zebene Deresse, George Li, Nhimba Mwinga, Yvonne Ngwa
WAH:  10.31.2017 @ 0640-0715 Stephanie Codina, Mary-Dale Abellano, Doss Beyene, Vanessa Robinson
Distribution:
Blood Bank Staff Members
Meeting commenced: 

	Item
	Discussion
	Action
	Follow-up

	Minutes
	
	
	

	Package Inserts
	We reviewed the process for reviewing package inserts during the reagent receipt process.  You should compare the revision date of the incoming insert to the revision date of the current insert (as written in the book).
If the same, nothing further is required.  If different, compare the new insert to the old insert to determine what has changed.  Notify the supervisor.

It is critical that staff check the inserts EACH time reagents are received.  Changes to the package insert can impact testing procedure and resulting.


	None
	None

	Blood Product Ordering
	When placing orders for blood products, please be aware of what has already been ordered but not received.  Adjust ordering for products that are coming.  

For example, on Thursdays, we place the order for Friday delivery.  This often happens BEFORE the Thursday Inova delivery is received.  Staff need to account for this when placing the order, so we do not double order.
On Sunday, we DIVIDE our order between ARC and Inova for Monday delivery.  The division should happen with EVERY product.  For example, if you order 20 O+ RBC, we should order 10 from Inova and 10 from ARC.


	None
	None

	Schedule
	We are very short of staff on evenings.  I am asking ALL trained BB staff to volunteer for one Saturday shift and at least 1 additional evening shift.  Staff members that do not volunteer will be assigned beginning November 4.

	None
	None

	Case Study
	We reviewed a case study on a patient to help clarify the process…..
Patient’s T&S was run.  ABO was discrepant and AbS was negative.

· Anti-A = 4+

· Anti-B = 0

· Anti-D = 4+

· A1 Cell = 1+

· B Cell = 4+

Tech correctly ran A1 lectin = positive

Tech correctly ran a screen at immediate spin.

· 1 = 2+

· 2 = 1+

· 3 = 0

Panel identified anti-M at immediate spin

Next steps?

Find M-negative A1 and B cells for backtype

1. Do you bill antigen typing on cells?

Yes

2. Do we antigen type the patient?

Yes, we always antigen type to prove an antibody

3. Do you charge the patient for antigen typing?

Yes

4. Where will you see problems with crossmatch?

Crossmatch problems will show at immediate spin.  Antibody is showing at immediate spin; AbS at IgG was negative

5. What is the best way to screen units?

Use patient plasma to screen units at IMMEDIATE SPIN.  If negative at immediate spin, carry through IgG


	None
	None

	Manual Entries
	Reminder that manual data entries need to be reviewed by a second tech on the current shift or the next shift.  DO NOT leave manual data entry review for the group lead and do not attach to the antibody workup (as in crossmatch, etc).  These get filed separately.

	None
	None

	Additional Specimen
	Reminder that if you pull a CBC or HbA1C for extra sample, use the lab sample for the workup.  Try to save plasma from the T&S tube for the crossmatch.

	None
	None

	Training
	We completed training on the following new SOPs:

1. Secondary labeling

2. TSCDII Sterile Tubing Welder (SGMC only)


	Read SOP and complete competency
	All staff

	Zika Testing
	The FDA approved a Zika test for blood donors.  If our suppliers use the FDA approved test, they will not place the Zika comment on the unit (the investigational NAT comment).  We need to pay attention to the unit…..enter comment when it is listed on the unit only.


	None
	None

	Open Forum
	1. We are seeing an increase in patients who need retype without getting a retype ordered for L&D.
Staff state this is occurring in the patients registered for PDELIV, because they are outpatients.

RESPONSE:  SPDELIV is considered pre-op and not outpatient.  These are patients scheduled for c-section.  We need to order the retypes.

2. RBC aliquot procedure does not specify which sample the crossmatch is attached to.

RESPONSE:  There is no requirement for crossmatching the aliquot.  The reason we added this is because there is a new standard stating the unit has to have a label that contains the crossmatch results.  The only way we can do that in our system is if we actually crossmatch the unit.
· AHG and IS crossmatch on parent unit to T&S

· ISXM to aliquot on transfuse order

3. Who is responsible for BB specimens without orders?

RESPONSE:  Processing is supposed to document the specimen was received without orders and make the initial phone call.  We have asked them to  bring the specimen to BB at that point (versus waiting for an order).  BB staff will assume responsibility after the initial call.

4. Reminder to enter the zika, CMV, and HbS comments in Sunquest for units.

5. Pay attention to the number of  units ordered when crossmatching or allocating.

6. Check Sunquest “Blood Inventory Search” for antigen negative units before ordering from ARC.


	None
	None

	Meeting adjourned
	
	
	

	
	
	
	

	Next meeting the week of December 4
	
	
	

	
	
	
	

	
	
	
	


	Stephanie Codina

	Recording Secretary  
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