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Quest Diagnostics at 

Shady Grove Medical Center and Washington Adventist Hospital
	MEETING

Minutes

 1.16.2018



Present:  
WAH:  1.16.2018 @ 0640-0655 Stephanie Codina, Doss Beyene, Maria Morris, Vanessa Robinson
SGMC:  1.17.2018 @ 0640-0700 Stephanie Codina, Milka Gebregziabhair, Habiba Lako, George Li, Nhimba Mwinga, Anne Rienks
SGMC:  1.17.2018 @ 1445-1500 Stephanie Codina, Bech Ebini, Hojat Goudarzi

Distribution:
Blood Bank Staff Members
Meeting commenced: 

	Item
	Discussion
	Action
	Follow-up

	Minutes
	
	
	

	Mistransfusion
	WAH blood bank recently issued a unit of blood to the wrong patient.  Nursing staff did not catch the error and, as a result, an A-negative patient received an A-positive red cell.  We were lucky as we could have killed the patient.
Investigation revealed the error occurred as follows:

1. Tech issued a unit of blood to patient A.

2. Tech received a request slip from patient B.

3. Tech pulled a unit of red cells for patient B from the refrigerator using the request slip.

4. Patient A was still on the computer; the tech never scanned the patient ID for patient B from the request slip.

5. The computer gave a warning and would not let the tech issue the blood.  This occurred because he was trying to issue a unit crossmatched to patient B to patient A in the computer.  

6. The tech did not read the warning.  He simply placed the red cell back in the refrigerator and pulled a new unit.

7. The second time the tech pulled a unit, he pulled for patient A based on the computer information.

8. He issued the unit in the computer and tubed it to the floor without doing any clerical check or readback.

9. The nurses did not do a bedside clerical check.

Issues:

1. If the computer is giving you a warning, it probably means something is not right.  You need to read and understand the warning to protect yourself.

2. We always scan the patient ID from the request slip into the computer (failure to follow SOP).

3. No clerical check was performed between the unit and the request slip (failure to follow SOP).

The tech stated that he did not follow the procedure because he was busy.  Workload reports show that workload was higher than normal, but it was not unmanageable.  The tech states he was exposed to undo pressure, because he was covering micro at the same time.
1. If you are working in more than one area of the lab (ie blood bank and micro) and you cannot keep up with one area, you must communicate with the charge tech.

2. If the charge tech is not responding appropriately, you can call the administrator on call or the supervisor.
The AOC/Supervisor may not always be able to provide additional resources, but we can help you to prioritize and notify the hospital of high workload/delays.

Note:  If the same person calls every day indicating they cannot keep up with workload while other can manage the workload, it is likely not a workload issue.


	Ensure staff understand that this error occurred and agree to follow the procedure as written
	None

	Self-Evaluations
	When performing a self-evaluation, the comments are the most important part.  Please do not submit scores without comments.  I am looking for things like:
1. What new things did you learn?

2. What special projects did you perform/take on?

3. When did you go above and beyond to get the job done.


	None
	None

	RPMs
	When Shawn comes to do centrifuge RPMs, please place a copy of the QC form in my box.  Staff are signing the form, and Shawn is taking it back.  This requires me to hunt him down.  
We can keep the original or a copy, but we need at least 1 of them.


	None
	None

	Documenting names
	When you document a nurses name, please remember that you MUST at a minimum, document first initial and last name.  I prefer full first and last name.
I am seeing a lot of “Charge RN” or “Susie RN” documentation.


	None
	None

	Calibration
	Reminder:  Before you use a piece of equipment, you should be looking at the verification/calibration information to ensure the equipment is maintained appropriately.  For example, each time you take a temperature, you should look at the verification date on the thermometer.  This is good practice and it is equivalent to looking at the expiration date of a reagent.

	None
	None

	Call out process
	Reminder that when you call out, you must notify the supervisor AND the department (not either or).  If the supervisor is not available, you must call the administrator on call.
Texting or e-mailing the supervisor is not acceptable as there is no guarantee the message was transmitted appropriately.

	None
	None

	Inova Platelets
	Staff was asked how the new process of returning platelets is working.  Dayshift is supposed to call at noon each day to return platelets.  Staff indicated we are using platelets and not expiring them, so the process has not been used.

	None
	None

	
	
	None
	None

	
	
	None
	None

	Meeting adjourned
	
	
	

	
	
	
	

	Next meeting the week of February 5.
	
	
	

	
	
	
	

	
	
	
	


	Stephanie Codina

	Recording Secretary  
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