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Proc. #4840-G-434

TITLE: Completing a Quality Assessment/Improvement form
PRINCIPLE/PURPOSE:

 Occurrence Event Management Provides direction for the laboratory’s processes and procedures to capture events to identify systemic problems and commit to removing the cause and thus reduce risk. The organization supports a “just culture” environment, promoting a non-punitive approach in which personnel at every level feel free and comfortable reporting issues or events. 
· Laboratory staff use the Lab’s Quality Assessment/Improvement form “Attachment A” and “Attachment B” to record events within the laboratory in addition to the hospital’s onlineoccurrence report. 
· The below criteria warrant occurrence completion but are not limited to these options. When in doubt fill out both the Lab’s Quality Assessment/Improvement form and the hospitals occurrence report.
· Lost specimen

· Wrong patient/test/result

· Mislabeled or unlabeled specimen

· Contaminated specimen

· Wrong patient/site/test

· Incorrect result (corrected report)

· Significant delay in testing

· Affect patient care or safety

· Laboratory staff should self-report if they participate in, witness or discover an event that potentially jeopardizes quality of care and patient outcomes. When in doubt report it out using both the Lab’s Quality Assessment/Improvement form and the hospitals online occurrence reporting.
PERSONNEL:

All Laboratory Personnel

STEPWISE PROCEDURE:

A.  Access a blank form from the S drive
B. Complete the fields below. 
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Time of Occurrence

Date of Occurrence
Reporting Date Patient/ MRN
Physician Reported By

Staff Involved





C.  Categorize the event based on the fields below 
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PRE-ANALYTIC ERROR

ANALYTICAL ERROR

Specimen not received in LIS

Quality Control Issue

Mislabeled/Unlabeled Specimens

Procedure not followed

Delay in Testing

Proficiency Testing Error

Wrong test ordered or missed

Sample mix up

Incomplete paperwork

Specimen Integrity Issue

Wrong collection tube

Instrument malfunction

Procedure not followed

Result not verified as appropriate

Specimen misplaced or lost

POST-ANALYTIC

Corrected Report

Criical result ot called

Other

Patient or physician Complaint





D. Briefly describe what happened.  State the facts and not opinions, emotion or judgements.  
[image: image3.png]What Happened (details of the event or error).

Why do you think this occurred (with your CLTS complete the 5 whys on backside)?




E.   On the reverse side, answer the 5 whys
[image: image4.png]12 |steps:
13 |1. Why did this happen

14 |2. Note the reasons

15 |3. For each reason ask why

16 |4. Askwhy 5 times for each reason

17 |5. Are there solutions/changes or communication to be done




F.  If you need help with this form, contact the CLTS or Lead phlebotomist in that area.   

G. If you also filled out the hospital’s online occurrence report, circle “Y”. If not circle “N”.
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H. Sign the form and forward to the Lab manager. 
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Signature Date

Employee

Clinical Lab Technical Specialist

Laboratory Manager

Administrative Director

Technical Specialist

eAppraisals Y N

Dashboard Y

N

Online Occurrence (Midas) Y

N
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