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PRE ANALYTIC PHASE OF TESTING
	Reference


	No. of institutions


	Aggregate observations 

            (x 103)


	Quality Indicator
	Benchmark Data
	Practice variables associated with benchmarks

	
	
	
	
	Aggregate (%)


	Institutional Percentiles (%)
	

	
	
	
	
	
	10
	M
	90
	

	Errors in test ordering: Laboratory Medicine

	7
	577
	250 tests
	# tests performed without written orders /total tests performed
	2.5
	7.1
	1.9
	0
	Higher #:
No policies requiring staff to verify order accuracy 

Use of preprinted "checkoff" order forms

	
	
	
	# written orders without  tests performed /total tests performed
	2.8
	6.5
	0.7
	0
	Higher #: 
No policies requiring staff to check orders

	8


	660
	115 tests
	# requisitions with at least one error [a] /total requisitions received 
	4.8
	18 
	6
	1
	Higher #
Physicians allowed to order tests verbally

No policies requiring lab to confirm order accuracy

Order accuracy not monitored

	Errors in test ordering: Anatomic Pathology

	9
	341
	771 orders
	# of requisitions with inadequate clinical data/total reacquisitions received
	.73 [c]
	Not Determined
	Not determined 

	Errors in patient and specimen identification: Laboratory Medicine

	 10

 
	712
	2.46 

Pts. Exams
	#  of patients with errors in wrist band identification [b]/total patients examined
	2.7
	10.9
	Not determined
	Higher #:  Wristbands placed by nurses vs other health care workers.

Lower #:  Policies requiring: 

   Written orders for removal of wristbands

   
    Nursing personnel to be notified of patient ID

    Incident reports documenting wristband misidentification

  
 Continuous monitoring of wristband errors

 Wristband id monitored upon pt. transfer to other locations

[d] 

	13 [e] 
	660
	16..5 trans-fusions
	No. of patients adequately identified/total patients receiving blood
	62.3                                       25.4
	10                                                    0
	69                                                 10
	92                                                  73
	Higher #:
Transport blood directly to pt. bedsides rather than through intermediary

    locations

No more than 1 person  handle blood en route; 

Checking unit labels against orders

Pts.  wear identification tags

Transfusionist reads id info aloud to assistant

	
	
	
	No. pts. with vital signs adequately monitored /total patients receiving blood
	81.6                 88.3
	75                       63.6
	90.2                       95
	100                      100
	Higher #: 
Using blood transfusion checklists

Instructing in transfusion practices

Routinely audit transfusions.

	Errors in patient and specimen identification: Anatomic Pathology

	16
	417 
	1 M
	# of requisition slips containing errors in patient and specimen identification/ total requisition slips received
	6
	Not determined
	Higher #:
policies

   Allow  requisition slips to be  submitted unattached to specs.

   Do not require specimen containers to be labeled  with both pt. names and id #s.

Lower #:
Written procedures for detecting errors in specimen accessioning and specimen identification

	Errors in patient preparation and specimen acquisition :Laboratory Medicine

	17
	666
	280

specs
	# of digoxin doses given at incorrect times/total digoxin doses given
	22-31
	Not determined
	Higher #:
Absence of laboratory policies requiring times of the last dig. doses be written on requisition slips.

	19
	 640
	500 specs.
	# of contaminated blood cultures/total number of cultures performed [f]
	ND
	5.2-5.8
	2.1-2.5
	0.4-0.9
	Higher #:
 Lab (vs. non lab) workers collect specimens

Antisepsis of collection devices 

 
 Tincture of iodine used  to cleans skin

	20
	906
	200

specs
	# of contaminated urine cultures
	18.1
	36.8
	10.1
	5.6
	None Identified


NOTES FOR PRE ANALYTIC PHASE OF TESTING
[a] incorrect: transcription of requisitions into computer systems, recording of ordering MD,  designation of test priorities and entry of test type. 

[b] absent wristbands; incomplete, illegible, and erroneous information including identities belonged to other patients

[c] 6.1% of .73 required revising reports.

[d] The effects of policies allowing identification bands to be placed on locations other than on patients’ wrists (including hospital beds, walls and medical records) on the wristband error rates was inconsistent in these two studies. In the first study conducted in hospitals of all bed sizes, wristband error rates were lower in hospitals in which policies allowed this practice compared to hospitals in which policies did not allow this practice. In the second study conducted in small hospitals, precisely the opposite was true: in hospitals in which policies allowed placement of patient identification bands on sites other than patients, the error rates were higher

[e] also encompassed elements of post analytic phase

[e] Summary of two studies. 

[f] calculated by laboratory assessment and clinical assessment on both inpatients and outpatients. 


ANALYTIC PHASE OF TESTING
	Reference


	No. of institutions


	Aggregate observations 

            (x 103)


	Quality Indicator
	Benchmark Data
	Practice variables associated with benchmarks

	
	
	
	
	Aggregate (%)


	Institutional Percentiles (%)
	

	
	
	
	
	
	10
	M
	90
	

	Process errors: Anatomic Pathology

	22
	275
	322

Specs.
	#  of slides containing extraneous tissue/# of slides examined [prospective(retrospective)]
	.6

 (2.9)
	1.8

(8.8)
	0.31

(1.0)
	0

(0)
	None



	
	
	
	#  of blocks containing extraneous tissue/# of blocks examined [prospective(retrospective)]
	.8

(3.7)
	2.22

(11.9)
	0.43

(1.1)
	0

(0)
	

	
	
	
	#  of specimens containing extraneous tissue/# of specimens examined [prospective(retrospective)]
	1.2

(5.4)
	3.36

(19.7)
	0.69

(1.9)
	0

(0)
	

	
	
	
	#  of cases containing extraneous tissue/# of cases examined [prospective(retrospective)]
	1.5

(6.2)
	4.28

(22.0)
	0.94

(2.5)
	0

(0)
	

	23
	 359
	1.670 Reports  
	# of amended reports issued/1000 surgical report
	1.9*
	1
	5
	21
	Higher: Case review after sign out

Lower: Case review before sign out

	24
	74 
	6.2 specs
	# reports in which diagnostic interpretation differed upon post-sign out review by a 2nd pathologist/all cases reviewed by a 2nd pathologist
	6.7
	5
	1
	0
	Lower: policies requiring original report to be deleted, replaced or designated as an amended report. 

	25
	297
	79.6 fsdx’s
	No of discrepant  frozen sections diagnoses/frozen section diagnoses (fsdx’s) made
	1.7
	Not determined
	Not Determined

	26
	461
	90.5 fsdx’s
	
	1.4
	
	

	27
	233
	18.5 fsdx’s
	
	1.8
	
	

	* included  errors in final diagnoses 38.7%;change clinically significant information 26.5%),convert preliminary to final diagnoses (15.6%



POSTANALYTIC PHASE OF TESTING
	Reference


	No. of institutions


	Aggregate observations 

            (x 103)


	Quality Indicator
	Benchmark Data
	Practice variables associated with benchmarks



	
	
	
	
	Aggregate (%)


	Institutional Percentiles (%)
	

	
	
	
	
	
	10
	M
	90
	

	

	20
	631
	61.5  errors
	# errors in laboratory report
	Not determined
	Not determined

	18
	623
	 13 telephone calls
	# of critical value calls abandoned / all critical value calls made
	5
	Not determined
	Not Determined
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