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Errors involving the ordering of blood products are not uncommon during the perioperative setting and 
can lead to procedure delay, case cancellation, or even result in patient harm if blood products are not 
available due to an ordering error. Our quality improvement project focuses on an operating room case 
involving a near-miss situation. A patient scheduled for a total knee replacement (TKR) had a voided 
blood bank specimen due to inappropriate labeling. In this case, the anesthesia provider was notified and 
a repeat sample was drawn prior to the procedure. However, there have been cases in which these 
errors are not recognized in time, causing a delay in the release of blood products even after a procedure 
has started.  
 
This project will have a direct impact on the blood bank as well as all perioperative staff. It will have the 
greatest impact on anesthesia faculty, residents, and nurse practitioners who are often the providers to 
draw the type and screen prior to a procedure. By reducing ordering errors and voided blood bank 
specimens, we hope to deliver safer and more timely care to our patients. 
 

"Where's The Blood?": A Quality Improvement Project in Perioperative Blood Bank Ordering 

The goal of this project was to perform a Root Cause Analysis identifying contributing factors to a close 
call event, namely a delay in perioperative blood availability. Subsequently, the goal was to propose 
action items for addressing the contributing factors.   
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Methods: Root Cause Analysis 

Patient arrives 
in pre-operative 

holding area  

Blood bank 
sample drawn 
for type and 
screen (T+S)  
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voids sample 

due to 
unlabeled tube 

Blood bank calls 
pre-operative 
holding area    

Blood bank technician voids any sample which is 
mislabeled , unlabeled, or has an incompletely 
filled out order form. The sample is tagged as 
"voided" in the computer system.  After a sample 
is designated as voided it cannot be reversed.  
 
Required items include:   
 
1. Patient Name, MRN and DOB 
 
2. Time 
 
3. Signature or Initial of provider drawing sample 
 
 
 
Not required: 
1.  Location 
2. Pager of provider drawing sample  
 
Blood Bank Technician notified supervisor of 
incorrectly labeled specimen.  
 
Blood Bank maintains a “void log” for 3 weeks 
documenting all voided specimens and reason 
for the void.  

Technician is prompted by 
computerized logging system to 
notify care team that the sample 
has been voided.  
 
Technician inputs a reason (i.e. 
wrong label, no label, etc.), and is 
prompted to notify care team 
before he or she can complete the 
log. Free text option available to 
designate name or pager of 
contacted person. If pager number 
is documented on order this 
individual will be contacted.  
 
The blood bank technician called 
pre-operative holding and notified 
an RN that the sample was 
voided.   
 
Closed loop communication did 
not occur with the ordering NP, 
primary OR Anesthesia Team or 
Surgeon.  
 
 
 
 
 
 

NP draws blood 
sample in pink 
top tube. Green 
blood bank 
ordering form is 
filled out and 
sample and order 
form are 
physically 
brought to blood 
bank on the East 
Campus.  

Patient is 
evaluated in 

Pre- Admission 
Testing (PAT) 

clinic  

Blood Sample 
drown in PAT 
clinic.  
 
Sample is kept for 
14 days if the 
patient has not 
become pregnant 
or had a blood 
transfusion during 
that time.  
 
 

The original sample 
from PAT clinic was 
stored on the West 
Campus and had to 
be transported to the 
East Campus on the 
day of surgery.  
 
Second sample was 
required for 
electronic 
crossmatch.  
 
“Green Card” i.e. 
blood bank order 
form was placed at 
patient’s bedside as 
visual cue. 
 
 
 

Nurse notifies 
anesthesia team 

attending 

Nurse in pre-operative 
holding area contacts 
attending anesthesiologist 
assigned to the case via 
paging system.  Notified of 
voided blood sample and 
need for re-draw.    
 
Anesthesia team assignment  
information available on 
intranet through PIMS 
(Perioperative Information 
Management System). 
 
  
 
 
 

Attending  
anesthesiologist 
redraws blood 

sample  

Attending redraws sample in 
new pink top tube.   
 
Applies patient label with 
Name, MRN and DOB.  Adds 
signature and time of draw.  
Fills out green blood bank 
order form.  Physically 
brings both to East Campus 
blood bank. 
   
Attending had received 
informal training on proper 
labeling from another 
attending several years ago. 

Blood bank 
accepts and 

processes new 
blood bank 

sample 

Type and Screen  
information 

posted to online 
medical record 

(OMR) 

Type and screen is 
completed prior to 
room entry, blood 
available if needed. 
Case proceeds 
without incident.  

Blood bank 
technician reviews  
new order and 
specimen.  Accepts 
sample as valid and 
processing begins.   
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 Start RCA process early after an event in order to gather information that is “fresh in the mind” 
 

 Record detailed information gathered from interviews in order to refer back to this information in 
creating an accurate event flow diagram  

 Implement our action statements in the perioperative setting for East and West campuses 
 

 Work with Blood Bank QA personnel on measuring the incidence of mislabeled, voided specimens 
 

 Obtain feedback from blood bank and perioperative staff members on the efficacy of these 
interventions 
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Lessons Learned 

Next Steps 

Root Cause Analysis Contributing Factors and Proposed Action Items 
RCCF Statement 1 Current paper-based perioperative blood bank form (green slip) is more error-prone compared to an electronic 

ordering system, which leads to more ordering mistakes 

Action 1 Implementation of Electronic Provider Order Entry (POE) blood bank order form for non-emergent OR cases 

• Completion Date July 01, 2017 

• Responsible Person Blood bank representative, peri-operative staff representative 

• Action Hierarchy Standardization of blood bank ordering process by using POE – Strong Action 

Outcome Measure 1 Number of voided blood bank specimens due to mislabeling in the peri-operative setting 

• Measure Date August 01, 2017 

• Responsible Person Blood bank QA representative 

• Expected Compliance 100% provided the old “green slip” is phased out 

RCCF Statement 2 Non-standardized Physician/NP education results in deficits in knowledge regarding blood bank sample labeling 
procedure resulting in a voided blood bank sample in pre-operative holding 

Action 2 Implementation of standardized education for providers on proper blood bank labeling techniques to be made 
available online (via MyPath module). 

• Completion Date April 01, 2017 

• Responsible Person MyPath module coordinator 

• Action Hierarchy Personal training on proper blood bank labeling protocol – Weak Action 

Outcome Measure 2 Number of anesthesia MDs/NPs/CRNAs completing MyPath module on standard blood bank labeling protocol 
within a 30-day period 

• Measure Date May 01, 2017 

• Responsible Person MyPath module coordinator 

• Expected Compliance 95-100% - all peri-operative staff to receive MyPath module on proper labeling of blood bank specimens 

RCCF Statement 3 Lack of timely feedback on the acceptance or voiding of a blood bank specimen causing potential delay in 
available blood product 

Action 3 Updating Provider Order Entry (POE) software to give timely high priority alerts such as a voided or accepted blood 
bank sample 

• Completion Date July 01, 2017 

• Responsible Person Electronic Medical Record (EMR) information technologist 

• Action Hierarchy Software enhancement – Intermediate action 

Outcome Measure 3 Survey to providers assessing the utility of the new software and suggestions for improvement 

• Measure Date September 2017 

• Responsible Person Web OMR IT representative 

• Expected Compliance 50-95% 

In Summary: the Interventions 

 
 

 Phase I: Develop a MyPath online education module about proper labeling and handling of 
blood bank specimens. This will ensure that all blood bank sample tubes will have a correctly 
labeled patient sticker attached. 

 Phase II: Streamline the ordering process by using the Provider Order Entry (POE) and 
phasing out the “green slips” that we currently use for blood bank requisitions. This will provide 
the blood bank a reliable method of contacting the ordering provider if a sample has been 
voided. 
 

"Where's The Blood?": A Quality Improvement Project in Perioperative Blood Bank Ordering 
Tanya Keverian, MD, Julia Parzych, MD, Simon Zhang, MD and Paragi Rana, MD 

Beth Israel Deaconess Medical Center, Boston, MA 


	Slide Number 1
	Slide Number 2

