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Continuous Quality Improvement in Transfusion Service
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Patient test management

A. Specimen Submission and Handling: Procedure must include

1. Preparation of patients
2. Specimen collection
3. Specimen labeling and handling
4. Transportation of specimens
B. Test Requisitions must include:
1. Patient’'s name
2. Name of test requestor

3. Tests to be performed

4. Date and time of collection any other information to assure an accurate and timely test report

C. Test record must include:
1. Patient ID# or other unique identifier

2. Date and time specimen received

3. Condition and disposition of any unacceptable specimens
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4. Date of testing

5. Identification of testing personnel

D. Test Reports must be timely, accurate, reliable and confidential.

They must indicate and provide for:
1. Name and address of the laboratory
Name of the test

Test result (including units)

“Reference” range
Results to authorized individuals

Panic value procedures
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Report copy maintained in the lab.

Specimen’s condition and disposition for any unacceptable specimen
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