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BACKGROUND
The Department of Gynecology observed an upward trend
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LESSONS LEARNED
Employees expressed great satisfaction in no longer

POTENTIAL CAUSES

in specimen errors reported by Laboratory personnel. The b b searching for lost specimens, decreased phone calls, and
Gynecology department attempted several PDSA (Plan-Do- Suppliers Inputs Outputs Customers Requirements decreased order entry time.
Study-Act) cycles to address reported lab quality events, but i . L ) )
these efforts were unsuccessful. Consequently, a quality A Financial benefits included decreased non-billable patient
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constitute the sample size for this project. Continue with provider education for efficacious use of EHR

AIM STATEMENT

The aim was to identify the top two types of errors reported
and reduce these errors by 50% in the post-improvement
window without impacting the length of clinic appointment
times.
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and guidance of pre-saved orders.
Continue with nursing bi-annual refresher, in-service
regarding the new labeling system.

Continue to document patient safety errors for review and
reporting to quality.

Plan for an annual audit to ensure there has not been a

relapse.
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