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Team Implementation Outcome

Workgroup Members

Aim/Goal: Improve specimen tracking, processing, and * Pathology leadership reports ~40%
e ORCNS, OR NPDP, ORRN . . . . . . .
5 ¢ accountability for high-risk specimen coming from OR and IR reduction in specimen defects
] buliﬁeons Dathol : , Process Review & Improvements: during transport from OR and IR to
a. tz)a.nTger, atdf) OIgLy buperwsor, * Two full-day sessions to assess workflows and specimen pathology from the same period in
2’“,”0, ology Medical Laboratory handling 2024 and 2025
Rc'j.ntl'St \ | Ol  Enhanced clarity in surgical timeout, sign-out, and labeling * Feedback from Nursing Professional
Rad!ology N anager, Interventiona +  Retired term “permanent” Development rounding:
I a:c 0 ogy ;rse Soeciali * Introduced color-coded stickers (pink=frozen, green=fresh, "Process remains complex but
4 o:rnage; furseN pecia 'S; Conti vellow=microbiology) significantly clearer after
Quality & Satety, Nurse, and Continuous  Orange “shared specimen” stickers to signal that a specimen implemented changes
Improvement Consultants : :
would be shared between pathology and microbiology

Impacted Groups
 OR staff (surgeons, nurses)
* Interventional Radiology & Endoscopy

* New lab verification process and updated chain-of-custody | m plicatiOnS fOr
for accountability

 Simulations completed before finalizing changes

Perioperative Nursing

teams . . . .

> duralist e Staff education with visual aids and badge buddies
* Proceduralists
» Clinical Lab & Pathology ﬁ e Multidisciplinary approach was

[ Specimen Transport o . .
_oRtow) J PRR—— critical for reducing specimen defect
Preparation and Planning errors -
Ry e eProvided comprehensive insights
. . N ol * Sticker standards: Fresh=Green; Frozen=Pink (Intra-op consults and . . .

* Seattle Children’s identified frequent R e and emphasized perioperative

specimen processing errors causing e e workflow impact

delays and repeat procedures G Ly e eEstablished guidelines can serve as a

* Analysis showed defects in Epic ordering, replicable model for other hospital

sampling, storage, and transport areas or facilities
* Focus: High-risk specimens (excluding Micro *Ongoing evaluation needed to
Epic ordering and blood collection) P8 Floor 2 CPAMcrcbilogy further optimize and streamline
* Interdisciplinary workgroup formed to e S Processes
design process improvements for . - " Plsse DG KET o spncimn |

Main Lab (CPA): 72102 (can give info regarding if specimen was received in lab, general info found on LabMan, can also forward calls)
Lab Client Services: 72617 (can answer general questions related to testing)
Microbiology: 72585 (ex. cultures, swabs)

Pathology: 72580 (always call when a frozen section will be needed — at beginning of case and when specimen is being sent) |

collection and processing MAGNET

RECOGNIZED

5 &2 Seattle Children’s’

‘ *Patient Sticker required at all Lab drop off areas for log book!! ‘
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