
qll Use The System, Not The Phone: 
How We Reduce Unnecessary Calls to
Avoid Potential Errors in Blood Bank
Laboratory of Queen Elizabeth Hospital

DISCUSSION & conclusion

methodology

results

This study is aimed at introducing a tracing system known
as the Blood Bank Tracing (BBTC) via the existing hospital
iLab (Laboratory Information System) to reduce the number
of phone calls received in order to eliminate potential errors.

aim

When there are limitations identified in a work place, try to use whatever
resources that are available and implement the changes for improvement
of service.

1.

Customer feedback after implementing changes are always important to
evaluate the success of the programme.

2.

The role and responsibility of all staffs are important in order to create a safe
and condusive working environment.

3.

introduction

In 2016, two Transfusion Errors (TE) occurred in Queen
Elizabeth Hospital (QEH), Kota Kinabalu, Sabah. The
Malaysian Patient Safety Goal has set a standard of zero
for the number of TE for all Malaysian Hospitals.
Distraction by phone calls to the Medical Laboratory
Technologists (MLT) mainly for tracing blood availability
was identified as the probable cause. There was no
tracing system available in QEH for hospital staff to use
at the time except by calling the Blood Bank directly to
inquire.
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Pre Remedial Analysis 

Comparison Pre Remedial and Post remedial Analysis

Before the implementation of
BBTC, during the pre-remedial
period, there was an average of
1337 calls received with 1278 calls
were regarding the availability of
blood. This was an average of 639
calls per month or 21 out of 22 calls
received per day were only to
inquire if blood was ready to be
collected. This was distracting and
avoidable. 

After the BBTC implementation,
number of calls received decreased
to an average of only 104
calls/month with 38.3 % (40
calls/month) were regarding
availability of blood (only 1-2 calls per
day). This made a big difference in
the work environment of the Blood
Bank

Remedial Action Implemented Analysis

A user feedback survey done showed
positive reviews from the BBTC users
regarding system acknowledgement,  
accessibility, comprehensibility, time and
cost saving as well as effectiveness. 
96% agreed for continuation of the system.

Best of all, there was NO transfusion error or
near miss seen during this study period.
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