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FLOW OF LAB WORK? 

MRC Clinic Site Labs 

Botha’s Hill 

Chatsworth 

Isipingo 

Verulam 

Tongaat  

Umkomaas 

Onsite Testing 

BV Wet Prep 

Trich Rapid 

Urine Dipstick 

Urine hCG 

HIV Rapids  

KOH Wet Mount 

BARC SA Lab Durban 

Accessioning – all samples 
are received, checked and 
captured onto computer 
system (LIMS) 

PMBCs 

MRC Central Routine Lab 

Urine SDA GC/CT 

Syphilis Serology/ Western Blot 

ALT/AST/Tbilli/ALP 

Creatinine 

FBC/CD4 

Lancet Lab Johannesburg 

HIV RNA PCR 

Hepatitis B Serology 

World Courier World Courier 

MRC Internal 
Drivers 



 
 
 
 
 
 

WHAT HAPPENED AT HPRU  
CENTRAL ROUTINE LAB [CRL]? 

• FBC (EDTA tube) test was processed by a medical 
technologist 

 
• The sample was clotted 

 
• The med tech failed to notify the site involved on 

the day the incident occurred  
 

• The COMMENT was entered, authorised and 
verified by Med Tech 1 BUT Med tech 2 didn’t 
release the PTID so the result - pdf on email didn’t 
go out within 24hours and a hard copy wasn’t 
printed for the site 

http://www.noc.nhs.uk  

http://www.google.co.za/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=q58cQGOsUuGHkM&tbnid=1v5EcS74CJm17M:&ved=0CAUQjRw&url=http://www.noc.nhs.uk/oxparc/information/investigations/blood/&ei=3-5JUvmlMYKohAetx4DABg&bvm=bv.53217764,d.ZG4&psig=AFQjCNEeNPe3XW3B_a74iW1rhIfJdkM-QA&ust=1380663099910079
http://www.noc.nhs.uk/


 
 
 
 
 
 

WHAT HAPPENED AT HPRU  
CENTRAL ROUTINE LAB [CRL]? 



 
 
 
 
 
 

LABORATORY MANAGEMENT REVIEW 

MRC HPRU Laboratory follows Laboratory Management 
Review and troubleshooting using the RASPAE Model 
that the Lab Manager has presented at M2012 

 R=Root Cause investigation; 
 A=Analysis of the data,  
 S=Solution identification, selection 

and implementation; Corrective 
Action 

 P=Preventative Actions;  
 A=Action plan; and 
 E=Evaluate Solution 



 
 
 
 
 
 

ROOT CAUSE INVESTIGATION 
At Clinic level-Laboratory site staff 
• The medical technologist at site failed to track the e-version 

result within 24 hours (NB: The TAT for an e-version lab result 
is 24 hours and 48 hours for a hard copy lab report) 
 

• The lab QA/QC RA failed to track the hard copy lab report 
within 48 hours 

At MRC HPRU CRL 
• Three working  days later at the MRC HPRU CRL a LIMS incomplete 

specimen report was printed and it was noted that the PTID result had not 
been released on the system 
 

• The e-version was then sent immediately to site HOWEVER the 
participants window period had closed on the day the LIMS  incomplete 
specimen report was printed and therefore the participant  couldn’t be 
called in. 



 
 
 
 
 
 

ANALYSIS OF DATA 
At Clinic level-Laboratory site staff 
• There was no eversion result at site 

 
• There was no hard copy result at site 

 
• No emails of request to the MRC HPRU CRL within the 24-48hours period 

 
• The participant schedule database showed - Window period was near end, 

if repeat was requested this would be out of window period and a PD 

At MRC HPRU CRL 
• LIMS incomplete specimen report was printed 

3 days later 
 
• LIMS illustrated that Med tech 2 failed  
      to press release icon to release  
      the result 

 



 
 
 
 
 
 
SOLUTION IDENTIFICATION, SELECTION AND 
IMPLEMENTATION, CORRECTIVE ACTION 

• The site med tech and lab qa qc ra failed to follow up on the result as per JD 
 

• The CRL med tech failed to notify site about the clotted FBC tube within 
24hrs 
 

• CRL did not print the report as the results were released and the PTID was 
not verified with the lab report   



 
 
 
 
 
 

SOLUTION IDENTIFICATION, SELECTION AND 
IMPLEMENTATION, CORRECTIVE ACTION 
Corrective action 
• Investigation with supporting documents reviewed 

 
• Minuted meeting with the lab manager and staff members involved 

 
• CRL completed Laboratory incident report and  sample rejection log  

 
• Site completed a laboratory note to file [LN2F] explaining the incident to 

place with the lab report 
 

• Lab manager reviewed and approved the incident report & LN2F 
 

• Site contacted the participant to visit the clinic for a repeat FBC blood draw  
 

• Participant returned to site for the repeat blood draw but her month 3 window 
was closed therefore this is regarded as a protocol deviation  

      as a missed test under code 15 on PD CRF 



 
 
 
 
 
 

SOLUTION IDENTIFICATION, SELECTION AND 
IMPLEMENTATION, CORRECTIVE ACTION 



 
 
 
 
 
 

PREVENTATIVE ACTION 

At Clinic level-Laboratory site staff 
• Ensure the draw order of tubes are 

maintained to prevent cross 
contamination 
 

• Ensure a full EDTA tube of blood is 
collected (NB: If the incorrect 
volume of blood : anticoagulant 
ratio is collected, this will result in a 
clot formation) 

http://www.google.co.za/imgres?start=281&um=1&rlz=1G1TSEH_ENUS396&hl=en&biw=1366&bih=616&tbm=isch&tbnid=eHZ7BTTymxqtmM:&imgrefurl=http://www.cancer.gov/cancertopics/pdq/treatment/adultAML/Patient/page1&docid=-RQlDexWQSdwaM&imgurl=http://www.cancer.gov/images/cdr/live/CDR526546-750.jpg&w=750&h=533&ei=x-5JUryxJdKShQelk4HIBA&zoom=1&ved=1t:3588,r:89,s:200,i:271&iact=rc&page=14&tbnh=166&tbnw=234&ndsp=25&tx=136&ty=79


 
 
 
 
 
 

PREVENTATIVE ACTION 

• Draw the participants blood using an 
EDTA tube then gently invert tube at 
least 8 times after specimen collection 
to ensure adequate mixing with the 
anticoagulant 
 

• The site medical technologist and lab 
QA/QC RA to check the FBC tube once 
the nurse has delivered the specimen. 
 

• Ship the FBC samples at an ambient 
temperature in appropriately labelled 
cooler boxes to HPRU Central Routine 
laboratory. 

http://www.google.co.za/imgres?start=396&um=1&rlz=1G1TSEH_ENUS396&hl=en&biw=1366&bih=616&tbm=isch&tbnid=VJsqKqNqvGdgvM:&imgrefurl=http://www.nhsdirect.wales.nhs.uk/encyclopaedia/a/article/anemia,diffygfitaminb12affolad&docid=GzuiE0q3tFpGxM&imgurl=http://www.nhsdirect.wales.nhs.uk/assets/images/encyclopaedia/Anaemia,vitaminB12andfolatedeficiency.jpg&w=380&h=293&ei=ku9JUtHxGJKShgf_-oCwCA&zoom=1&ved=1t:3588,r:9,s:400,i:31&iact=rc&page=19&tbnh=197&tbnw=256&ndsp=19&tx=140&ty=79


 
 
 
 
 
 

PREVENTATIVE ACTION 

HPRU CRL 
• Documented retrain of staff by the LIMS administration 

personnel to be conducted on the verifying and release of the 
PTID and not the test 
 

• All sites to be notified immediately if a sample is unsuitable so 
a repeat sample can be taken  
 

• LIMS sample unreleased reports to be done daily as OSR 
 



 
 
 
 
 
 

PREVENTATIVE ACTION 



 
 
 
 
 
 
ACTION PLAN 

At Clinic level-Laboratory site staff 
• Clinic requested to ensure long window periods between 

safety/STI testing requests - to allow repeats and remain 
within windows 
 

• Extra vigilance of site staff to follow-up on outstanding e-
versions and hard copy results within TAT - any deviations 
will be reported to the lab manager 
 

• Poor Performance letter to staff responsible for the error 
 

• Assessment of measures in 1 month proved the action 
plan works - No PDs to date in such events 



 
 
 
 
 
 
ACTION PLAN 

HPRU CRL 
• A communication book was put in place to notify staff of urgent 

messages to follow up  
 

• Unsuitable sample messages are sent out via core talk SMS to site 
clinician, med tech, CRS management 
 

• LIMS administration will create instant messaging for any urgent 
messages that need to be addressed 
 

• LIMS administrator will try to implement a system to prevent the test 
from being authorized instead of the PTID 
 

• Poor Performance letter to staff responsible for error 
 

• Assessment of measures in 1 month proved action plan  
      works - No PDs to date in such events 



 
 
 
 
 
 
ACTION PLAN 



 
 
 
 
 
 
ACTION PLAN 



 
 
 
 
 
 
ACTION PLAN 



 
 
 
 
 
 
ACTION PLAN 



 
 
 
 
 
 
EVALUATE SOLUTION 

• Monthly laboratory management review showed no occurrence 
of any window period missed  for clotted FBC. All sample 
rejections can occur at site level via SOP available on benches 
and upon arrival at CRL 
 

• A monthly review illustrates that from this one incident, these 
preventative measures have been working well 



 
 
 
 
 
 
MRC HPRU LAB FAMILY 

Director HPRU  
Prof Gita Ramjee 

Lab Manager 
Rashika Maharaj 

Unit Lab Co-
ordinator 
Lakshmi Jagesur 

Assistant Unit Lab 
Co-ordinator 
Resha Bhoodram 

LDMS Technician 
Avika Haridutt 

LDMS Technician 
Lizo Buyeye 

Lab Operations 
officer 
Yugashnee Pillay 

CRL Labs 

Acting Central Lab 
Co-ordinator 
Shanthie 
Govender 

Cytology Med 
Tech  
Kajal Balkaran 

Lead Clin Path 
Med Tech Melenie 
Reddy 

Clin Path Med 
Tech  
Sabelo Mabaso 

Clin Path Med 
Tech  
Larin 
Labuschagne 

Clin Path Med 
Tech Irvin Zwane 

Lab Data RA 
Sumeshan Naidoo 

Lab Data RA  
Neil Reddy 

Nirosha Gokul Kieara-Lee Ramtahal 

Lead Scientist 
Photini Kuepela 

Project Leader 
Sharon Reddy 

Assistant to Lab 
Manager 
Ishina Hemchund 

Interns 

R
es
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rc

h 
La
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MRC HPRU LAB FAMILY 

Director HPRU  
Prof Gita 
Ramjee 

Lab Manager 
Rashika Maharaj 

Unit Lab Co-
ordinator 
Lakshmi Jagesur 

Med Tech 
Samiksha Byroo 

Lab QA/QC RA 
Kerusha 
Chunderduri 

Med Tech 
Ziningi Dwayisa 

Lab QA/QC RA 
Kerusha 
Padayachee 

Med Tech 
Thabile Zondi 

Lab QA/QC 
Candice Chetty 

Med Tech 
Nirmala 
Ramluckan 

Lab QA/QC RA 
Kumari Naicker 

Med Tech 
 Rabia Imamdin 

QA/QC RA 
Natasha 
Gounden 

Med Tech 
Hassen Bhayat 

Med Tech 
Keshia Chithray 

Lab QA/QC RA 
Meryl Reddy 

 Assistant to Lab 
Manager 
Ishina 
Hemchund 

Assistant Unit 
lab Co-ordinator  
Resha 
Bhoodram 

Chatsworth Botha’s Hill Isipingo Tongaat 

Verulam 

Umkomaas 



 
 
 
 
 
 
REFERENCES 

• MTN 020 Lab note to file 05 
 
• HPRU Central lab – Laboratory incident investigation form 
 
• BD vacutainer order of draw for multiple tube collection 
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