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Our experience with scorecards 
We have used performance scorecards 
to evaluate the most frequent reasons 
behind test order cancellations and 
result corrections due to technical 
errors. In both cases, the scorecards 
provided vital information enabling us 
to drill down and identify the specific 
causes of the errors.

We designed our � rst scorecard 
to capture the reasons that tests are 
canceled and their distribution across 
hospital wards (i.e., pediatric units, gen-
eral medicine units, intensive care units, 
etc.). After a few months of tracking 
this data, it was clear that there was a 
sustained increase in the number of test 
orders canceled for neonatal intensive 
care unit (NICU) patients because of 
specimen integrity issues. We imple-
mented a second, more speci� c itera-
tion of this scorecard to help us identify 
which integrity issues were responsible 
for the most cancellations. The most 
common causes were clotted samples 
and insuf� cient volume for testing.

This prompted us to develop a 
separate scorecard, reviewed monthly 
by the phlebotomy manager, to track 
the total number of draws performed 
by each phlebotomist compared to 

the number of specimens that were 
clotted or of insuf� cient quantity. This 
revealed a large degree of variability 
among NICU phlebotomists and the 
need to further standardize processes. 
Ultimately, the root causes for devia-
tions in performance were incon-
sistencies in the technique of new 
phlebotomists starting during that 
time and the use of heel warmers. 

In the second scorecard, we moni-
tored corrected laboratory results. Our 
data showed a sustained increase in 
the number of corrected reports in the 
months following the installation of 
new instrumentation and an upgrade 
of our laboratory information system 
(LIS). The lack of improvement over 
time suggested that there were issues 
at play other than unfamiliarity with 
the new equipment and computer 
systems. We developed a scorecard 
that tracked the total number of 
technical errors requiring a correc-
tion to the initial result reported, the 
distribution of each type of error (e.g., 
dilutions, manual entry error), the lab 
tech responsible for each error and the 
corrective action taken if necessary. 
We also tracked whether the differ-
ence between the initial and corrected 

result was clinically signi� cant and if it 
caused patient harm.

This scorecard helped us quickly 
identify problems and take action, 
including LIS changes, general educa-
tion (if numerous techs were making 
the error), and in some cases targeted 
education (if a single tech was repeat-
ing the same type of error). 

Clinical laboratorians should 
strongly consider using performance 
scorecards to continually measure the 
quality and safety of the patient care 
we are providing. We have seen the 
bene� ts of this approach to error reduc-
tion and highly recommend it. 
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Date Test Error Type Clinically  
Signi�cant

Patient 
Harm Tech Action Education

01/03/18 OSMOL Manual entry Y N ATECH Coaching/Huddle GENERAL

01/09/18 DIGOX Editing error N N DTECH Coaching TARGETED

01/10/18 OSMOL Manual entry Y N BTECH Coaching/Huddle GENERAL

01/12/18 ALT Editing error Y N DTECH Coaching TARGETED

01/13/18 FERRI Editing error Y N DTECH Coaching TARGETED

01/16/18 OSMOL Manual entry Y N CTECH Coaching/Huddle GENERAL

01/17/18 BIC Instrument method Y N MIDDLEWARE Vendor/IT/LIS N/A

01/17/18 BIC Instrument method Y N MIDDLEWARE Vendor/IT/LIS N/A

01/17/18 BIC Instrument method Y N MIDDLEWARE Vendor/IT/LIS N/A

01/23/18 CEA Dilution error N N FTECH N/A – WATCH TARGETED

01/30/18 TROPONIN SOP not followed Y N ETECH Coaching TARGETED KEY

At/Above benchmark #

KEY  Below benchmark #

 Example of instrumentation issue – Tech education not indicated

 Example of an error performed by multiple techs – GENERAL EDUCATION NEEDED

 Example of an error performed by ONE tech multiple times – TARGETED EDUCATION NEEDED

 Example of ONE signi�cant error – prompt action/education

T1 January 2018 Chemistry Corrected Report Scorecard

Error Type
JAN 
2018

Editing error 9

Instrument method 13

Manual entry error 4

Dilution error 1

SOP not followed 1

Total errors 28

Total chem samples 116,000

% Chemistry errors 0.024%

Total clinically signi�cant 9

Total patient harm 0




