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CMPT’s 2012 Annual General Meeting
CMPT’s 2012 Annual General Meeting took place on October 16th,
2012 at the Holiday Inn, Vancouver. This was a special AGM as
CMPT celebrates its 30th anniversary.
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CMPT’s staff then followed with a report on different activities at CMPT such as
the implementation of new quality programs, customer satisfaction surveys, finances, and product research.
The Annual General Meeting closed with Dr. Michael Noble’s report on CMPT’s
programs, its activities, survey results, educational activities, projects in the last
year, and goals and objectives for the coming year. (Please visit this year’s Annual Report for a full Chair report - LINK).

Many thanks to our very generous vendors
who provided door prices for our AGM
participants!!
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Reporting Error in the Laboratory—Part I
The Institute of Medicine defines a
medical error as a failure of a
planned action to be completed as
intended. 1
As the total laboratory testing proc‐
ess includes the complete pathway
from test selection to the correct
interpretation of the final report, a
laboratory error could be defined as
any quality failure within this whole
process.
Approximately 80 – 90% of all diag‐
noses are made on the basis of these
laboratory tests. 2 Quality failures,
even in very low rates, have a signifi‐
cant impact on patient care because
of the large number of laboratory
tests performed.
Only a small portion of laboratory
errors results in actual patient harm
and adverse events. This is because
of the presence of defensive layers,
intervention of individuals that iden‐
tify the error before it reaches the
patient, or because of fortunate evo‐
lution of circumstances.
However, 2.7 to 12% of laboratory
errors result in adverse events while
in a larger percentage (24.4 to 30%)
they translate into a patient care
problem. 3
Most hospitals have some mecha‐
nisms for reporting incidents. These
‘Incident Report Systems (IRS)’ col‐
lect quantitative and qualitative data
about safety events. The purpose of
the IRS is to help identify weak‐
nesses in policies or procedures in
the system so that changes can be
implemented.
Incident Report Systems classify the
collected data using different tax‐
onomies and quality indicators so
the aggregate classified reports help
determine areas that require deeper
investigation.

The point in the testing process at
which the error occurs is widely used
because it is reproducible and easy
to apply. Although this approach has
the advantage of identifying the step
in the testing pathway on which at‐
tention should be focused, it does
not consider the causative nature of
the quality failure.
“If diagnostic errors are seen as minor or trivial, it is unlikely that
much attention is given to them.”
Alternative classification systems
consider additional factors that
point to what initially cause the er‐
ror, for example, if the error is cogni‐
tive or non‐cognitive.

failures should consider not only the
actual harm sustained, but also the
potential worst case scenario ‐ po‐
tential harm ‐ for those events that
did not cause harm.
In a study by O’Kane2, when the
events that caused no actual harm
to the patient were scored, accord‐
ing to the potential harm, 68% were
heavily skewed in favour of high po‐
tential adverse impact.
Those events that resulted in no
harm to the patient because of the
intervention of an individual or by a
fortunate evolution of the circum‐
stances are called “near misses.”

Cognitive errors are those where the
incorrect choice was based on insuf‐
ficient knowledge. Non‐cognitive
errors are unconscious lapses in ex‐
pected automatic behavior.

Because “near misses” are more nu‐
merous than adverse events, and
cause no harm to the patients, they
are considered a cheap learning tool
and offer advantages for risk identifi‐
cation and analysis.

The importance of classifying the
events as cognitive or non‐cognitive
lies on the fact that the two types of
errors call for the use of different
responses.5

It is essential then that ALL quality
failures or safety events are re‐
ported. If diagnostic errors are seen
as minor or trivial, it is unlikely that
much attention is given to them.

Many times the corrective action
involves additional training for non‐
cognitive errors. However, it would
be more appropriate to concentrate
on improving the system by increas‐
ing error checking, increasing staff
numbers and decreasing task com‐
plexity.5

One of the most important factors
that affect the reporting of safety
events is the prevailing culture
within the laboratory. Fear of at‐
tracting blame, lack of feedback, or
considering the error too trivial to be
reported, are common barriers lead‐
ing to under‐reporting. 4

Although this classification provides
a more comprehensive picture of
individual quality failures, it is more
subjective and difficult to apply.
Classifying events according to the
degree of harm is very widely used
as it is usually the first factor used
when prioritizing events.

On the other hand, a ‘systems ap‐
proach’ that focuses on correctly
designed systems to detect and pre‐
vent errors, the awareness of the
impact of error detection on patient
safety, together with positive feed‐
back and corrective action, increase
error reporting and participation by
laboratory personnel.

It is important that any system of
grading the seriousness of quality

A successful Patient Safety Incidents
identification and reporting program
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is possible only with management
committed to a patient safety cul‐
ture.
Management must resist the temp‐
tation to interpret a higher number
of reports as a signal of more prob‐
lems, but instead interpret it as a
positive sign that incidents are rec‐
ognized as an opportunity to learn
and enhance patient safety.
Lastly, there must be tangible evi‐
dence that quality‐failure reporting

results in action in the form of im‐
proved policies, procedures, or to
the laboratory environment.
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In the next issue:
Reporting Error in the Laboratory - Part II: The BC Patient and Safety Learning System

Website Updates
Clinical Bacteriology
Gram stains photographs: as requested by participants more photographs of Gram stain challenges are being posted
online. You can find these photographs on the final results page:
http://www.cmpt.ca/critiques/2012/critiques_2012.html
Photo‐album: the photo‐album has been updated. It is divided into two categories: Gram component (regular clinical
bacteriology sendout) and Supplementary Gram Program and it is now sortable by challenge number and by site. Click
on the “challenge” or “site” headers to sort the photographs and corresponding results. Big images can be accessed by
clicking the “Big Pic” link.

Clostridium difficile
Results for the Clostridium difficile program are now posted on the following page:
http://www.cmpt.ca/survey_results_cb/cdiff_results_page.html
The page contains the latest results and the fact sheet for sample processing, methods, and results interpretation.
Critiques will only contain results and comments for each challenge and are available by clicking the challenge number.

Trichomonas vaginalis antigen
Results for the Trichomonas vaginalis antigen program are posted on the page:
http://www.cmpt.ca/survey_results_trich/trich_results.htm
The page contains the latest results and the fact sheet for sample processing, antigen test, and clinical significance.
There are no critiques for Trichomonas vaginalis antigen challenges.

Shiga Toxin
Results for the Shiga Toxin program are posted on the page:
http://www.cmpt.ca/survey_results_shiga/shiga_results.html
The page contains the latest results and the fact sheet for methods and clinical significance.
There are no critiques for Shiga Toxin challenges.
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Get Connected
CMPT’s OPEN HOUSE
CMPT would like to invite participants to its annual
general meeting (AGM).
Every year, CMPT rounds up the year with an annual
meeting during which we evaluate our performance

Follow us on Twitter
@cmptubc

during the year, receive suggestions from our committee members and ac‐
creditation bodies, present new ideas and programs, and discuss future di‐
rections.
For the first time, CMPT would like to extend the invitation to attend the
AGM to participant laboratories.
We think that it would be of good advantage for both parties to increase
communication and participation.
We will be sending a survey soon to find our if there is enough interest to
make this happen.
Please stay tuned!!

ABOUT CONNECTIONS

“Connections” is published quarterly
by CMPT and is aimed at the Micro‐
biology staff.
Editor: Veronica Restelli
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Upcoming Events
December
SWACM Full Day Workshop: Basic Medical Mycology
December 14, 2012 University of Mary Hardin‐Baylor, Belton, TX
More info: http://www.swacm.org/workshops/currentworkshops.htm
March 2013
5th Wastewater Management Conference & 48th Central Canadian Symposium
on Water Quality Research
March 6‐8, 2013 Hamilton, Ontario
More info: http://cwwa.ca/WastewaterConference_e.asp
April 2013
23rd ECCMID
April 27—30, 2013 Berlin, Germany
More info: http://www.congrex.ch/eccmid2013.html

By mail
Room 328A, 2733 Heather street,
Vancouver, BC
V5Z 1M9
Canada
By phone: 604– 875‐4685
By fax: 604‐875‐4100
By email: restelli@mail.ubc.ca
Connections is available online:
www.cmpt.ca/
newsletter_connections.html
We want to hear from you. Please
follow the link to submit questions,
suggestions, articles, information
about events, etc.
www.cmpt.ca/newsletter_bulletin/
news_submissions.htm
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