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William Osler Health System (Osler) is one of Canada’s largest community hospital corporations serving over 1.3 million
residents in Brampton, Etobicoke and surrounding communities in the Greater Toronto area in Ontario, Canada.

Osler laboratories are accredited to the ISO 15189— based OLA15189P|us™ standard. Accreditation to OLA15189Plus™
has allowed Osler to demonstrate its ongoing commitment to patient safety, reduce errors and establish its laboratory
centers as leaders in quality management. A key component of Osler’s strategy to continually improve while meeting
accreditation requirements is in its management review process.
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quality: Service Excellence, Access, Effectiveness and Safety. The scorecards are a strategic measurement and communication tool.
They translate the laboratory mission, vision and strategy through objectives and measures and provide a framework to

describe the key elements in the achievement of Osler’s strategy. As a result of the management review process, the laboratory at
Osler has seen an improvement in many processes including turnaround time, blood culture contamination, point-of care-testing
non conformance . Through tracking and reporting of block mislabeling errors in Histology and performing a FMEA (Failure Modes
Effects Analysis), the Laboratory is now actively pursuing bar-coding technology.

Management reviews allow senior leadership at Osler to reaffirm their commitment to continually improving the QMS.
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THE MANAGEMENT REVIEW TOOLKIT

Included in the Management Review Toolkit:
¥ Management Review Checklist (Agenda)- The Inputs Laboratory Balanced Scorecard
¥ Annual Laboratory Quality Activity Report e—

v Balanced Scorecards -
Y Minutes to Meeting Template

v Action Plan Template- The outputs
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process which involves many members of the health care team. Errors can occur at any stage outcomes for patients and represent potentially life-threatening situations.

during the process and may result in serious clinical outcomes for patients. % of all critical laboratory results reported to the health care provider according to established policies
In 2010, a Failure Modes Effects Analysis (FMEA) was performed in Histology at Osler. The FMEA included and accurate documentation of the communication

mapping the overall process for Surgical Pathology specimens from receipt to report, identifying barriers, in- Critical values reporting is considered an important laboratory process as it can impact on
cluding causes for these barriers and redesign of the existing process. The team reviewed factors which con- clinical decision making patient safety and operational efficiency.

tribute to errors and devised error reduction strategies. Clinician feedback on lab critical result reporting:

Critical to the ongoing process is detection, reporting and monitoring error rates. As a result of the FMEA and ® 67% of clients indicated that critical result may change the course of treatment
risk to patients ® 95% of clients indicated that effective communication of critical lab results is valuable for
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Turnaround Time
Definition: % of specific laboratory tests which meet established benchmarks
Rationale: Timely reporting of laboratory tests may improve the efficiency, effectiveness and
client satisfaction.

Management review is an integral part of an effective Quality Management System. It is a value
added activity which addresses all stages of the total testing process with a focus on
areas considered most likely to have important consequences on patient care and health
False + BC are costly as they are associated with an increased hospital length of stay, diag- outcomes to improve the quality of laboratory testing.
nostic testing and increased antibiotic use leading to potential resistance. Management reviews have:
e Helped the laboratory bridge gaps internally and with external stakeholders
e Allowed the laboratory to do a better job, to focus its energy, to ensure team members are
working towards the same goals and to assess the laboratory’s direction in response to an ever

False + BC lead to unnecessary repeated tests, as well as unnecessary drug use (Antibiotic

Action Plan from Management Review— The Outputs resistance) with potential harm to the patient and significant downstream patient care costs.
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