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ASCEP has received $3.9 million for the first year of its
second five-year initiative with the U.S. Centers for Disease
Control and Prevention (CDC) to continue working with
the CDC to strengthen laboratory services for the testing
and monitoring of HIV/AIDS patients in Ethiopia, Guyana,
Haiti, Kenya, Lesotho, Mozambique, Namibia, Nigeria,
Rwanda, South Africa, Swaziland, and Tanzania. ASCP
needs members who are fluent in French and/or Portuguese
to translate education materials, serve as facilitators during
in-country trainings, and provide technical assistance in
countries that are severely affected by HIV/AIDS. Go to

www.ascp.org and click on Global Initiatives.



Arts in Culture

From ‘Cancer Winter’

By Marilyn Hacker

I had “breasts like a twenty-five-year-old,”
and that was why, although a mammogram
was done the day of my year-end exam

in which the doctor found the lump, it told
her nothing: small, firm, dense breasts have and hold
their dirty secrets till their secrets damn

them. Out of the operating room

the tumor was delivered, sectioned, cold-
packed, pickled, to demonstrate to residents
an infiltrative ductal carcinoma

(with others of its kind). I've one small, dense
firm breast left, and cell-killer pills so no more
killer cells grow, no eggs drop. To survive

my body stops dreaming it’s twenty-five.

It’s not Auschwitz. It’s not the Vel d'Hiw.
It’s not gang rape in Bosnia or

gang rape and gutting in El Salvador.

My self-betraying body needs to grieve

at how hatreds metastasize. Reprieved

(if I am), what am I living for?

Cancer, gratuitous as a massacre,

answers to nothing, tempts me to retrieve
the white-eyed panic in the mortal night,
my father’s silent death at forty-eight,

each numbered, shaved, emaciated Jew

I might have been. They wore the blunt tattoo,
a scar, if they survived, oceans away.

Should I tattoo my scar? What would it say?

No body stops dreaming it’s twenty-five,

or twelve, or ten, when what is possible’s

a long road poplars curtain against loss, able
to swim the river, hike the culvert, drive
through the open portal, find the gold hive
dripping with liquid sweetness. Risible
fantasy, if, all the while, invisible

entropies block the roads, so you arrive
outside a ruin, where trees bald with blight
wane by a river drained to sluggish mud.
The setting sun looks terribly like blood.
'The hovering swarm has nothing to forgive.
Your voice petitions the indifferent night:
“I don’t know how to die yet. Let me live.”

From Winter Numbers by Marilyn Hacker
Copyright © 1994 by Marilyn Hacker
Reprinted by permission of Frances Collin, Literary Agent

Hacker

Ms. Hacker is professor of English at City College of New York.
This is an excerpt from “Cancer Winter,” first published in The
Paris Review (Issue No. 131, Summer 1994). The poem also
appears in Hacker’s book, Winter Numbers (W. W, Norton &
Co., New York, 1994). For “Cancer Winter,” Hacker won the
John Masefield Memorial Award from the Poetry Society of
America and the Bernard F. Conners Prize for Poetry by The
Paris Review. Winter Numbers won the Lambda Literary
Award from the Lambda Literary Foundation and the 1995
Lenore Marshall Poetry Prize of the American Academy of
Poets and The Nation for the most outstanding book of poetry
published in the United States in the previous year.
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News for the Entire Laboratory Team

Understanding National Patient

Safety Goal 2C:

Clarity Brings Compliance

By Terri Yablonsky Stat

any laboratory professionals struggle to interpret

The Joint Commission’s National Patient Safety
Goal (NPSG) 2C. Confusion surrounds the definitions
of critical tests and results and turnaround time. In brief,
NPSG 2C requires that laboratories measure and assess
and, if appropriate, take action to improve the timeliness of
reporting, and the timeliness of receipt by the responsible
licensed caregiver, of critical test results and values.

Critical test result refers to both the results of a critical
test and to test results with critical values. Hospitals need to
make a distinction between critical tests and critical results.

As defined by The Joint Commission, critical tests
(often referred to as stat tests) are those tests that will
always require rapid communication of the
results, even if normal. The time interval to
be measured is that from ordering the test
to reporting the result to a clinician who can
act on the result.

Critical results, also known as critical
values, are test results that fall significantly
outside the normal range and may represent
life-threatening values (e.g., panic values or
red-line values) even if from routine tests.
Measurement is the time interval from the
identification of the critical result to receipt
by the responsible licensed caregiver.

“The hospital should establish by
policy a list of its critical tests and critical
results and the expected turnaround time,” says Margaret
Peck, MS, MT(ASCP), executive director of the laboratory
accreditation program at The Joint Commission. “The Joint
Commission does not determine what diagnostic tests and
procedures should be defined as critical. This decision is

Margaret Peck

left to the hospital and its medical staff. Neither does The
Joint Commission determine responsibility for or frequency
of monitoring turnaround time. A practical, justifiable list,
however, will minimize the monitoring resources required.”

A Broader Perspective

"The terms critical tests and critical results are
not limited to laboratory tests. According to The Joint
Commission, these definitions also apply to any imaging
studies, electrocardiograms, or other diagnostic tests defined
by the organization as critical. All areas of the hospital that
perform these tests must monitor turnaround time (TAT).

“The scope is much broader now,” says Jack E. Garon,
MD, chair of pathology at Mount Sinai Hospital Medical
Center in Chicago. “Monitoring TAT moves outside the lab
in a way that is patient-focused. I think it’s a
bit uncomfortable for staff but a good thing
for patient care.”

Each organization has its own way
of establishing its list of critical tests.
“We asked people at other hospitals,” says
Anthony Kurec, MS, H(ASCP)DLM,
administrator, University Pathologists
Laboratory at State University, New York
Upstate Medical University, Syracuse. “The
bottom line is if you identify too many
critical tests and choose to monitor them, it
becomes a full-time job.”

Most people are monitoring one or

two crucial tests, Kurec says. Because it can be difficult to
track down a provider for follow-up, his laboratory’s policy
identifies key people to whom laboratory staft can report a
result if they can’t reach a doctor.
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“I would suggest periodically sampling
a few records for the required reporting
interval, focusing on high-volume or
problematic tests first,” adds Peck. “If you
have some evidence of occasional monitoring
of this interval and action taken when a
problem is identified, that will be satisfactory
for compliance.”

Defining Turnaround Time

“Many people fall into the trap of
thinking in the lab silo,” Dr. Garon says.
“The lab may handle the specimen only for a
portion of the time, so laboratories consider
the TAT only what happens in the lab. But the larger
institution, namely, the hospital, has responsibility for the
entire TAT.

“For critical tests, if an institution is measuring only
the time in the lab, then it is not measuring the whole
TAT,” says Dr. Garon. “The clock starts when the test is
ordered and ends when the results are in the hands of a
licensed caregiver. The lab might not be responsible for all
aspects of TAT, but the larger hospital is responsible for
the whole TAT.

“In my institution, tests in the
emergency room are drawn by nursing,
so delays in the pre-analytical phase are
unlikely to be caused by the lab. Those
delays are still part of the turnaround time,
and the institution needs to measure and
improve it. The institution should look at
the different phases of TAT—pre-analytic,
analytic, and post-analytic—separately,
because that’s a good way to identify
problems. The lab might contribute data on
only two or three of these phases, but often
all the data are captured by the laboratory
information system.”

i
Karin Olson

Anthony Kurec

Challenges Posed by Chronic

Conditions

Hospitals are challenged by patients with chronic
conditions who have abnormal values as defined by the
hospital but are within the “normal” range for that patient,
says Denise King, RN, MSN, CEN, president of the
Emergency Nurses Association. For example, if a patient is
admitted with diabetic ketoacidosis, 400 mg/dL or higher
may be a critical value on a blood glucose test. There is going
to be a period of time when the patient’s sugar is higher
than that critical value.

“The hospital must be able to articulate a policy that
anything higher than that value is not going to be a critical
value for that particular patient,” King says. “If a blood
sugar is done every 30 minutes, you don’t want to call the
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doctor several times a day to report these
values when it isn’t necessary.” The Joint
Commission allows for this as long as an
organization has a policy stating when
critical values in chronic patients need to be
called back.

One way to overcome this is to raise the
threshold of critical results. “Studies show
that by changing thresholds, such as in
the dialysis clinic, hospitals can decrease
unnecessary phone calls to doctors and
costs,” says Kurec.

Another approach would be to customize
critical values based on which department
orders the test. “Lots of doctors would like critical values
to be more customized for their patient populations,” says
Karin Olson, MT(ASCP), program associate for quality,
University of lowa Hospitals and Clinics, Iowa City.

But that’s not so easy for nurses. “From the nursing
perspective, the more a hospital can standardize the process
of reporting results from department to department and test
to test, the more success they will have,” says King. “Nurses
work in more than one department. The process should be
the same regardless of the department.”

Other Challenges

Once the laboratory staff reports a
critical value to the licensed caregiver,
the hospital must have a mechanism for
evaluating when the physician actually
received the information and when
treatment or action was taken, says Olson.
“Once the licensed caregiver has the critical
value report, it is sometimes difficult to
identify in the patient’s chart the action
taken as the result of a critical value report.
'The appropriate action can vary depending
on the patient circumstances or condition.”

Olson’s laboratory tries to avoid multiple exceptions
to the critical values calling policy. “Introducing multiple
exceptions into a process creates more opportunities for staff
to forget or confuse the exceptions,” she says.

Ideally, a laboratory information system would have the
ability to have multiple critical value lists based on location
or service unit, Olson says. “Having a computer system that
can flag critical values based on different sets of parameters
or rules is more reliable than having humans trying to
remember all the different rules.”

e

Ms. Stat is a freelance health writer based in Northbrook, IL.
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