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ABSTRACT

This study was about evaluating the rate of specimen rejection in Kibogora DH. This study
considered the following objectives; to assess the cause and rates of specimen rejection in
Kibogora DH, to investigate the criteria of specimen rejection in Kibogora DH and to evaluate
clinical consequences of specimen rejection on patients in Kibogora DH.

Some studies investigate the magnitude of rejection among received specimens through sample
referral network. GeneXpert for TB drug resistance testing, HIV viral load, CD4 and EID
specimens were among the rejected specimen types. It was also evaluated the rejection reasons
and trends of rejection whether the problem was improved through time or continued as it was.
The considered total sample in 95621 periods of 2018 where rejected sample was of 66.
Referring to objective one, was summarized in table 1 shows that along study period the
specimen which were received in Kibogora D H were 95621 and among them 66 which
represented 0.069% were rejected due to different causes. table 2 illustrates that the types of
rejected samples were blood which were 64 which represented 96.97%, urine which represented
1.51% and 1.51% were TB samples. Referring to objective two, it was summarized in table 3
demonstrates that samples were rejected due to clotting where 60.6% of samples were rejected
due to this reason, 12.12% were rejected due to missed request form , 4.54% were rejected
because they were in inappropriate tube, 3.03% were rejected as they mislabeled, 3.03% were
rejected as they were hemolyzed sample, 4.54% were rejected as they delayed transport time
and sample processing ,3.03% were rejected due to wrong labeled and 9.09% were rejected due
to insufficient sample. Objective three showed that; in the table 6 highlights that high rate of
recollection of specimen was a major consequence of sample rejection as it was caused by
42.42% of sample rejection, 18.18% of sample rejection caused repeated phlebotomy, causing
discomfort and potential complications in the affected patients was 18.18% of sample rejection,

21.21% of sample rejection caused by delay in availability of test results.

By conclusion, is clear the comprehensive analysis of specimen acceptability criteria and
specimen rejection detailed in this study emphasized that specimen rejections for various reasons
are a continuous challenge for hospitals and other laboratories. Detailed analyses of specimen
rejection rates and related issues, allowed to formulate an inter-disciplinary and efficient plan

targeted to decrease specimen rejection rates at institution.
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CHAPTER ONE: GENERAL INTRODUCTION

1.0. INTRODUCTION

This chapter concern on describing the background of the study, problem statement, purpose of
the study, objectives of the study, hypothesis and scope of the study.

1.1. BACKGROUND OF THE STUDY

Precision, accuracy, and short turnaround time (TAT) are important in effective emergency
laboratory services. The type of laboratory errors is classified as pre-analytical, analytical, and
post-analytical, depending up on the time of presentation. Laboratory specialists have been
demonstrated that 70% of errors occur in the pre-analytical phase which is an important
component of laboratory medicine (Carraro P et Al, 2007).

Plebani et al (2012) state that the pre-analytical phase includes test request, patient or sample
identification, sample collection, handling and transport, sample preparation for analysis such as
centrifugation, alquoting and sorting. It has been demonstrated that most errors occur in the pre-
analytical phase by healthcare personnel who are not under the control of the laboratory. For the
prevention of pre-analytical error, the most reliable approach is to construct pre-analytical
standardization (Lippi G, Guidi GC., 2006).

Quality in laboratory medecine has been defined as the guarantee that each single step
throughout the total testing process (TTP) is correctly performed. Due to the improvements in
analytical techniques and instrumentation, a 10-fold reduction in the analytical error rate has
been achieved in the past decades. However, the pre-analytical errors have been found to be
much more vulnerable in the TAT (Plebani M., 2010).

Normally, shortening turn-around-time(TAT) is one of the quality indicators in emergency
laboratories. It is obvious that the improvement in TAT is related with correct pre-analytical
phase procedure, receiving the appropriate sample from the right patient on time is necessary to

achieve reliable laboratory results and promote patient safety.



1.2. STATEMENT OF THE PROBLEM

The rejection of phlebotomy specimens may be considered a clinical laboratory problem, but it
has a wide range of direct negative implications for patient care. On the most obvious level,
rejected specimens lead to inconvenience and discomfort of repeated specimen collection, with
accompanying delay in reporting test results. Specimen rejection leads to median lag of 65 min
in availability of test results (Karcher DS, et al 2014), potentially postponing the availability of
critical values, the ability to make diagnose, and the initiation or cessation of treatment. Because
of the many negative consequences of specimen rejection, monitoring of specimen acceptability
is an important quality assurance measure within the clinical laboratory. Many studies have
evaluated this issue in individual laboratories and have reported rejection rates ranging from
0.1% to 3.49% (Alsina MJ, 2008).

So, this study was designed to highlight the extent at which the specimen is rejected and the

negative consequences to the patient in the hospital considered as study area.

1.3. PURPOSE OF THE STUDY

This study will concentrate on evaluating the rate of specimen rejection in Kibogora DH.

1.4, OBJECTIVES OF THE RESEARCH
This study will consider the following objectives:

1. To assess the cause and rates of specimen rejection in Kibogora DH.
2. To investigate the criteria of specimen rejection in Kibogora DH.

3. To evaluate clinical consequences of specimen rejection on patients in Kibogora DH.

1.5. RESEARCH QUESTIONS

1. What are the cause and rate of specimen rejection in Kibogora DH?
2. What are the criteria of specimen rejection in Kibogora DH?

3. What are clinical consequences of specimen rejection on patients in Kibogora DH?



1.6. SIGNIFICANCE OF THE STUDY

The present research is of great importance to diverse careers; in fact, the researcher and lab

workers.

1.6.1. To researcher
The findings of the study will be beneficial to the researcher in being experienced to carry out
the research and the research will stand as partial fulfillment for the requirement of an award of

Bachelor degree in biomedical laboratory.

1.6.2. To lab workers
The research will help the community the adoption of policies which could help them in

reducing specimen rejection

1.7. SCOPE OF THE RESEARCH

1.7.1. Content scope

This study will interest on assessment of rate of specimen rejection.
1.7.2. Geographic scope

This study will take place in Kibogora hospital located in Nyamasheke district.
1.2.3. Time scope
This study will be conducted in 12 months of 2018.



CHAPTER TWO: LITERATURE REVIEW

2.1. RATE AND CAUSES OF LABORATORY SPECIMEN REJECTION

About 70% of the errors in the laboratory occur during pre- analytical phase of the laboratory
processes. Specimen collection is the one of pre- analytical processes that ensure to provide
accurate, reliable and timely results to patients. However, improper collection of samples could
delay patient results due to unnecessary specimen re-draws and elongated corrective and

preventive action activities.

A retrospective study conducted by Clinical Laboratory Standards Institute (2010) to identify the
proportions of rejected specimens at the emergency laboratory. It was detected that an overall
specimen rejection rate of 6% in our emergency laboratory. The results have shown that the most
important rejection cause in our emergency laboratory is fibrin clots (28%) for biochemistry
tests, additionally blood sample clot (35%) for coagulation tests, complete blood count (CBC)
and blood gas analyses.

The most commonly reported types of pre-analytical errors in the stat laboratory were hemolyzed
samples (46.4% in biochemistry), clotted samples (43.2% in hematology), lost samples (6.4%),
inadequate sample-anticoagulant ratio (2.9%), patient misidentification (0.7%), samples
collected in wrong blood collection tubes (0.3%) and missing test requests (0.1%) (Steindel SJ,
2001). It was have previously reported the sample rejection ratios of the core laboratory; the
most frequent reason was the clotted specimen (55.8% of total rejections), followed by
inadequate volume (29.3% of total rejections), similar to the emergency laboratory data. Most of
the clotted specimens were received from adult hospital inpatient services (54.3%), followed by

pediatric hospital inpatient services (26.8%) (Sinici Lay I, 2014).



2.2. CRITERIA OF SAMPLE REJECTION

Hemolysed specimens should not be used in coagulation testing because of possible clotting

factor activation, which may also produce inaccurate results.

According to the International Organization for Standardardization (1SO), clinical laboratories
should develop criteria for acceptance or rejection of samples. However, when the sample is
clinically critical or irreplaceable, the laboratory chooses to process the sample, and the final
report should indicate the nature of the problem and, where applicable, that caution is required
when interpreting the result (International Organization for standardization, 2012).

In Ethiopia, laboratory testing is through sample referral to more advanced reference laboratories
using the established referral networking system (Kebede Y, 2016). A study conducted in
Gondar University hospital showed that specimen rejection contributed 3.8% of the total pre-
analytical errors for clinical chemistry testes (Ambachew S., 2018).

Moreover, hemolysis could influence test results by falsely elevating the analytes (Narayanan S,
200). Vigorous mixing of the specimen, pneumatic tube transport of the specimens, or forcing of
blood through a large-bore needle of a syringe may cause the red blood cells to rupture, resulting

in hemolysis (Carraro P, 2000).

The evaluated main rejection criteria which were identified are; improper test requests
(incomplete, duplicate, errors in test input, inconsistent information), inappropriate transport
(transport temperature, light exposure, delayed transport time), specimens without barcodes or
unsuitable barcodes misidentification (unlabeled, mislabeled or mismatched samples), improper
container or tube (including precious samples such as cerebrospinal fluid), insufficient specimen

volume (inappropriate blood/anticoagulant ratio).

2.3. CLINICAL CONSEQUENCES OF SPECIMEN REJECTION

The previous studies clearly documents the consequences of laboratory specimen defects and
resulting specimen rejection. Prospective analysis performed by 78 institutions of a total of
2054702 specimen accessions revealed an overall specimen rejection rate of 0.2%. This is

generally generally in line with the rate reported in past studies in paste studies of specimen



rejection, which have typically shown rates of less than 0.3% and up to 0.75% with lower
rejection rates reported in more recent studies (Zarbo RJ, 2002).

The study carried out by the joint commission (2013) showed that the first and most direct
consequence of specimen rejection is the need to collect a new specimen from the patient. In this
study,86.8% of rejected blood specimens led to repeated phlebotomy.

A troubling finding in this study was the very high rate of mislabeled specimens that were the
result of allowing providers and other patient care team members to relabel specimens that were
received in the laboratory improperly labeled. Of the participating institutions, 45% allow
relabeling of blood specimens and 37% allow relabeling of urine specimens. Among the
institutions allowing specimen relabeling, this was reported to be allowed at higher rates for
incompletely labeled specimens, but 59% and 38% of participating institutions allow correction
of mislabeled or unlabeled blood specimens, respectively.

In summary, specimen rejection leads to a high rate of recollection of specimens, including
repeated phlebotomy and recatheterization for urine, causing discomfort and potential
complications in the affected patients. Specimen rejection also leads to frequent abandonment of
the test(s) originally ordered, more so with nonstart tests and urine specimens. Finally, the
practice of allowing relabeling of improperly labeled specimens is associated with little clinical
benefit but introduces a significant likelihood of specimen mislabeling and potential harm to the

patient.



CHAPTER THREE: MATERIALS AND METHODS

3.0. INTRODUCTION

This chapter presented different methods and materials which were used to collect the data to
assess the rate of specimen rejection in Kibogora DH.

3.1. RESEARCH APPROACHES AND DESIGN

As this research need to know the several kind of information several arguments was considered
(argument which are in type of statements and arguments which are in type of number). Then
present research put into consideration used two approaches to collect all kind of data: qualitative
(for collecting information in type of statement) and quantitative (to collect data in type of

number).

3.1.1. Quantitative approach
This approach helps the researcher to collect the information in numerical data to investigate
traits and situations in data collection and data were analyzed using statistical methods to arrive

at results which were interpreted to give meanings of the study.

3.1.2. Qualitative approach
It emphasizes on description where people’s event views and arguments to give different ideas

and arguments about the study.

3.1.3. Research design
A retrospective study was conducted for 12 months of 2018. Participants were recruited from

Kibogora district hospital and sample of specimens will be collected.

3.2. STUDY AREA DESCRIPTION

Mission Organization: General Missionary Board, Free Methodist Church

Location: Kibogora hospital is found in Rwandan country western province precisely in
Nyamasheke district in Kanjongo sector.

Specialties Needed: GS, ORS, OBG, IM/FP, EM, U, GE, OTO, OPH, PED ORS, PS, PD, AN,
Dentist, Physical Med, & Rehab, Derm, Neurologist, Neonatology, Rheumatology, Nephrology,



CVS, TS, Hematologist, Geriatrics, Allergy and IMM, CARD, RAD, Oral & Maxillofacial
Surgeon, PD SURG, NS

Profile: Kibogora Hospital is a 279 bed facility that includes: (75) Post-surgery, (64) Pediatric,
(51) Internal Medicine, (45) Maternity, (6) Neonatal, (7) Emergency room, (18) Isolation and
(13).

3.3. TARGET POPULATION
The target population of this study was sample of specimen from all units found in Kibogora
district hospital in the period of 12 months in 2018 which were 95621.

3.3.1. Inclusion criteria

All specimen collected inside Kibogora district hospital.
3.3.2. Exclusion criteria

Specimen from outside of Kibogora district hospital.

3.4. SAMPLE SIZE

In this study, the data about the samples sent to the emergency laboratory during 12 months from

were evaluated.

3.5. SAMPLING PROCEDURES

A convenient sampling strategy was used to gather participants. This was achieved in
collaboration with Kibogora district hospital, the purpose of this study was explained to the study
population and encourage them to participate in all scenario that were conducted within that

period.
3.6. MATERIALS AND EQUIPMENT

3.6.1. Materials and equipment

Records of specimens, Logbooks and laptop machine to enter data.

3.6.2. Data collection methods

The methods which was used is a retrospective method.



3.7. DATA ANALYSIS PROCEDURES
In addition various activities were performed to ensure a better processing of data. This analysis
was effectively run by focusing on the use of software.

Sample rejection ratios (SRRs) will be calculated according to different test groups
(biochemistry, CBC, blood gases, coagulation, TDM, cardiac markers, hormones and anemia
panel) and analyzed according to the site of services (ED, inpatient services). The distribution
frequencies between the point of collection and the specimen rejections were evaluated by
descriptive statistical analyses.

3.7.1. Editing
This involved the identification and corrections of errors found in log book and attitude scale
responses. It was done immediately after such responses are cross-checked to make sure that

accuracy, completion and uniformity are purposefully reinforced.

3.7.2. Coding
Coding was applied for the transformation of gathered results from the field study into categories

converted into codes for easy qualitative and quantitative analysis.

3.7.3. Tabulation
After carrying out editing and coding, frequency distribution tables were used. Tables were
constructed according to the main themes in the log book summarized all the findings of the

study. Therefore, the results were presented in terms of frequencies and percentages.

3.8. ETHICAL CONSIDERATION

Confidentiality was of great importance while gathering information. This is the reason why the
identity of individuals from whom the information was drawn was not permeated. Informants
were not pressured to become a subject of the research. This was done to ensure the safety, social
and psychological of both people and local leader respondents.

Then after, the researcher tried to get data from respondents; the information given will have to

be treated with confidentiality and anonymity.

10



3.9. RELIABILITY AND VALIDITY MEASURES

Validity and reliability of the instruments to be used in this study will be given assurance in the
way the researcher will give to his supervisor such instruments for the necessary corrections.

To ensure the validity of the instrument, research will check the log book for the consistency of
the items, intelligibility and clarity, for adjustment and realignment purposes. As for reliability,
the concept refers to the degree to which the same results would be obtained in repeated attempt
of the same tests.

11



CHAPTER FOUR: DATA PRESENTATION, ANALYSIS, INTERPRETATION AND
SUMMARY

4.0. INTRODUCTION
The data of this survey were presented following the objectives of the study and this chapter was
divided into three sub chapters including; data presentation and interpretation, discussion and

summary of findings.

4.1. DATA PRESENTATION AND INTERPRETATION
This section is organized into three subsections which were prepared as follows, findings relating
to first objective, findings relating to second objective and findings relating to third objective.

4.1.1. Results regarding causes and rejection  rate of specimen

4.1.1.1. Rejection rate of specimen

While carrying out this study, the researcher considered the data about rejected samples available
in 2018.

Table 1: Rejection rate of specimen

Category of specimen Frequency Percentage
All specimen 95621 100
Rejected specimen 66 0.069

Source: Secondary data, July, 2019

Table 1 shows that along study period the specimen which were received in Kibogora D H were

95621 and among them 66 which represented 0.069% were rejected due to different causes.

4.1.1.2. Rejected sample by type of specimen

The rejected sample were found to be of different types.

12



Table 2: Rejected sample by type of specimen

Type Frequency Percentage
Blood 64 96.97
Urine 1 1.51

B 1 151

Total 66 100

Source: Secondary data, July, 2019

Table 2 illustrates that the types of rejected samples were blood which were 64 which
represented 96.97%, urine which represented 1.51% and 1.51% were TB samples.

4.1.2. Reasons or rejection criteria of samples in Kibogora DH

In study area samples were found to be rejected due to different reasons.
Table 3: Reasons or rejection criteria of samples in Kibogora DH

Reasons Frequency Percentage
Clotted samples 40 60.6
Missed request form 8 12.12
Inappropriate tube 3 4.54
Mislabeled sample 2 3.03
Hemolyzed Sample 2 3.03
Wrong labeled 2 3.03
Insufficient sample 6 9.09
Delayed transport time and | 3 4.54
sample processing

Total 66 100

Source: Secondary data, July, 2019

Table 3 demonstrates that samples were rejected due to clotting where 60.6% of samples were
rejected due to this reason, 12.12% were rejected due to missed request form, 4.54% were
rejected because they were in inappropriate tube, 3.03% were rejected as they mislabeled, 3.03%

were rejected as they hemolyzed sample, 4.54% were rejected as they delayed transport time and

13



sample processing,3.03% were rejected due to wrong labeled and 9.09 were rejected due to

insufficient sample.

4.1.2.1. Rejected sample by site of services

Table 4: Rejected sample by site of services

Reasons Frequency Percentage
Emergency 8 12.12

Mat 10 15.15

Neo 5 7.57
Surgery 15 22.72

Ped 10 15.15
Internal medicine 16 24.24

SO 1 1.51

NC 1 1.51

Total 66 100

Source: Secondary data, July, 2019

Table 4 demonstrates that samples which were rejected from emergency was 12.12%, 15.15%
were rejected from mat, 7.57% were rejected from neo, 22.72% were rejected from
surgery,15.15 were rejected from ped,24.24% were rejected from internal medecine, 1.51% were

rejected from SO and 1.51% were rejected from NC
4.1.2.3. Specimen Rejection by Type of Healthcare Provider Collecting Specimen

The samples which were rejected from different type of healthcare provider collecting specimen.

Table 5: Specimen Rejection by Type of Healthcare provider Collecting Specimen

Type Frequency Percentage
Registered nurse 64 96.96
Patient care technician 1 151
Licensed practical nurse 1 1.51

Total 66 100

Source: secondary data, July, 2019
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Table 2 illustrates that the types of healthcare provider where rejected samples were from are
registered nurse where 64 which represented 96.96% were from them, patient care technician
delivered 1.51% rejected samples and 1.51% were from licensed practical nurse.

4.1.3. Clinical consequences of sample rejection

The rejection of samples was found to have various clinical consequences to the patients.

Table 6: Clinical consequences of sample rejection

Type Frequency Percentage
High rate of recollection of | 28 42.42
specimens

Repeated phlebotomy 12 18.18
Causing  discomfort and | 12 18.18

potential complications in the
affected patients

Delay in availability of test | 14 21.21
results
Total 66 100

Source: Secondary data, July, 2019

Table 6 highlights that high rate of recollection of specimen was a major consequence of sample
rejection as it was caused by 42.42% of sample rejection, 18.18% of sample rejection caused
repeated phlebotomy, causing discomfort and potential complications in the affected patients was
18.18% of sample rejection, 21.21% of sample rejection caused by delay in availability of test

results.
4.2. Discussion of findings

4.2.1. Cause and rates of specimen rejection in study area.
While carrying out this study, the researcher considered the data about rejected samples available
in 2018.

Table 1 shows that along study period the specimen which were received in Kibogora D H were

95621 and among them 66 which represented 0.069% were rejected due to different causes.
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Table 2 illustrates that the types of rejected samples were blood which were 64 which
represented 96.97%, urine which represented 1.51% and 1.51% were TB samples.

About 70% of the errors in the laboratory occur during pre-analytical phase of the laboratory
processes. Specimen collection is one of the pre-analytical processes that ensure to provide
accurate, reliable and timely results to patients. However, improper collection of samples could
delay patient results due to unnecessary specimen re-draws and elongated corrective and
preventive action activities. This could dissatisfy customers in addition to time and resource
wastage in the laboratory.

A retrospective study conducted by Clinical Laboratory Standards Institute (2010) to identify the
proportions of rejected specimens at the emergency laboratory. It was detected that an overall

specimen rejection rate of 6% in our emergency laboratory.

Insufficient samples are the second most common reason (22%) for sample rejection in our
emergency laboratory. We know the difficulty of collecting sufficient blood sample from
newborns, children, oncology and ICU patients. The performance of venipuncture especially in
infants and children requires special training and skill. The pediatric population also has a risk
for anemia due to frequent blood draws necessitating small specimen volumes (Schnabl K,
2008). Lippi et al. (2012) have identified a clinically significant bias in test results when tubes
are drawn at less than 89% of total fill for activated partial thromboplastin time (aPTT), less than
78% for fibrinogen, and less than 67% for coagulation factor VIII, whereas prothrombin time
(PT) and activated protein C resistance remain relatively reliable even in tubes drawn at 67% of
the nominal volume. Hence, under-filled citrated tubes containing less than 80% of target

volume failed our acceptance criteria.

4.2.2. Criteria of specimen rejection in study area.

Table 3 demonstrates that samples were rejected due to clotting where 60.6% of samples were
rejected due to this reason, 12.12% were rejected due to missed request form, 4.54% were
rejected because they were in inappropriate tube, 3.03% were rejected as they mislabeled, 3.03%
were rejected as they hemolyzed sample, 4.54% were rejected as they delayed transport time and
sample processing,3.03% were rejected due to wrong labeled and 9.09% were rejected due to

insufficient sample.
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Hemolyzed specimens should not be used in coagulation testing because of possible clotting

factor activation, which may also produce inaccurate results.

According to the International Organization for Standardization (ISO), clinical laboratories
should develop criteria for acceptance or rejection of samples. Problems with patient or sample
identification, sample instability due to delay in transport or inappropriate container(s) and

insufficient sample volume are some of the examples of rejection criteria.

4.2.3. Clinical consequences of specimen rejection on patients in study area

The rejection of samples was found to have various clinical consequences to the patients.

Table 6 highlights that high rate of recollection of specimen was a major consequence of sample
rejection as it was caused by 42.42% of sample rejection, 18.18% of sample rejection caused
repeated phlebotomy, causing discomfort and potential complications in the affected patients was
18.18% of sample rejection, 21.21% of sample rejection caused by delay in availability of test
results.

The previous studies clearly document the consequences of laboratory specimen defects and
resulting specimen rejection. Prospective analysis performed by 78 institutions of a total of
2054702 specimen accessions revealed an overall specimen rejection rate of 0.2%. This is
generally in line with the rate reported in past studies of specimen rejection, which have typically
shown rates of less than 0.3% and up to 0.75%, with lower rejection rates reported in more recent
studies (Zarbo RJ, 2002).

An additional significant consequence of laboratory specimen rejection is abandonment of the
ordered test(s). Such abandonment may occur when the laboratory fails to request recollection or
relabeling/correction of a defective specimen (laboratory abandonment) or when the provider or
patient care team fails to comply with such a request (provider abandonment). The overall
specimen abandonment rate in this study was 11.2%, meaning that these patients
received no result(s) for the test(s) originally ordered. The laboratory abandonment rate was
lower (median rate = 1.3%) than when the provider abandoned the specimen (median rate = 5%),
but still significant. Specimen abandonment rates were significantly higher for all non-stat tests

and for urine specimens.
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4.3. Summary of findings

The findings of this study were summarized referring to objectives which were; to assess the
cause and rates of specimen rejection in Kibogora DH, to investigate the criteria of specimen
rejection in Kibogora DH and to evaluate clinical consequences of specimen rejection on patients
in Kibogora DH.

Referring to objective one, was summarized in table 1 shows that along study period the
specimen which were received in Kibogora D H were 95621 and among them 66 which
represented 0.069% were rejected due to different causes.

Table 2 illustrates that the types of rejected samples were blood which were 64 which
represented 96.97%, urine which represented 1.51% and 1.51% were TB samples.

Referring to objective two, it was summarized in table 3 demonstrates that samples were rejected
due to clotting where 60.6% of samples were rejected due to this reason, 12.12% were rejected
due to missed request form , 4.54% were rejected because they were in inappropriate tube,
3.03% were rejected as they mislabeled, 3.03% were rejected as they hemolyzed sample, 4.54%
were rejected as they delayed transport time and sample processing,3.03% were rejected due to
wrong labeled and 9.09% were rejected due to insufficient sample.

Objective three showed that; in the table 6 highlights that high rate of recollection of specimen
was a major consequence of sample rejection as it was caused by 42.42% of sample rejection,
18.18% of sample rejection caused repeated phlebotomy, causing discomfort and potential
complications in the affected patients was 18.18% of sample rejection, 21.21% of sample

rejection caused by delay in availability of test results.
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CHAPTER FIVE: CONCLUSION AND RECOMMENDATIONS

5.0 Introduction

This research concentrated on assessment the rate of specimen rejection in Kibogora DH.
Samples available in the year of 2018 were considered to evaluate the rate of sample rejection in
Kibogora DH. Data were collected using retrospective data collection methods where different
argument were gathered, presented analyzed and interpreted.

5.1. Conclusion

By conclusion, based on the objective of this study which were; to assess the cause and rates of
specimen rejection in Kibogora DH, to investigate the criteria of specimen rejection in Kibogora
DH and to evaluate clinical consequences of specimen rejection on patients in Kibogora DH.
Referring to objective one, it was concluded in table 1 shows that along study period the
specimen which were received in Kibogora D H were 95621 and among them 66 which
represented 0.069% were rejected due to different causes.

Table 2 illustrates that the types of rejected samples were blood which were 64 which

represented 96.97%, urine which represented 1.51% and 1.51% were TB samples.

Referring to objective two, it was concluded that table 3 demonstrates that samples were
rejected due to clotting where 60.6% of samples were rejected due to this reason, 12.12% were
rejected due to missed request form , 4.54% were rejected because they were in inappropriate
tube, 3.03% were rejected as they mislabeled, 3.03% were rejected as they hemolyzed sample,
4.54% were rejected as they delayed transport time and sample processing,3.03% were rejected
due to wrong labeled and 9.09% were rejected due to insufficient sample.

Obijective three showed that; in the table 6 highlights that high rate of recollection of specimen
was a major consequence of sample rejection as it was caused by 42.42% of sample rejection,
18.18% of sample rejection caused repeated phlebotomy, causing discomfort and potential
complications in the affected patients was 18.18% of sample rejection, 21.21% of sample
rejection caused by delay in availability of test results.

In conclusion, the comprehensive analysis of specimen acceptability criteria and specimen
rejection detailed in this study emphasized that specimen rejections for various reasons are a

continuous challenge for hospitals and other laboratories. Detailed analyses of specimen
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rejection rates and related issues, allowed to formulate an inter-disciplinary and efficient plan
targeted to decrease specimen rejection rates at institution. While it was experienced that an
immediate decrease in rejection rates initially following the educational intervention, it was
found during continued monitoring of rejection rates for a 12-months period no sustained

significant decrease in specimen rejection rates.

5.2 . Recommendation

The rejection rate in kibogora district hospital was high in internal medecine department where
16 which represented 24.24% samples were rejected and surgery department where 15 which
represented 22.72%were rejected. so, were encouraged to follow standard operation procedure
during collection of sample, transport and labelling in order to reduce rejection of specimen, for
laboratory department check the sample matching with lab request form before receive,
collection of specimen and follow the criteria of specimen rejection and acceptability.

5.3 Suggestions for further study
Further studies should be performed on a larger sample rejection and its impact on patients’ life

and the measures which could be adopted to alleviate sample rejection in hospitals.
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