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Adverse events related to transfusion can have serious implications and attract a great deal of
attention. It is easy to understand why newspapers and other media organizations report on these
adverse medical events. This study identified strategies for preventing adverse events by analyzing
how they happened occurrencel] and the circumstances surrounding the events at 6 selected hospi-
tals that have been taking measures to prevent adverse transfusion events. These hospitals serve as
role models for other hospitals in Japan which are seeking to institute measures to prevent adverse
events. People involved in these adverse events are, in order of frequency, nurses, doctors and tech-
nicians. Analysis of incident occurrences shows that doctors most frequently made® mistakes” like
prescribing the wrong treatmentd pd 0.0100 and nurses most frequently* confuse” the order, were

negligent” of overlooked” a complicationd p 0.010 In decreasing order of frequency, 60 incidents
occurred in decision making about ordering a transfusion] 17.40 [J 43 when drawing bloodd 12,500 [J
38 when handling blood products at inpatient wardsO 11.00 [ 38 when starting or during the use of
blood productsd 11.000 [J and 35 when testing. Moreover, we found that the types of incident have a
great deal to do with the roles of the respective medical professionalsO doctors, nurses and techni-
cians.
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Table 1 Total usage of blood products and the number of incidents reported at each hospital during the study

Hospitals A B C D E F
Number of incidents reported 42 48 22 98 91 44
Blood product usagel unitQ 134,744 121,947 95,734 198,258 145413 123,772
Number of incidents reported per unit 0.000312 0.000394 0.000230 0.000494 0.000626 0.000355
Table 2 Responsible party and cause of incidents
Egrstpyo nsible Mistaken Confused (cjo\ﬁglti)gall(teign Negligent Eé}i:igll(ed Igﬁgg%”a”y Total
Medical 970 4 5 15 0 2 123
789 33 41 12.2 0.0 16 100.0
Nurse 77 218 3 430 0 2 146
52.7 144 21 295 0.0 14 100.0
Technician 38 2 0 20 1 1 62
61.3 32 0.0 323 16 16 100.0
Other 7 0 0 1 2 1 11
63.6 0.0 0.0 9.1 18.2 9.1 100.0
Unknown 2 1 0 0 0 0 3
66.7 333 0.0 0.0 0.0 0.0 100.0
Total 221 28 8 79 3 6 345
64.1 81 2.3 229 09 17 100.0
U:p0O o001
Upper line: number of cases, lower line: percentile
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Decision to give a transfusion and ordering it
Drawing Blood

Testing

Preparing for the transfusion

Ordering blood products

Shipping the order

Delivering the order

Handling blood products in inpatient wards
Starting to use and during use of blood products
After the transfusion

Returning blood products

Inventory control

Handling in hemodyalisis rooms

Handling in operation rooms

Emergency transfusion

Transfusion for babies and infants

Self-donated blood and others
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Fig. 1 Transfusion procedure and circumstances surrounding incidents that oc-

curred
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Table 3 Transfusion procedures and incident-related actionsl] cause of incidents]

Overlooked .
; Overlooked : - Intentionally
Mistaken Confused implications Negligent potential ignored Total
issues

Decision to give a transfusion
and ordering a transfusion 52 0 0 8 0 0 60
Drawing blood 8 17 0 18 0 0 43
Testing 23 3 5 4 0 0 35
Preparing for the transfusion 32 0 0 0 0 0 32
Ordering blood products 20 1 0 4 0 0 25
Shipping the order 15 0 0 6 0 1 22
Delivering the order 1 0 0 0 1 0 2
Handling blood products in
inpatient wards 21 0 ! 10 0 0 38
Starting to use and during
use of blood products 14 7 2 15 0 0 38
After the transfusion 0 0 0 1 0 0 1
Returning blood products 2 0 0 1 0 1 4
Inventory control 10 0 0 6 2 4 22
Others
Handling blood products
in hemodyalisis rooms 1 0 0 0 0 0 1
Handling blood products
in operation rooms 1 0 0 0 0 0 1
Emergency transfusion 3 0 0 3 0 0 6
Transfusion for babies
and infants 0 0 0 0 0 0 0
Self-donated blood and others 12 0 0 3 0 0 15

Total 221 28 8 79 3 6 345
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Table 4 Transfusion procedures and causes of incidents(] Breakdown of 345 incidents[

Decision to give a transfusion
and ordering a transfusion

communicating and confirmating the details of an order
mistaking orders or mis-entrying medical records

Drawing blood

handling patients, handling specimens and specimen labels, communications between workers,
labeling of specimens, identifying specimens, handling containers of drawn blood, issuing ID num-
bers

Testing

handling specimens, confirmation of test results, registering and recording the specimens

Preparing for the transfusion

filling out T&S slips, attaching identification slips, handling blood products, communicating, con-
firming blood products

Ordering blood products

double-checking orders, Handling identification slips, filling out order forms/invoices, keeping pa-
perwork

Shipping the order

confirming orders, confirming identification slips, handling blood products, re-examining blood
products, filling out identification slips

Delivering the order

handling blood products

Handling at inpatient wards

handling blood products, communicating, confirming blood products

Starting to use and during use
of blood products

handling blood products or related equipments, double-checking blood products, identifying pa-
tients, confirming orders, checking the patient’s condition

After the transfusion

Inventory control

attaching identification slips

input, inventory management, storage in the Transfusion Department, confirming expiration
dates, handling blood products, confirming blood product information, etc.

Returning products

confirming blood product information, communicating, handling blood products, etc.

Others

Emergency transfusion

identifying blood type, confirming blood product informations and recipients

Handling in hemodialysis rooms

handling blood products

Handling in operation rooms

handling blood products

Self-donated blood

damaging bags of self-donated blood products when they are frozen to be stored, contaminating
during LAK cultivation, damaging while handling self-donated clio FFP products, mistaking in
sealing procedure when self-donated blood products are frozen, neglecting of confirming the type
of self-donated blood products, mixing wrong reagents when self-donated blood products are
frozen, mistaking in filling out self-donated blood forms

Transfusion for babies
and infants

none
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Rescaled Distance Cluster Combine
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Fig. 2 Grouping of transfusion procedures characterized by responsible parties and

cause of incidents with cluster analysis
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