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REPORT ON ABO-INCOMPATIBLE TRANSFUSIONS IN 12
UNIVERSITY HOSPITALS IN KINKI DISTRICTS

Yoshiyuki Kurata, Tomoko Kiyokawa, Hiroshi Aochi, Keisuke Nagamine,
Satoru Hayashi and Machiko Oshida
Department of Blood Transfusion, Osaka University Hospital

We investigated the incidence and the causes of ABO-incompatible transfusion in 12 university
hospitals in the Kinki district during the 5-year period from 1993 through 1997. Over 5 years, 648,553
units of red cell componentsld RBC and 2,545,880 units of fresh frozen plasmal FFPOor platelet con-
centrated PCO were transfused, and a total of 26 ABO-incompatible transfusions occurred. Incompat-
ible RBC were transfused to 17 patients and FFP or PC were transfused to the remaining 9 patients.
In cases of RBC transfusion, half of errors] 8 casesl] were due to misidentification of blood units and
the other half of errors 8 casesd were due to incorrect typing. Twenty of 26 errors occurred during
night shifts and the majority of errors occurred in the ward 17 cases[] or operating room 5 cases[]
Various measures were taken to prevent ABO-incompatible transfusion at the participating universi-
ties. We conclude that continued data collection and analysis are necessary to prevent ABO-
incompatible transfusion.

Key words ABO-incompatible transfusion, Incidence of erroneous transfusion, Bedside transfusion

error, Cause of blood administration error
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Fig. 1 Number of ABO-incompatible transfusions in
12 university hospitals in the Kinki district during 5-
year period from 1993 through 1997.
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Fig.2 Time of the day and the location at which ABO-incompatible transfusion was
given.
Table 10 Number of staff working at transfusion service
University | Number of Number of Number of Number of Number of Number of
Universities Staff Doctors Technologists Nurses Clerks
National 4 5.3 (4—6) 18 (1—4) 28 (2—5) 05 (0—1) 03 (0—1)
Public 4 7.3 (5—10) 2.0 (0—4) 43 (3—5) 05 (0—2) 05 (0—1)
Private 4 118 (10—14) | 15 (0—3) 95 (8—13) 0 0.8 (0—2)

Table 20 Cases given ABO-incompatible red cell components

Case ggei/ }I'/:;:rsr;zsfdi‘:w% Bloggljsr:it;up BI(())foga?ireoan[p Hemolysis Comments
1 O 5 AB (0] — No Reaction
2 2Y/F 5 A (6] Unknown Shivering
3 60Y/M 5 B (0] — Recovery
4 64Y/M 90 A (0] O Dyspnea, Hypotension
5 O 100 A (@] ] Liver Dysfunction
6 19Y/M 480 AB o Unknown Death
7 56Y/M 2,800 A (0] O Death (2 months later)
8 59Y/M 15 AB A a0 Recovery
9 49Y/M 50 B A 0 Recovery
10 54/Y/M 140 AB A O Recovery
11 ] 1,200 B A ] No Reaction
12 50Y/M 5 A B O Recovery
13 1IM/M 7 A B 0 No Reaction
14 0 2,000 A B ] Death
15 O 50 o A O No Reaction
16 33Y/M 140 A AB 0 No Reaction
17 O 3,000 B AB Unknown Death (8 days later)
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Table 30 Causes of ABO-incompatible transfusion

A. RBC

O Clerical error

0 O —misidentification of blood units
0 O —used wrong sample for testing

0 O —order sent with wrong patient name and no identification at bed side

O Clerical error O Technical error

0 O —wrong posting of blood type and incorrect typing
0 O —misunderstanding of blood type and incorrect typing

O Technical error

0 O —incorrect typing

B. FFP and Platelets

O Clerical error

0 O —misidentification of blood units
0 O —wrong posting of blood type

0 O —blood of wrong group issued

0 O —misunderstanding of blood type

0 O —confusion with maternal blood type

0 O —blood typing not done
O Technical error

8 cases
1 case
1 case

2 cases
2 cases

3 cases

3 cases
1 case
1 case
1 case
1 case
1 case
0 case

Table 40 Cases given ABO-incompatible fresh frozen plasma or platelet concentrates

Case %%i/ Product J;IZ nns]zu(s;t;i) Bg(;ogrgéggf B?f()ga(iire%lip Hemolysis | Reaction
1 ] PC 100 O A — —
2 ] FFP 320 A B — —
3 O FFP 1,200 A B — —
4 20D/F FFP 11 B A — —
5 62Y/M FFP 200 B A — —
6 O FFP 80 A (0] — —
7 59Y/M FFP 520 A (6] — —
8 61Y/M FFP 5 AB A — —
9 67Y/M FFP 5 AB B — —
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Table 50 Various actions performed at university hospitals to prevent ABO-

incompatible transfusion

Action

Number of
Universities

Preparing technical manuals for doctors
Drawing blood samples two times prior to registering blood type

Training program for doctor

Checking blood type by computer prior to release of components
Identification of the unit and the recipient by 2 staff members
Preparing handbooks of transfusion for doctor

Preparing plates showing blood type at the bedside

Preparing compatible blood products for night shift

Testing of blood type by 2 technologists

Preparing special test sheets for doctors to examine blood type
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