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We surveyed by questionnaire the management of transfusion systems and transfusion-related
events during the 10-year period from 1989 to 1998 in 104 hospitals in the Tohoku district. Only thirty
percent of the hospitals have their own transfusion service unit. Sixty-eight percent of hospitals
which do not have transfusion service units have no plans to establish such units for several rea-
sons0d 10 lack of space and personnel 200 financial insufficiency 30 satisfaction with the existing situ-
ation 40 insufficient annual number of transfusions, and 50 reliance on other divisions or sections
within the institution. More than half of the hospitals have a transfusion regulation committeel how-
ever, 4500 470 0 have no committee, and 29 out of 45 have no plans to establish a committee. Labora-
tory controls including equipment and calibration maintenance are carried out in half of the hospitals,
but few hospitals engage in error management, record and sample keeping, and staffing and person-
nel competency in quality audits. Fifty-three cases of transfusion-related serious events have been re-
ported from 32 hospitalsO 18 cases of ABO-incompatibile transfusion, 9 cases of transfusion associ-
ated GVHDO including suspected cases[] 8 cases of hemolysis or other symptoms due to red cell anti-
body in recipient, 8 cases of shock or anaphylaxis of unknown cause, 6 cases of hepatitisC] HB[ 3,
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HCO 30 and others. Most of the major errors of ABO-incompatible transfusion occurred during none-
mergency situations, in wards or on scheduled surgical operations. We conclude that retrospective
information of this kind in a survey can provide the impetus to reduce transfusion-associated errors
or complications. A quality control program should be established in each hospital to ensure the qual-
ity of blood procedures and the safety of transfusion practices.

Key words[ Questionnaire, Transfusion-related events, ABO-incompatible transfusion, Transfusion-

associated GVHD, Error management,
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Table 10 A section where blood products are
ordered and accepted

. night shift or
day shift holiday
ordering | accepting | ordering | accepting
Transfusion service 18 19 0 1
Ward or 1 1 12 11
nurse station
Hospital pharmacy 60 58 0 7
Clinical laboratory 24 25 3 7
Otherst? 1 1 20 9
No answer 0 0 79 79
104 104

H10thersl clerical room, chief night nurse or outpatient room
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Table 20 The number of hospitals and cases of error or side effects of blood
transfusion by hospital size classified by HTS

. Medium-size .

Large hospital hospital Small hospial Total

ABO blood type error Q140 6 50 8130 18 120
GVHD 430 D10 430 70
Irregular antibodies 8150 0 8110 8160
Unknown cause of 8140 010 2120 870

shock condition

Hepatitis 830 0 810 6140
Others D10 010 2120 440

Total 20 200 a1 80 10 120 58 400

0 O I numbers of hospitald HTSO Hospital Transfusion Score
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Fig. 4 Incidence of ABO blood group mistyping cate-
gorized by number of hospital beds
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