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Table 1 Tranfusion procedures and incident-re-
lated actions in 101 cases

Stocking and preparation for transfusion 11
stocking mistakes in inpatients awards 10
order mistake 1

Handling blood products 24

Testing 3
handling specimen 1
handling cross-matching 1
handling segments 1

Starting to use and during use of blood products 56
methodological error 18
speed error 15
volume error 8

self-removal of needles

date error

error related to filtering
Others
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Fig. 1 Bags of RC-MAP, FFP, PC and AB transfused during the 7-year period and the fre-

quency of incidents

*: Total no. of incidents per year, 1): Albumin products, 2): Autologous blood
N: Numbers of bags of RC-MAP, FFP, PC and number of vials for AB
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Fig. 2 Ratio of incidents with type of blood products in 101 cases

Table 2 Background of 90 incidents involv-
ing patients

Male 39
Female 51 (N =90)
Ages Physical condition

20-59 16 No physical disorder 63

60-69 11 Delusion 14

70-79 23 Dementia 5

80-89 31 Difficulty in walking 3

90-99 9 Difficulty with medication 3
Mental handicap 2
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Fig. 3 Number of incidents related to blood transfusion by cause in medical facilities
*: One case was each detected for cooperation, education and training, and other.
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INCIDENTS ASSOCIATED WITH BLOOD TRANSFUSION IN
KAWAKITA GENERAL HOSPITAL —SEVEN YEARS’ EXPERIENCE
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Abstract:

This study was intended to identify strategies for preventing adverse events by analyzing incidents occurring
during the 7-year period from January 2000 to December 2006. The report form included the contents, ratio of inci-
dents to number of blood products used, place and location, person involved with the patient, and causes. In total, 101
cases were reported, giving a frequency of incidents to the total number of transfusions of 0.51%. By location, the in-
cidents occurred in inpatient wards, laboratories, operation rooms and ICU, in ascending order of frequency. The per-
centage of incidents in relation to autologous blood among the total number of autologous blood collections was rela-
tively high (1.8%). Of the 90 cases involving patients, 70% of patients were over 70 years of age and 30% had physical
disorders such as delusion and dementia. The incidents were identified by nurses in most cases. By type, there were
56 cases in starting and during the use of blood products, 24 cases in handling blood, 11 cases in stocking and prepara-
tion for transfusion, 3 cases in testing and 7 other cases. These were caused by errors in identification in 48.5%. Many
of the incidents in our hospital are characteristic of actions relating to autologous blood, and handling this is thought
to be important.
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