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Various data…..

• 1 in every 19,000 units of red blood cells is transfused to the
wrong patient each year, 1 in 76,000 transfusions results in an
acute hemolytic reaction, and 1 in 1.8 million units of transfused
red blood cell units results in death due to acute hemolytic
reaction.- US data

• 1 in 6000, wrong blood Britain

• Indian data different for different set up as not centralised



Types of Errors

• Adverse Event- any untoward event or complication experienced by 
donor/patient before during or after the process

• Incident- an unplanned deviation from facility’s established policy , process 
or procedure

• Near Miss- an error or deviation from standard procedures or policies 
discovered before the patient receives transfusion that may lead to 
transfusion errors

• Adverse reaction
• serious adverse event- any untended response in donor or in patient 

associated with the collection or transfusion that is fatal or life threatening 
or disabling or which results in prolong hospitalization or morbidity



1….WBIT 
case

Hospital ID AHXXX, 
blood group in the 

record found- B 
positive

Blood group of the 
sample receive for 

cross match AB 
positive



RCA…..

• Wrong blood in tube due to wrong 
collection

• Wrong label
• Wrong patient identification
• Failure to check by two different identifier
• Lack to follow formal SOP
• Communication barrier



CAPA……

Ask for new sample when there is any such discrepancy

Practice bed side labelling

Idenfication by two different persons by minimum two parametres

Report such incidence



Case 2 …. 
Wrong 
cross match

RCA……

Wrong bag reserve

Wrong entry in software/register

Wrong sample added

Failure to follow SOP

Untrained staff- avoid incubation

Wrong group entered

CAPA

Automation use

Training of the principles

Different samples for grouping & cross matching





Case 3….Wrong 
issue of blood 

RCA..

Wrong ID of patient in issue chit

Wrong issue of bag – PCV instead of PC of same number
Failure to identify true bag
Missed identification in issue chit
CAPA…

Double check at the time of issue

Blood group confirmation at the time of issue

Identify and entry of true component

Use of RFID





Case 4…Wrong Transfusion at ward

RCA:

Failure to double check

Wrong patient identified

Same name patient admitted in ward- failure to check by two different ID points

CAPA..

Identification of patient by two staff by two ID point

Training





Case 5 
Double number of blood bags,

RCA
• Untrained staff
• Negligence

• CAPA:
• Barcoded stickers
• Training & experience



Case 6 
Group differ 
in blood 
bag & 
sample

RCA;
Wrong lable

Failure to take sample donor side

Exchange of barcoded tube



Other … 
causes

Passing on the instruction

Temporary shut down of software- internet

Shifting of component from one storage to another

Expiry of bag if FIFO not followed

Temperature recording missed

SDP started without report

Missed urgent demand

Query solved of automation- entered manually

PC storage with PCV due to untrained staff

TTI positive blood Tx - serious



Other 
causes

Therapeutic catheter prescription

Leakage due to mishandling

Stock verification as per sOP

Blood bag in RC or Irradiator

Mishandling of automation due to untrained staff

LQ or hemolysed samples in use especially in automation
450 ml bag collected for less than 55 kg wt donor



Monitoring errors in blood bank immunohematology lab, 
implementing strategies for safe blood transfusion
Sudipta Das, GJTM 2017



Donor sample errors



Result & Conclusion…

• 72381 samples for patient compatibility and 43700 of 
donor ABO/Rh.229 errors in total, 0.43% for patient 
samples and 0.15% of donor samples.164 clerical errors-
107 in night shift.

• Near miss event reporting can prevent potential 
transfusion associated mortality and morbidity caused by 
simple human ignorance. A good error reporting not only 
helps in accurate collection and analysis of data but also 
makes recommendations that improve transfusion safety.



Blood Transfusion Errors Within a Health System: A Review of Root Cause 
Analyses

Vol. 3 No. 2 (2021): Patient Safety—June 2021

• Conclusion
These RCAs express great variation between VHA facilities, such 
as process created, number of staff reports, and number of RCAs 
completed. Lack of standard practices nationwide, training 
barriers, and technology barriers may explain the variation of 
transfusion errors throughout the VHA. This study brings to 
light questions about standardization of transfusion protocols. 
Future study regarding such standardization is necessary to 
determine its plausibility.





Error management in blood establishments: results of eight years of 
experience (2003–2010) at the Croatian Institute of Transfusion 
Medicine
Tomislav Vuk, Marijan Barišić, Tihomir Očić, Ivanka Mihaljević, Dorotea Šarlija, and Irena 

Jukić Blood Transfus. 2012 Jul; 10(3): 311–320. Published online 2012 Feb 22

Conclusion:

• This study shows that comprehensive management of errors, 
including near miss errors, can generate data on the functioning of 
transfusion services, which is a precondition for implementation 
of efficient corrective and preventive actions that will ensure 
further improvement of the quality and safety of transfusion 
treatment.



Monitoring errors in a blood bank 
immunohematology laboratory: Implementing 
strategies for safe blood transfusion
January 2017, Global Journal of Transfusion Medicine
Sudipta Sekhar Das• Results: While a total of 72,381 patient samples were received for 

pretransfusion testing, 43,762 samples were from blood donors for ABO 
and Rh grouping. A total of 79782 blood components were issued to 
patients during the study. Out of 229 errors in the blood transfusion chain, 
164 (0.22% of total requisitions and 0.21% of total component issued) were 
reported in patient pretransfusion samples, and 65 errors (0.15%) were 
reported in donor samples. Majority of the errors were clerical in nature 
and related to human errors. Of the 164 errors in pretransfusion testing 
samples, 107 (65.2) were observed in night shift. The overall error 
frequency per 1000 requisitions was 2.26.

• Conclusion: Near miss event reporting can prevent potential transfusion 
associated mortality and morbidity caused by simple human ignorance. A 
good error reporting not only helps in accurate collection and analysis of 
data but also makes recommendations that improve transfusion safety.



This is the wrong patient's blood!”: Evaluating a Near-Miss Wrong 
Transfusion Event
Sarah Barnhard, MD | January 29, 2020

• Transfusion System Infrastructure
1)Identify the patient with two unique identifiers.
2) Connect the patient identifiers to all prepared lab samples, 
tests, and blood products.
3) Deliver the right blood product to the right patient at the right 
time, confirming patient ID again.



QMS…
.

• All requests for blood contain two independent identifiers of the intended 
recipient.

• 5.11.2 All patient blood sample labels include two independent identifiers and 
(5.11.2.1) the label is affixed to the container before the person who obtained 
the sample leaves the bedside.

• 5.12 The ABO group of each donor unit of red blood cells is confirmed through 
serologic testing before being placed in stock inventory.

• 5.14.1 The ABO group of the patient is determined by comparing the ABO 
antigens detected with the presence of expected anti-A and anti-B antibodies.

• 5.16.1 Before issue, a crossmatch demonstrates ABO compatibility.
• 5.16.2 If a computer crossmatch technique is used, two determinations of the 

recipient’s ABO group must be made before transfusing non-group O red blood 
cell units.

• 5.14.5 The recipient’s historical records for ABO group are reviewed before 
every unit issued.

• 5.23 At the time a unit is issued, two people verify the recipient ABO group and 
the donor ABO group.

• 5.28.3 After issue and immediately before transfusion, two people verify the 
ABO group of the recipient and the donor ABO group and confirm recipient 
identification in the presence of the recipient. One of these two staff members 
must be the person transfusing the blood.

• 5.14.1 If a discrepancy is identified in the ABO testing, only group O red blood 
cells are transfused until resolution. 



Per FDA, AABB and the College of American Pathologists (CAP), the response to a near-miss high-risk 
patient safety event in transfusion services must include:
1. Notification of the appropriate accreditation and/or regulatory agencies if required; errors classified 

as blood product deviations (BPDs) must be reported within 45 calendar days to the FDA.20

2. A broad root cause analysis:
1. Evaluate standard operating procedures to determine if revision is needed.
2. Interview staff involved to determine what aspects of the system failed and why.

3. A documented corrective and preventative action plan (CAPA) submitted to laboratory leadership:
1. Notify appropriate accreditation and/or regulatory agencies of CAPA if required.
2. Retain the document for future inspections.






