Wi 2 2da 9 gliesle g 5= SO gLl e Sl AR

3 1y Uad Cupae )il Al ghe 8L
ool oy gea el S8k )

P

N

\



o 23 2 gl gle g 5= SOb (18515 fap )l Al

faliia ARG agle alid S — Al BBlaa djaa )l

UL 0 e g gl Mgl (AIE I

Ml a il g edS jiiaa Ay Il

Cogpa 0 9l pa I 1) 4T L g oagallS 8 b culed Jlu ol Al
Sl sdgal Jas Jilae anld

SN Gl 4 G5 L ) Cluber sd Al 4 Gs GRAY I GA ealES B 5 Jaa
fadly a iisel RIS



Lase 23 295 5 gl g 5> SOb 1818 pag H1 A

RN

CAGLY (4 Couflnd 1 9 03k i 335 Lguila 5T A€ Jard) ) gians L

>hal Al ) ) g Uad s Slalid y Gl 680 G gean (e S aladl T Cuda e

Jand) )y g pga DL

Uil 3 ala) 5l o

(DS el - Al ada g pe S Hae ) Glle ) 221 alal ulid HIS Jayl i

el QS

S J A

Jsd sl L8 L) 5

sl o pAd 9 () e

(@) 4h),) — @siSa ) s olw e

a) dal je JalS 7 5

acceptable and unacceptable values Uile )l s

Lehd gana

out of rang values , false positive , false negative , whento .11
repeat unacceptable values

CLVWow~NOUNWNR

2



@y%ggmgl&a@g;gﬁb@@ju&ﬁﬂﬁm

£

REFR

R R

@

(e O =St iile — ASOL Hgb oS3l — 58— Jlasy)

s .

o2k 5 yullS o

) oy g @

.J).ﬁ:.'\od\éiu\ uA)gx_\\Ajé\_\uSM—L_\\);u\)J.@AJ J\ °



S e 9 gl sl g 53 SOb BIL o Hl AR

)}@A}JJJ}@AQ o.lud).\.\deQ.\mLS\.mSO
PlblS lay 8 - jlaw ol e g Jlen -Ga b e Sy J‘MJ—*)
(0ss b

18-24°C sl — A j50 o



S e 9 gl sl g 53 SOb BIL o Hl AR
Uas-

L;‘).&AA J\jA
v (Reagents 4 =)

O S A 255 5 4 D) Ji b ra (5 b siina o

Ll — (Sl o) — Ll &)l J A Gga il ) (AS J RS e
A.iy\.w\ J\ salatl pc k_.Q‘)_\AA J\.\S.i L;\A 4\1}5 °

0.9% culipH

Dsgn (il sa e



Common errors in hospital blood banks and their
management

Survey of error analysis of blood transfusion to the wrong patient

Outside of blood bank 75%
In the blood bank 25%

*Errors may lead to serious complications such as the
transfusion of infectious or ABO incompatible units

» Errors related to fatalities most frequently involve giving the
unit of blood to the wrong patients

Fatal hemolytic transfusion reactions are
92% due to an error
8% due to the negligence



Common errors in hospital blood banks and their management

Example
of errors

Failure to identify the patient

Phlebotomy / labeling error

Blood issued for incorrect patients and not detected
at the bedside

Incorrect sample used for testing

Transcription error

Administration error

Technical error

Storage error

Unavailability or not complying with standard
operating procedures (S.0O.P)

Lack of job description and required training

Rush situations or “ stat ” orders

Inadequate blood order and testing
(ABO& Rh /antibody screening / cross matches)
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Common errors in hospital blood banks and their management

Common errors occur because

Inadequate
Patient

|dentification

Failure to ask the patient for his/ her
identification

The use of secondary identifiers , bed number ,
hospital notes, the request form the patient is
carrying

Failure to use patient
identification wristbands | s 1

Failure to issue a unique patient identification
number




Common errors in hospital blood banks and their

management

Sample
labeling

Pre- labeling of the sample tube

Specimen / Siide Labeling
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Failure to label the sample from one patient
before taking the sample from the next




Common errors In hospital blood banks and their

Mmanagements

Telephone
requests

Relying on oral requests

Failure to provide adequate written

Information in terms of patient
identification , number and type of
blood required




Common errors in hospital blood banks and their management

Requesting blood

| turbidity, presence of large clots

Inspection of the blood - expiry date , check for leaks,

evidence of hemolysis, evidence of discoloration
P rd =T :

Rh POSITIVE

Blood bank
records

for blood group / presence of antibodies

™

Failure to check the previous patient record

of any requirement for special blood
components , Irradiation, Filtering




Common errors in hospital blood banks and their management

Storage Major source of error in the 1996 /
error 97 SHOT report

Blood was not check for patient’s
identity at the time of issuing ,
delivery from refrigerator to the
ward or operating room
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Common errors in hospital blood banks and their management
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