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If you can't measure it, you can't improve it

Learn from near miss incidents
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SERIOUS HAZARDS OF TRANSFUSION



27ad1a TNG HETAYYIONG
(as used by SHOT to analyse the data)

KPIZIMO ZHMEIO:
2ZwoTN Tautomoinon Tou
aoBevouc
Positive patient identification
is essential

Note: once a decision to transfuse is made,
the authorisation (e€ouaiodoTnon) or
prescription may be written at variable times
during this sequence, but must be checked
at the final stage (mpénel va eAéyxerai oto

3 SAMPLE RECEIPT

¥
4 TESTING

L
—
—
—

5 COMPONENT SELECTION

6 LABELLING

7 COLLECTION

TEAIKO 0TAdI10)

8 PRESCRIPTION
¥

9* ADMINISTRATION




Baoikn apxn

Seivpa = ao9evng




Adverse events -AvewiO0unta ouppavra

OPOZ OPIZMOZ

IBCT - WCT Orav évag aoBevng petayyileTal pe éva mapdywyo aigarog:
(Incorrect Blood
Component Transfused
- Wrong Component
Transfused)

MSTéYv|an Adeogc) which was intended for another patient but was

fortuitously compatible with the recipient.

a)of an incorrect blood ABO/D group.

b) which was incompatible with the recipient.

4
Tapaywyou d) other than that prescribed, e.g. platelets instead of red
cells.

MeTayyion mapaywyou aiparo¢ N wAdoparo¢ mou dev wAnpoi
TIC mpoUnoBéoeic mou amaiToUvVTdl Yid TOV OUYKEKPIHEVO
aoBevin N mpoopileTal yia aAhov aoBOevn.




T1 dnAwvoupe ?

- Patients receiving a blood component intended for a different
patient OR a component of an incorrect group due to clinical and/or
laboratory errors in the transfusion process.

Examples include:

= 'Wrong blood in tube’ associated with group & screen phlebotomy
errors

= Changes in grouping requirements following haemopoietic stem cell
transplant or solid organ transplant.

= Testing and procedural errors associated with ABO/D grouping

=Component selection errors

=Collection & administration errors
*Incorrect component selected from stock. (Includes adult units to
neonates)



Adverse events -AvemOuunTta
ouppavra

2Tnv Karnyopid autn umayovrtai OAEC
OPOZ OPIZMOZ Ol TEPIMTWOEIC KATA TIC OTOIEC
IBCT - SRNM  Where a  patient was  XOPNYEiTal €va mpoiov ot dedopévo

transfused with a blood xpovo, xwpic va wAnpoUvrai ol
(Incorrect Blood component that did not meet anaITAOEIC  XOpAYNonC yid  pia

Component their  specific  transfusion . . .
Transfused requirements. KATaAAnAn, <<owotn>> peTayyion
- Specific |

Requirements Not

Met)

Transfusion of a blood component of inappropriate specification or that
did not meet the patient's individual requirements.
. Pathogen-inactivated plasma components to patients born on or after 1st January
1996.
. Cytomegalovirus (CMV)-negative components where indicated
Irradiated components where indicated
Human leucocyte antigen (HLA)-matched platelets where indicated
. Red cells of correct phenotype including inappropriate use of electronic issue and
patients with a specific clinical condition e.g. haemoglobinopathy
Antigen-negative red cells for patients with known irregular red cell antibodies
HEV -screened components where indicated
Also:
Testing or release of components when the status of the sample does not comply
with the guidelines.
Release of components prior to completion of laboratory testing
Failure to use blood warmer when required




Adverse events -AvewiOuunta ouppavra

OPOZ
ADV

(Avoidable transfusion, Delayed
transfusion or Under- or Over-
transfusion)

MeTayyion mou pmopei va
amoPpeuxOei
KaBuoTtepnuévn perayyion
Ymo-n Ynep-perayyion

OPIZMOZ

AVOIDABLE: Where the intended transfusion
is carried out, and the blood component itself
is suitable for transfusion and compatible with
the patient, but where the decision leading to
the transfusion is flawed (cogaApévn améyaon
yia gerayyion)

DELAYED: Where a transfusion of a blood
component was clinically indicated but was not
undertaken or was significantly delayed.

UNDER (OR OVER) TRANSFUSION: A
dose/rate inappropriate for the patient’s needs



Adverse events -AvemOuunta

ouppavra
OPOZ OPIZMOZ
HSE Transfusion of the correct blood

component to the intended
(Handling and patient, where handling or
Storage storage errors may have
Errors) rendered the component Iless
safe for transfusion

2ZTnV mwepimTWONn aAUTR  EXOUHE TN
HETAYYIOn TOU owoToU mapAywyou OTOo
owoTo aoBevn, To omoio OpwWC Oev Eeival
“‘aogpaAéc’ ', di10TI Kkata Tn Oiadikacia
NG pETAyyliong mpayparowoinbnkav
AavOaopévor  xepiogoi A umhp€av
eAAeIPpATIKEC oUVONKEC ouvThRpnong.

Cold chain errors such as transfusion
of a unit that has been out of controlled
temperature storage (CTS) for times
exceeding national guidance or stored
inappropriately, including equipment failure.

Transfusion of a time-expired unit.

Transfusion of a unit of red cells that
should have been cleared from the issue
refrigerator and re-crossmatched.

Excessive time to transfuse (> 5h from
removal from cold storage to completion of
transfusion)

Technical administration errors - e.g.
using an inappropriate giving set or setting an
infusion pump incorrectly, despite the
prescription being correct.

Transfusion of a component that has
had a drug added, or co- administration of a
blood component and drug through the same
venous access.

Component transfused despite the
component being visibly damaged, or having
been tampered with.




RBRP
(Right Blood Right Patient) =

I HAVE A RIGHT TO A
coey oF MY BLood RESULTS/

TlepioTartik@ omou o daoOevingc HETAYYIOTNKE HE TO
owoTO Tapdywyo mapd To €va N mepioooTepa ooPpapd
o@aAuaTa Tautomoinong N ouvrayoypapnong ta omoida
oc AaMec mepiordoeic ©a pmopoloav va €Xouv
odnynoel oe IBCT

- A Near Miss
’%\ Today
Could Be

An Accident

‘ ToOmMorrow

Report
All Near
Misses

Near Miss
nap 'oAiyov A@On | =P

Omnolodnmote oUuPapa To omoio av dev avixveuBei Oa
pmwopoUoe va odnynoel oc AavOaopévo mpoodiopiopo
opadacg aiparog, N oe diakivnon, ouAhoyn R Xpnon €vog
eopalpévou (AGOoc) R akardAAnAou mapaywyou aipgaroc,
aAAd avaywpioOnke mpiv Tn dievépyela TNG HETAYYIONC




Useful tips for SHOT Human Factors Investigation Tool
(HFIT)

2 UPHETOXN TOU avBpwmivou mapdyovra oTnv epgavion Tou AaGoucg

Background information to help categorise the Human Factors
elements of transfusion incidents reported to the SHOT database

Copyright SHOT 2017




Useful tips for SHOT Human Factors Investigation Tool

3

(HFIT)

Tlavw andé Ta 3 60Awv Twv ouppavrwv mou avagépOnkav oto SHOT oxertiovral pe
AGOn (78%), éror SHOT Oa ROeAe va kataAdPpel weploocodTEPA yid To yiaTti ouppaivouv

Tov Iavouapio Tou 2016, o SHOT csionyaye epwtAHATA OXETIKA HE TOUC avOpwmivoug
wapdayovreg Kai {ATNOE EKTIUNON TWV TAPAYOVTWV mou oXeTi(ovral HE TO TEPIOTATIKO
o€ KAipaka amd O éwg 10, onou O dev cival kapia kai 10 eivai n ouvoAikn aitia

Cause attributable to unsafe
practice/conditions

Staff member

The local environment or workspace

Organisational or management issues

Government, Department of Health or
high level regulatory issues

AITia Tou o@eiAeTal o PN AdoWaAeic
TPAKTIKEC / OUVONKEC

MéAoc Tou mpoowmikoU

Tomikég ouvOnkeg epyaciag

OpyavwTika i dioIkNTIKA Oépara

KupepvnTikéc R aAAov emitédou
puBuioeic

Copyright SHOT 2017



AvaAuon dedopévwy

-O1 avOpwmivol TAPAYOVTEC aWopoUV ToV TPOmO HE Tov omoio oI avBpwmol
aAAnAemidpolv pe TIC d1adikaoieC Kal Ta OUOTNAHATA.

- EBivai koivAi TpakTIKA va wioTeUOUHPE OTI TO ATopo tival amrdAuTa ureUBuvo yia éva
Ad@Boc, aAAd pmopei va epyaletal oe €éva kKako ouoTnya

‘H kopugpaia ouppPpouAn pag civar va
entave ETAOOUHE OAOUC TOUC OUVTEAEOTEC
mou eumAékovTal oTIC diadikaoiec mpIv
PpaBuoAoynOcei o avBpwmivo¢ wapayovrac
oTnc paon dedopévwy

Organisation
Govt/Regulatory

Copyright SHOT 2017



SHOT Reports 2015 n=3288

1243

NM: Near miss

RBRP: Right

I[m]

] 187

VTOUUTTYTTU

UCT: Unclassifiable co,grépiléq;@ti"ons of..

14

PTP: Post-transfusion purpura | 2
TTI: Transfusion-transmitted 4 I Transfusion reactions which may not be preventable I
infection 1
CS: Cell salvage ATR: Acute [ 20
transfusion reaction | 296
TAD: Transfusion-associated dyspnoea || 3

TRALI: Transfusion-related acute lung

ingm{_ ) ) )
TACO: Transfusion-associated circulatory..

TAGvVHD: Transfusion-associated araft vs..

HTR: Haemolytic transfusion reaction

Possibly or probably preventable by
improved practice and monitoring

59

ADU: Undertransfusion

ADU: Delayed
transfusion

~ ADU: Avoidable
HSE: Handling apd,steragsnerrors
Anti-D: Anti-D immunoglobulin
errors IBCT: Incorrect blood

component transfused

94 Adverse incidents due to mistakes

143

350

100 150 200 250 300 350 400




All incidents reported in 2016 n=3091

NM: Near miss - S > 1283

RBRP: Right blood right patient | OO /

UCT: Unclassifiable complications of transfusion h 9

PTP: Post-transfusion purpura | Q

TTI: Transfusion-transmitted infection
CS: Cell salvage 90

| Unpredictable |

ATR: Acute transfusion reaction | 253
Clinical failures 76.8% in 2016 S
TRALI: Transfusion-related acute lung injury | Q

TACO: Transfusion-associated circulatory overioad [ 36
TA-GvHD: Transfusion-associated graft vs host disease |
HTR: Haemolytic transfusion reaction [l 35

| Possibly preventable |

Ver or unaeriransiusion and PG L 31

ADU: Delayed transfusion 101
ADU: Avoidable transfusion 114 Errors

HSE: Handling and storage errors 192

Anti-D: Anti-D immunoglobulin errors 409
IBCT: Incorrect blood component transfused 331

O 50 100 150 200 250 300 350 400 450




ANNUAL SHOT REPORT 2016
3091
~ Figure 2.4:
Errors 87.0% T eports Categorisation of
A reports analysed in
Error reports 2016
1178 (74.5%) ~ 1581
Near miss 1283 | Pa‘rhologica|\ Others (CS & UCT)
RBRP 227 reactions 18 (1 . 1%)
All errors 385 (24.4%)
_/

Category 2015 2016

Near miss 1243 1283 (300 L)

RBRP 187 227

HSE 254 192

Laboratory 455 378

IBCT (clinical and laboratory) 280 (148 C, 132 L) 331 (161 ¢, 170 L)

Anti-D immunoglobulin (Ig) 350 409

errors

Avoidable transfusions 116 114

Delayed transfusions 94 101

HSE=handling and storage errors; | BCT=incorrect blood
component transfused; C=clinical; L=laboratory



ANNUAL SHOT REPORT 2016

ZUppwva ge Ta mponyoUpeva Xpovia, Td mEPIOCOOTEPA OPAAUATA
avTioToiXoUv oTnv mAciovoTNTA TWV AVAPOPWV.
MeyaAUTtepo¢ amoAutoc apiOuo¢ kai wooootdé 1o 2016.

Possibly preventable [l 121 3.9%
Not preventable [l 282 9.1%
Errors [l 2688 87.0%

'F 'oﬁ. 'oﬁ. ’oi‘ ‘i| Errors
L i

=2 paApata xwpic mpokAnon PAapng otoug acBeveic n=1510 (near miss and right blood to
right patient reports).

"AAMa opdAyara pe mpaypatiki i duvnTikA PpAapn n=1178 (handling and storage errors,
avoidable and delayed transfusions, anti-D immunoglobulin errors and incorrect blood
components transfused).

*Mn akTivopoAnon wapaywywv aigato¢ oc 95 wepimTwoelc. To AGGo¢ evromileTal oe
eninedo KAIVIKAC o€ mooooTo 73/95 (76.8%). O ouvoAik6C apiBp6C avagopwy pn
akTivopoAnonc awo 1o 1999 civar 1310.




MHRA submitted SAR and SAE reports 2007 to 2016 Chris Fobbie

1200

= 1027

931
889
810
800 720 764 765
705
655
600 549
500

436 444 465

400 1 343 345 346
064 262
200 -
0 T T T T T T

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016
Year of report

Number of reports




Emergency departments

AvaAuon opaApatwv ava tomoBeaia (2010-2016)

Emergency departments: set up to fail?

c. General wards
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H

A/\aetbv oTa emeiyovra -xXelpoupyeia

-Ta ogwaApata amoteAoUv éva aufavopevo mooooTd OAWV Twv avapepOEvrwy
oQaApaTWy, omoTe dev oWeiAeTal anAwe oTnv alnon Twv avapopwv.

VAaetbv OTIC KAIVIKEC-0TOUC OaAdpouc voonAciac

- 21aBepn alnon Twv €1IBIKWV araITROEWV Tov dev wAnpouvTal




Near miss IBCT-WCT cases n=881

W wBIT

[@ Administration
Bl Collection

[ Laboratory errors

[ Request error

. Wrong blood in tube
Incidents

88.0%

Point in the process where a wrong blood in
Overall source of near miss tube

errore inAiAAnt wine AAtAnt AA

Sample receipt ll 115

Testing M 656
Collection [l 1
Other [ 4

Laboratory errors [l 300
Clinical errors [l 983

Clinical

errors Testing

76.6% 84.5%



Xpovika oradia Tn¢ HeETAyYIong

1 REQUEST

OcepeAwdnc n
TauTomoinon Tou aocBevouc >

4
3 SAMPLE RECEIPT
$ - Kpiowa onpcia
4 TESTING 0To £pydaThplo
¥

5 COMPONENT SELECTION
4

6 LABELLING

¥
Tworé deiyna

=TwoTdC  XpOvVoC AAYNC  Tou

8 PRESCRIPTION deiyparog
} -gvdic{n ecpapuovﬁ'g Kal eppnveiac

> " 1APOPWV TEXVIKWY
9" ADMINISTRATION -A§:¢’;Agvnan auToHaToToINUEVWY
ouoTnPATWY
Avaypagh TWV OTOIXEIWV ToU *EniAoyn Katd@AAnAwv povadwv

aocBevolC oTnvV ETIKETA TOU
owAnvapiou apéowg HeETA T

dciyparoAnyia dimAa  oTo
KpePari voonAeiac




Ta neploodTepa amd Ta ovpPavra civair kKAivika opaApara

Practices leading to near miss WBIT incidents n=629

( Poor practice =

[l Patient not identified
[l sample not labelled at bedside

[l Sample not labelled by
person taking blood

L. Prelabelled bottle i POO_r
practice

Il Other

98.9%




Bad news: 26 patients died where transfusion was implicated in 2016

Imputability
Definite ]
v Probable
ver [ preventable deaths n=16/26 (61.5%) Possible ]
HTR 1
Avoidable 6 Oavaroi To 2015
transfusions - [ - ]
veiey: |
T s I S
2 4 6 8 10 12 14

Number of cases



Transfusion-related deaths 2010 to 2016 n=115

Pulmonary complications 53.1%
| Delays 21.7% of deaths | {Pulmonary comp 6 |
53 [ TACO
(L 3 B TAD
TA-GvHD M 1 iy S
Uct[7 'b-»
PTP M 1 @\ .\___\_\
HTR @ 8 | Pulmonary T -
. = complications : '
ATR[] 5 61
Anti-D Il 1
Avoidable [ ] 3
Delay [l 25

ABO-incompatible [ ] 2




MeTtayyion napaywywv aiparoc (epuBpad, aigomerdaAia, i wAdopa)
aocuppatwv w¢ mpo¢ To cuotnpa ABO

Good news: peiwon

TWYV

I

H ouxvotnta Tn¢ ¢n  oupparting
perayyionc ABO eivai mepimou:

= 1: 35.000 o 1: 100.000 povadec
RBC eTnoiwg otic HTTA,

= 1: 16500 - 1: 100.000 oTo0
Hvwyévo BaoiAeio kai Tov Kavada.

n1H ouxvéTnTa epgpavionc Gavatwv ané 1
oTOoUG 300.000 HETAYYIOOEVTEC
aoBeveig

Number of
cases

ABO aoupparwv
petayyiocwv ot diaotnpa 20 etwv Tou SHOT

1996-2005

51

B Death
B Major morbidity

Decade of report

2006-2016

Dzik WH, Corwin H, Goodnough LT, et al. Patient safety and blood transfusion: new solutions. Transfus Med Rev 2003:

17:169-180.

Janatpour KA, Kalmin D, Jensen HM, Holland PV. Clinical outcomes of ABO-incompatible RBC transfusions. Am J Clin Pathol 2008;

129:276-281.

Stainsby D. ABO incompatible transfusions—experience from the UK.Serious Hazards of Transfusion (SHOT) scheme transfusions
ABO incompatible. Transfus Clin Biol 2005; 12:385-388.




SHOT Reports 2015

ABO-incompatible red cell transfusions n=7

— ——— L —

SHOT Reports 2016
ABO-incompatible red cell
transfusions n=3

error Case 6.4
Case 6.2

WBIT

_5 administration
errors

——

-
; { /

Patient Group O+ Patient Group B+ Patient Group B+ Patient Group O%

Donor Group A- Donor Group A+ Donor Group A+ Donor Group B+

Administration Administration Administration Administration
error error error error

Case 6.3




SHOT Reports 2016

Key SHOT Message

ABO-incompatible transfusions are the tip of
the iceberg; they most commonly result from
failure to identify the patient at the time of blood
sampling (wrong blood in tube) or administration

to the wrong patient.

Tlapého mou umipxav HOvo 3  meEPIOTATIKA
pHeTayyioewv pe ABO aoupparortnra, karaypdagnoav

3 AO compatinge 264 mOavéc ABO aolpparec HeTayyioeliC ol OmoieC
ala —_ awopelyovrav €weld €vromioTnkav TA hear miss
o= oupypauara.

: / . AuTO EiVC('l Wia unevoupion , oTI Ta npavuam«?
WEPIOTATIKA €ival N dIXHA €vOC  onpavTikou

mayoPouvou mou  Kartadelkvuel woAU  eupUTepn
ETIKIVOUVN TPAKTIKNA.

264 ABO near miss

88% map ‘'oAiyov AaBwv hnrav AdBoc¢
€ oTn deiyparoAnyia

Zero

When one is too many

[Accidents)
incidents]




ArnoteAéopara Twv ABO acUpupatwv peTayyioewv

66% have no adverse effect B No or minor adverse reaction
B Major morbidity
B Deaths def/prob/poss

EEN
o
|

66% pn BUOHEVEIC EMITMTWOEIC

35 -
304 15 deaths to 2005 5 deaths 2006-2016
£
et NPSA SPN 14
S Competency assessments
E 20
0o
E
> 151
101

Year of report *15 months in 01/02

BSQR=Blood Safety and Quality Reguiations: NPSA SPN 14=National Patient Safety Agency Safer practice notice 14 ‘Right patient, right
blood (www.nris.npsa.nhs.uk/EasySiteWeb/Gatewaylink.aspx?alld=60046)



Odnyia

SAMPLE TUBES

BLOOD COMPONENTS

MéTpa

—_—

‘EAeyxoC¢ TNC €mAPKEIAC TWV YVWOEWV TOU
TPOOWTIKOU OXETIKA HE TN HETAYYION

HAekTpovikn TauTomoinon aoOevouc
Kail petayyi{opevng povadac

Evromiopoc Twv diapépwv OTOIXEIWV TTOU
ednAékovTal oTn diadikaoia HETAYYIONG

Gricode crirots ¢ &



ISTAP™

INTERNATIONAL SURVEILLANCE
OF TRANSFUSION-ASSOCIATED

REACTIONS & EVENTS

International
Haemovigilance
Network

The IHN Database for the Surveillance of Adverse Reactions and Events in
Donors and Recipients of Blood Components

2006-2011
The Working Group

C. Politis (6reece), P. Renaudier (France), C. Richardson (Greece),
P. Robillard (Quebec-Canada), J. Wiersum (The Netherlands)



IHN | e 2006-2011

Network

102. 955 avemOuuntec avridpaocic wou ouvdéovTal pe 39.7 ekartopplpia

=

Tapaywya aiparog pe ouxvotnta 77.5 aval00.00 povadecg

2 opapoTepeg:
aMepyikéc (25,1%), emippaduvopevn opoAoyikn avtidpaon (aAAoavoooroinon) (20,8%),
emippaduvopevn aigoAuTIKA (16,0%), mupeTikA pn aipoAuTiki (10,4%).

OyeIAdTav 0t TVEUHOVIKEC EmITTAOKEC
(TACO 26.9% ,TRALI 19.2% , TAD

58%
/ 12.0% )

k

349 Bavarol

Ofcia aigoAuTIKA avtidpaon




International
Haemovigilance
Network

Site of primary error

Blood unit
Wrong donor group label

Wrong recipient
identification on unit

Patient sample
Wrong name on tube
Transfusion

ABO incompatible

ABO compatible but
wrong patient

Wrong product type

Errors-IBCT, 2006-2011

With
reaction

12 (15.8%)
17 (4.3%)

259 (4.1%)

305 (59.7%)
137 (19.3%)

96 (29,0%)

Without
reaction

22 (28.9%)
162 (41.3%)

82 (1.3%)

206 (40.3%)
572 (80.7%)

235 (71,0%)

Not
transfused
(Near miss)

42 (55.3%)
213 (54.3%)

5992 (94.6%)

Total

76
392

6333

511
709

331



OAA TA ANENIOYMHTA XYMBANTA >XETIKA ME TH METATTIXH, 2016

2 -NK_AE.

Ovoua Ymnpeoiag

lao@AAEI0 CUOTATIKOU
rou aipatog Adyw
larékAiong 6oov
lagpopd:

Ao oo Yo 1o Lo PN
IALEUBUVTIG ALHOBOCIAG: 1 vviiveeiiiii e AtguBuvon: TANFAX o E-maili....ccooiiiiiiii e
P Uvolo mpoildviwV aipatog mou urtoBAnBnkav oe enefepyacia 2B FEP. Kowo Aot etdAla Kova AIMOTETAND ..o
............. Maopa: = e G a0EGTG
Mpoodloplouog . )
EAQTTW HATIKO TTpOIOV BAGRN o Alopol AvBpwTivo odpalpa AN\O (TtpocdlopioTe) ZUVONKOG apBOG
>oBapod avemBuunTO
oUpBapa (N ap’
oAlyov va oupBel kat
odaAua Xwpig
oUuBapa), To ommoio . . | Zearua . . | =parua . | Zearua . | Zoarua . . . )
evBéxeTal va eTpedoe >oBapd «Map )((pwpiug >oBapd | «Map )((pwpiug >oBapd | «Map )((pwpipg YoBapod | «Map )((pwpilf; >oBapd «Map > paApa xwpig TENIKO
TNV TTOIOTNTA KAl TNV oUuBapa | oAiyov» oOpBapa oUpBapal ohiyov» cGpBapa oUuBaual oAiyov» GOuBaNa oUuBapajoAiyovy| couBapa oupBapa|  oAiyov» oUupaua 2YNOAO

> uAAoyr) oAIkoU aipaTog

>uA\oyn pe agaipeon

EAeyxog povadwv
loAIKOU aipaTog Kal
lapaipeong

EmeCepyacia

IATT00rKEUON

Alavoun

IYAIKG

AMa (TTpocdiopioTe)

EYNOAO




Aedopéva aigoeraypUnvnong TnG wepiodou

2.K.AE.

Znueiwdnkav 48 mepIMTWOEIC HETAYYIONG <«<HN
owoToV aipgato¢ oe AdBoc aoOevin».

Near Misses 2015 n-1243

A0 TIC TEPIMTWOEIC auTEC 38 éxouv
XAPAKTAPEC Kal OUPRTWHATA ofciac aiHOAUTIKAG Wrong blood in tube (WBIT) i the most
avtidpaonc Aoyw aocupparornrac ABO, o¢ common near miss incident, 62.8%
aAMe¢ 5 0dev onpeiwOnke ovupapa kai ol
undAoite¢ B Karardaooovral OTIC <«wap oAiyov
va ouppoluv».

Doctors take 35.0% WBIT samples

H wepaiTépw avaAuon Twv avrtidpdcswv autwv
£decife, omi Ta meploooTepa AaOn oxertiCovrai
pe:

> un emipePpaiwon Twv oToIXEiwv TOou aoOevoucg
npiv Tn peTayyion (n=23),

> e mpoonueiwon owAnvapiov AAYnc aipgartog
(n=22)

> Kadl gpyaoTnpiaké AaBoc¢ Tng aipodooiac (n=3)

Identify your patient properly
69.6% misidentification near misses

The wrong blood group can kill
23.3% near misses ABO-incompatible
33.3% WBIT ABO-incompatible

Information technology (IT) can
occasionally fail

7 near misses were unexpected failures
of previously working IT systems




Acdopéva aigoeraypUnvnong TnG wepiodou
T LKGAE
] ] ]

O 10mo¢ AaGBouc mpoodiopioTnKe:
=0T0 Ypaweio TNC KAVIKRC (46%),
=Tnv KAvIKR (38%),

=To Xelpoupyeio (10%)

=Kal Thv aipodoaia (6%).

Zngeiwveral, Om pia ooPpapn  aigHoAuTIKR  avTidpaon  Aoyw
aocupparoTtntac ABO oxetioTnke pe peTayyion dipgomeTaliwy.

O1 avridpdaoeic avoooAoyIkKNG aipdAuonc Adyw aocuppParoTnrac oe dAAa
avTiyovika epuOpoKUTTAPIKA OUCTAHATA dava@épovTal Kupiw¢ oTda
woAupeTayyi{opeva aropa pe OaAacoaipgika oUvdpopa, evw KATA ThV
nepiodo 1997-2011 karaypapnkav 30 mwepimTwoeicTRALI
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YIMOYPrIEIO YTEIAZ
KENTPO ENAENXoy KAI MPOANHWHIE NOZHMATON (KE.EA.M.NO.)
ZYNTONIZTIKO KENTPO AIMOENATIPYINNHIHZ (ZKAE)

AENTIO

EMNIAHMIOANAOTIKHZ EMITHPHIHZI NOIMQ=ZEQN MNoy
METAAIAONTAI ME TO AIMA
2016

EMITHPHIHI ANEMNIOYMHTON ANTIAPAZEQN
KAI ZYMBANTON IXETIKA ME TH METAITIZH AIMATOX
2016

EMITHPHIHI ANEMNIOYMIHTON ANTIAPAZEQN
KAI ZYMBANTON KATA KAI META THN AIMOAOZIA
2016

AGHNA, 15/12/2017

Z & oAOKANPN TNV mePiodo emIdNHIOAOYIKAC EmITAPNONG
yid TIC avemOuuntec avTidpAoelC OXETIKA HE TIC
perayyioeic aigato¢ 1997- 2015, dnAwlnkav 10
Oavatol oxeTik@ He TR Herayyion 10.462.605
mpoloviwv  aiparo¢  (ouxvornta  1:1.046.260
povadeg).

O1 aitiec nrtav ABO aocupparéotnta Adyw HeTayyiong
<<AavOaopévou aipartoc>> (3), TRALI (2),
paktnpiakn emipoAuvon (2), TACO (1), 6vHD (1).
EidikoTepa, 1o 2015 dnAwlnke 1 Oavaroc Adyw
adlsuKpivioTnG aiTiag.




AVEMIOUUNTa CUUBAVTA OXETIKA UE T UETAYYION]

AIEBVWG TA AVETTIOUUNTA CUMBAVTA OXETIKA ME TN METAYYION ATTOdidovTal KATA KUPIo Adyo
O€E AVvOpPWTTIVO CPAANA.

To 2016 karaypagnkav 765 cuupBavrta (cuxvortnta 1: 1.144 Ttrpoiovra). ZoBapd RtTav
37 %, «TTap’ oAiyov va cupufBouv» (near miss) 28% KAl TTEPITITWOEIC TTOUu aTtrodidovral os
OPAApNa Xwpic cuuBapa ntav 35%.

H TTAsiopyneia Twv avemiOuuNTwyV CUMPBAVTWY OXETICETAI ME ATTOKAICON 60O aopd TNV
TTOIOTNTA TWV UAIKWYV (32%) kai Tig diadikaoieg TNg erreepyaciag (20%) KAl TOU €A£yxXOU
(15%). Ta cupuBavTa Katd Tn cUAAoyr oAIkoU AaipgaTog avTioToIXouv o 12% KAl KAata TNV
AUTOHATI HMNXAVIKH a@aipeocn AIMOTTETAAIwWY & 3%. ZNMEIWVETAl ETTIONG OTI AVETTIBUUNTO
CUnBAavTa KAt Tnv ammoB8nkKeuon TwV TTrpoiovTwyV AipgaTog avTioToiXxouv ot 11% Tou
CcuVvOAouU Kal KAata Tn diavour o 5%.

Ooov apopd OoTNV KATAVOMI TWV CUMBAVTWY avaAoya JE TNV aitTia rpoocdiopicpod Katda
Ta €1 2015 ka1 2016 tTaparnpseital oT1 N KUpIa aiTia, TTou OXeTIZETAl JE TNV TTPOKANON
AVETTIOUUATWY CUMBAvTwy, dev €ival O avBpwWITTIVOS TTapdywyVv OTTwS TAa TrponyouUpdeva
XpPovia TNG €TTITAPNONG, AAAA N BAGRBN €£oTTAICHOU. To yEYOVOS AQUTO ATTAITEI TTEPAITEPW
SigpelvNon KAl CUOCTNUHATIKA TTapakoAouUBnon Tng TroidTNTAg KAl TNG AsIiTOUpyiag Tou
UAIKOTEXVIKOU €EO0TTAICHOU TwV YTITNpeoiwyv Alpodocciag (Mpapnua 3).

AvermlOupunta ZuppBavta 2012-2016

75%
L %

2012 2013

—=BAABN €fomALOLOU AvOpwTLVOCg TTapAyovTag




2vuoTtdoceic - ZKAE

- Eypappoyn péTpwv aocpdAciac Kara TR delypatoAnyia aiparog, TN
oupunmAnpwon Tou OeATiou mapayyeAiac aipgato¢ kai Tnv emipepaiwon TWV
oToIXEiwv Tou aoOevolC mpiv TN HETAYYION digaToC oTnv KAIVIKA KaBwc¢ Kai
n d1apkNC mapakoAouOnon Tou aoOevolC KATA T HETAYYION ATO EUTEIPO Kdal

appHodio 1aTPOVOONAEUTIKO TTPOoWTIKO

- KaBiépwon kwdikomoinpévou apiBpol (barcode) yia kaOe aoBevil wou
cioayetai oto Noookopeio Kai n Xpnon Tou wW¢C OTOIXEiIOU avayvwpiong Tou
AaTOHOU Yid OAEC TIC 1ATPIKEC mPAEEIC KAl TN HETAYYION TPOIOVTWY aifdToC.

- Mnxavopyavwon otnv Aigodooia kai ota KAivika Tunpara

- Ailapknc ekraidsuon Tou mpoownikoU yia Thv epappoyi Kavovwv OpOng
KAivikng kai EpyaoTnpiakng mpakTIKNnG.




Oépara TexvoAoyiag

- 297/1405 (21.1%) error-related incidents were IT-related (SHOT)

2 UOTAoEIC:

O1 KAIviKoi, epyaoTnplakoi , emayyeAHATieC TANPOWYOPIKNG Kal mwApoxol
TEXVOAOYIWV TTANPoWwopIKNG Qa mpénel va ouvepydoToUv

TPOTUTO

\/

flags kai mpoeidomoINoEIg

\/

7OV va amwoTpEémouv Thv mpokAnon PAapnc amdé AaOo¢ aipa, aAAa va

diaopaAifouv Tnv £ykaipn Kai akpipn d1aBecipdoTNTAa CUCTATIKWY
aigarocg yia KAIvikn xpnon




210X0C - BeAtiwon Tnc moidTnTaC

TTpoadiopioTe mOMITIKEG,
d1adiIkaoicg, mMPWTOKOAAA

AvaAnyn dpaonc yia Tn PeAtiwon
TNC MOI0TNTAC

Enjoy failure and learn from it. You can
never learn from success

AnoAaUoTe Tnv amotuxia Kai paOere ano
autnn. TloTé dev pmopeic va padeic amdé TNV
emtuxia ll

James Dyson

YAomoinon Twv woAITIKWY

TTapakoAoUOnon Tng xpnong
Kal TNGC moI0TNTAC
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AlpodoTng

AilgoertaypUmnvnon

AopaAnc MeTayyion

E.KE.A Noookopelakéc Ynnpeoieg Aipodooiag

KEATINO

2KAE Iatpikd/Yyeiovopikd mpoowmiko




EpwtnpaTta wou awaitolv ardvrnon

< TIOY KATA THN AIAAIKAZIA EFINE TO AAOGOZ?

Toté Scv [‘de
10 1010 Aaos

o 20 gopes

oty [/ StErgr

< TIOIOZ EKANE TO AAOGOZ?
< TTATI ZYMBAINOYN AAGH ? -
¢ XE TTOIO ETIITIEAO TTAPATHPOYNTAI EAAEIMATIKEZ TIPAKTIKEZ ?



2NUAVTIKOC 0 poAo¢ Twv Emitporwv MeTayyioswv

- TlpowBnon kai di1adoon TNG XPNONC €OVIKWY KaAl TOTIKWY
odnylwv yia Tn diadikacia TnG HETAYYIONG

- TakTikn avaokomnon Kdi emikaipomoinon Twv Egyypapwv
TOU VOOOKOWEIOU yia T HETAYYION

- TlpowBnon Tn¢ ekmaideuonc Tou mpoowwikoU TG KAIVIKAG
Kal TnG aipgodooiac kKaBwe Tou mpoowmikoU UmooTAPIENC Tou
eUTAEKETAI OTN d1adiKkAcia TNC HETAYYIONC OTNV KAIVIKA

- Avagpopd Twv ooPapwyv avewlOUUNTWV avtidpdcewv Kal
ouppaparwy oto EOviIkG mpdypappa aipgoeraypUmvnong

- Empepaiwon oTI Ta wepIoTATIKA avaAUovTal Kadi ol wAnpo-
YopieCc XpnoigoroloUvTal yid PeAtiwon Kai amopuyn TNG
emavaAnyng

EwipAcyn Tnc epappoynic

TWV HETPWV




‘EAeyxoc Tnc Xpnonc Twv mapaywywv aigartog / —

TWV HeETAYYioEWY AC 4
\\\é‘:‘ |
ZuAMoyn dcdopévwy yid TV mapakoAouOnon Tng amoédoong Twv /

d1adiIKkaoiIwyv AUDIT
TTpoypappa afioAoynonc mou mapakoAouOei kail avTigeTwmwilel TIC

TPAKTIKEC HETAYYIONC YIAd OAEC TIC KATNYOPIEC TOU aigdaToC Kal
TWV OUCTATIKWY

l Avadpopikoi

<+
‘EAcyxoc ouppoppwong He Tad mpoOTUTA I 00 onTIKOI & AEYXO!
TapepPdaoceic yia Tnv aAayn kai PeATiwon TNC mPAKTIKAC Real-Time
HETAyyiong

!

*"TOU OUVOAIKOU apiBpol Twv povadwv mwou perayyilovrai
*TOU dpiOpol Twv Hovadwv HETAYYIoNg ava aoOevi

TNV avaAoyia Twv doOevwv mou peTayyioOnkav . . . l
*Tov dpIiOo akataAAnAwv petTayyioswv |
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2Zuprnepaoparda

To AdBoc¢ yeyovogc amaoxoAei 6AouC Toug eHmAEKOHEVOUC HE TV Alpodoaoia

Quality means doing it right when no one is looking
TToidTnTa onpaivel va 1o KAVEIC OWOTA OTAvV Kaveic dev KoiTalel

Henry Ford

When this
patient dies it
will be YOUR

FAULT for
rejecting my
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