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INTRODUCTION

Blood component preparation is pivotal in

Our research have identified three primary root causes contributing to blood preparation errors:

healthcare organizations as there could arise 1.Unsafe acts, including violations: Healthcare personnel engaging in unsafe acts, including
mistakes or improper procedures related to violations of established protocols, contributes significantly to blood preparation errors.

blood handling during medical interventions.

2. Preconditions for unsafe acts: The psychological states of healthcare personnel can lead to

Its accuracy and safety are crucial for patient reduced attention and accuracy during blood preparation processes leading to unsafe acts.

safety and treatment outcomes.

patient safety, we present a comprehensive
analysis of a medical incident resulting from
blood preparation.
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The importance and risk of correct blood
preparation iIs equivalent to that of organ

3. Unsafe supervision: Ineffective leadership and the failure to establish a safety-supportive
To improve medical procedures and enhance culture contribute to unsafe supervision. This results in insufficient adherence to safety standards

Improvement plan
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transplantation. It is one of the most important
steps before blood transfusion. If you are not
careful, 1t is likely to cause damage or even
death to the patient. This report aims to
Improve the cause through root cause
analysis.
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The execution rate of invdlving patients and their families in the patient identification process has
reached an impressive 100%, showing our commitment to patient-centered care and the
Importance of collaborating with patients and their families in ensuring safety.

In summary, our analysis and improvement
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process and enhanced overall medical service
guality. The outcomes of this study affirm the
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