
P404
Yu-Mei Lee, MSN, RN

Department of Nursing, Chi Mei Medical Center, Tainan City, Taiwan

O p t i m i z i n g  H e a l t h c a r e  S a f e t y :  A p p l y i n g  T h e  H u m a n  

F a c t o r s  A n a l y s i s  a n d  C l a s s i f i c a t i o n  S y s t e m  

( H F A C S )  t o  I m p r o v e  B l o o d  P r e p a r a t i o n  E r r o r s   

r e l a t e d  t o  P a t i e n t  I d e n t i f i c a t i o n  M i s t a k e s

Blood component preparation is pivotal in 

healthcare organizations as there could arise 

mistakes or improper procedures related to 

blood handling during medical interventions.

 Its accuracy and safety are crucial for patient 

safety and treatment outcomes. 

To improve medical procedures and enhance 

patient safety, we present a comprehensive 

analysis of a medical incident resulting from 

blood preparation.

The importance and risk of correct blood 

preparation is equivalent to that of organ 

transplantation. It is one of the most important 

steps before blood transfusion. If you are not 

careful, it is likely to cause damage or even 

death to the patient. This report aims to 

improve the cause through root cause 

analysis. 

Patient identification of events leading to 

blood preparation errors improves patient 

safety and improves medical care.

The goal of this 

article is to 

address 

healthcare 

safety by applying 

HFACS to 

analyze the root 

causes of blood 

preparation 

errors, 

especially 

patient 

identification 

mistakes.

.

1.Claire, B., & Michelle, B. (2023). Blood and blood products transfusion errors: What can we do to

    improve patient safety? British Journal of Nursing, 32(7), 326-332.

2.Michelle, B., & Claire, B. (2023). Improving nurses' blood transfusion knowledge and skills. British

   Journal of Nursing, 32(11), 522-525.

3.Dunbar, N. M., & Kaufman, R. M. (2022). WBIT Study Investigators. Transfusion, 62(1), 44-50.

4.Lancaster, E. A., Rhodus, E. K., Duke, M. B., et al. (2021). Blood transfusion errors within a health 

   system: A review of root cause analyses. Patient Safety, 3(2), 78-91.

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

1.Unsafe acts, including violations: Healthcare personnel engaging in unsafe acts, including 

violations of established protocols, contributes significantly to blood preparation errors.

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

reduced attention and accuracy during blood preparation processes leading to unsafe acts.

3. Unsafe supervision: Ineffective leadership and the failure to establish a safety-supportive 

culture contribute to unsafe supervision. This results in insufficient adherence to safety standards 

by staff.

In summary, our analysis and improvement 

measures underscore the crucial importance of 

strict adherence to standard operating 

procedures in medical processes. These 

enhancements have significantly increased the 

safety and precision of the blood preparation 

process and enhanced overall medical service 

quality. The outcomes of this study affirm the 

applicability and potential impact of 

implementing meticulous patient identification 

protocols to ensure the utmost safety and quality 

of healthcare practices in similar medical 

contexts.
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The execution rate of involving 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.

Improvement plan

Streamlining All-in-One Say Your Name, Pause for Errors Spot the ErrorsSafety Stop, Look, and Listen
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