Deadly Blood Transfusion Error

Outline  What Problem(s) Patient death
When Date December 3, 2018 On Dec. 3, 2018, a 75-year-old woman soughtemergency care at Baylor St. Luke’s Medical Centerin Houston where
Tim - her treatment included blood transfusions. She was given the wrong blood and died the next day after repeated
e 12:50 PM cardiac arrests. The investigation into the error determined that a label with the patient's name was applied to a blood
Different, unusual, unique Blood sample was leftin ER room after patient was discharged sample from a different patientwho had previously been in the same room. This mislabeled sample was sentto the
G - - lab. The earlier patienthad a different blood type from the current patient, which resulted in the patientbeing given
Where Facility, site Baylor St. Luke's Medical Center in Houston two different transfusions of the wrong type of blood.
Unit, area, equipment Emergency Room
Task being performed Patient treated with blood transfusion 7
Impact to each GOAL . . EVS failed to notified
Safety Patient death Missed Opportunities Reviewing the Cause Map — the EDthata blood
. . . specimen was leftin
Customer Negative publicity, patient trust in hospital decreased shows that this mistake was not the result of a single
. error. There were at least six missed opportunities
Labor, Time Major investigation where this error could have either been prevented or D
caughtsignificantly earlier. (2>
- : = - — Previous patient's D staff failed to
Frequency First patient death, but regulators identified 122 incidents of blood ___|blood sample wasleft [ | | checkroomfor
labeli duri September 2018 to J 2019 in the room after bodily fluids after
abeling errors during September 0 January discharge discharge
Evidence: The investigation|
into this incident
determined that the blood
specimen remained in the AND
23-Why Cause Map room for over 10.5 hours
Lab given blood sample with Blood sample had :2:““;2?;;""‘;22':;:‘?‘"5 ;he @
another patient's blood in it labels of two i . o Standard practice
that was labeled with current different patients Previous patient's p
patient's name applied ] blood sample taken o dbraw“a ¢
ithout doctor's orde rainbow” o
samples
Given blood AND Evidence: Finding in
Impactto ___| transfusion with Wrong blood the report based on
Safety the wrong blood provided by lab interviews with ER
type istaff.
Evidence: Patient blood
type was B+, and she was
transuded with Fresh Lab accepted -
‘ [frozen Plasma and Packed| double-abeled urse zppllled a
Negative publicity, Red Blood Cells that were blood sample second patient
Impact to patient trustin Patient death |e—y, Repeat_ed bouts le—] A+ label to blood
Customer hospital decreased of cardiac arrest sample
AND )
Nursing crew lacked Required by
___| training in how to identify policy and
adverse reactions during procedure
transfusions [Evidence: Policy stated that
\vital signs should be checked
lieeEi® ‘ Maior 6 15 minutes after making a
I " " " " connection. Vital signs
Labor, Time investigation Patient continuedto Nursing crew did should also be monitored
receive wrong blood notrecognize || AND levery hour and after the )
despite worsening possible S|gn§of ltransfusion is completed. Gause Ma pp'ng
adverse reaction adverse reaction
Evidence: The investigation Why? Because...
reviewed the patient's vital signs Vital signs of patient
and saw that her blood pressure were not checked
\was dropping during the e . 3
transfusion and that there were dturan:sgfl?slfoor? AND Eﬂe[;t Cause
° - - — lother indications of an adverse
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Evidence: The
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the required vitals were
not taken.




