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Original Article

Classifying transfusion medicine service problems for risk management

Navapun Charuruks and Pimol Chiewsilp
National Blood Centre, Thai Red Cross Society

Abstract:

Background: Problems and risks that create errors in transfusion medicine services may occur from several
issues. Besides doing corrective actions, recurrent risks due to ineffective management of root cause must also
be addressed. Objective: To study the appropriate risk management in accordance to ISO 22367. Materials
and Methods: A retrospective descriptive study was done on a total of 213 internal and external complaints,
and occurrence that occurred at National Blood Centre (NBC), Thai Red Cross Society (TRCS) during January
to December 2018. These 213 risks are categorized into b categories, 1) actual and potential adverse events; 2)
specific and potential impacts on customer services; 3) responsibility for incident; 4) phase of laboratory testing;
5) preventability and finally conclude for corrective and preventive actions. Results: From this study we found
that most of risks that occurred at NBC, TRCS have low adverse effect. Most of risks occurred under laboratory
responsibility (54.9%), at pre-analytical processes (71.8%). Most of risks are preventable by minor work process
adjustment or just personnel attention improvement (45.1%). Some can be prevented with additional of a few
resources (33.3%). The risks can mostly be corrected and prevented by refresh training (59.6%). A few risks are
on information technology (IT) issues (6.6%); human error, however, is still a major problem (33.8%) - both of which
can be solved by supporting technology. Conclusion: This study demonstrated that categorize risk appropriately
in accordance with ISO 22567 should be applied to improve risk solving. These five categories support the risk
management; however the effectiveness of this management should be studied further and have follow up.
Keywords : @ ]SO 22367 @ Risk management @ Risk classification

J Hematol Transfus Med. 2019;29:297-303.
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Table 2 Classification of 213 risks occurred at National Blood Centre, Thai Red Cross Society during January to

December 2019

Category

No. (%) of incidents

1. Actual adverse and potential adverse events
1.1 Actual adverse events
1.2 Potential adverse events
2. Specific and potential impacts on customer services
2.1 Specimen redrawn or recollected
2.2 Delay in receiving test results or services

2.3 Incorrect results sent to customer

2.4 Receive wrong care or unable to recollect new specimens

2.5 Unable to determine

3. Responsibility for incident
3.1 Laboratory
3.2 Non-laboratory
3.3 Undetermine

4. Phase of laboratory testing
4.1 Pre-pre-analytical process
4.2, Pre-analytical process
4.3 Analytical process
4.4 Post-analytical process
4.5 Post-post-analytical process

5. Preventability

134 (62.9%)
79 (37.1%)

3 (1.4%)
81 (38.0%)
23 (10.8%)
18 (8.5%)
88 (41.3%)

117 (54.9%)
95 (44.6%)
1 (0.5%)

98 (46.0%)
55 (25.8%)
19 (8.9%)
13 (6.1%)
28 (13.2%)

5.1 Unpreventable or unavoidable 2 (0.9%)

5.2 Be able to partial prevented with resources 6 (2.8%)

5.3 Be able to prevented with resources 38 (17.9%)

5.4 Be able to prevented with additional of a few resources 71 (33.3%)

5.5 Be preventable by minor work process adjustment or just personnel attention 96 (45.1%)
improvement

6. Behavior error
6.1 Cognitive mistake
6.2 Non-cognitive mistake
6.3 IT

127 (59.6%)
72 (33.8%)
14 (6.6%)
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