ghelnformed Patient / By Laura Lanaro |

Blood M:,x- Ups Can Be Deadly,
But They Also Can Be Prevented

T GEORGET University Hospi-

tal;ln \\msg;)go"n, autpatients who
cume in for a° hlond_transfusion po
through 3 process not imlike the supel-
markel checkot: A nunse uses a scan-
ning device to eheck the bar: code on the
patient's wristbeod againstajabel on the
donor hinod. Since Georgetown began us-
Ing the bar-code syste three years apgy
in the outpalient department, there's

never been a fatad mistake In'a blood -

Ing,blood ervors; yet only ahout 1.5% of
U.S. hospitals have them. All blood com-
ing fram Jicensed blood banks is already
bar coded, and hospitals have rdimen-
tary scanners that check tie code in the
lub. Whut iso'l yel common are scanbers
and bar-code sysleros  on  patlent
floors-—-a systein that would akse protect
agalst medication ercor, which is a
sauch bigger problem than transfusion
ermor. “It's & chicken and egy situation,”

But Dr. AuBuchon says hospitals neexdl o
make procedures for matching blood and
paticots “routine amt repetitive,” such as
making sure two ar even three peaple ver-
ify information. Dr. Sandler of George-
town agrees that bar eoding shouldn't sub-

stitute for visual matching. "Bven with-

the techoology, it mikes scose Lo double-
check it the old fashianed way," he says,

OR PATIENTS, il pays to stay vigt-

Tant. IU's a pood idea, for Distance, (o
see for yourself if the labels on your
blood-sample tuhes match your puatient
identification number or other data on
your wristband, avoiding a4 simple bul
ocommon mistuke.

lated ervors annually in the U.S.
Some mistakes, such a8 errane-
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transfusion, : I llu.;un::ld bal firsthand
IT only all hospitals had such - reccally al i mnjor Kast

a system, : . : Coast hospital that fre-
' ssA mix-up Jn blood types in Looking for My Type quently deals with dooors
any wedlcn) situation can lead  American béood bank groufs wont the: FDA to make this newes type of ber from the sume family with
10 traglc consequences, as wade  oode the stuxdad the same Iust names. Arriv-
clear by’ the recent_death of a T e 1 ing ut the bload lab with iy
teenage girt at Duke University identiffeation : lq: Lt ] ! brother to have our blobd col-
Hospital who received a heart  mumbor, spectfiny |} W% usisariely Two ot product Jecied and analyzed, 1 no-
lung teansplant from a dopor vobecion focatian, === A ‘l ABOgroupond.  Liocd that the Jabels the tech
with the wrong blond type, ‘unatin dateand :|oes : i1 Rhtype nician was about to place on
Tronsfusion experts Say pa- ST MR e ! R POSIVE | my speciuien tubes had my
" tients are 100 times owore Jikely j _ } l@ vy brother's ficst name, Christo-
to recefve the wrong blood than Pruduct cede | e |1 Results of pher, on them. The teclmi-
they are to pick up a disease cunmatly B || apecgnce | spoclat testing,  clun didn't falie any steps (o
from donuted blood. . AL00 codos calst || SESE T ) pesteserene || 10 ooty check thal-she had the right
By somuc estimtes there us e and (| NAUMROUN | RN | marerefor | Danents or ooflee & mole
many as 2,600 transfusion-re .uswapm&uus === = | mmpté nanw was an a tube she was

about to collect for a female
patient. Later, whea [ was

ous transfusions of “universul
danor” Type O blond, don't barm pa-
ticnts. But getting the wrong blool type
cap seml your immunc system intn over-
drive, and Jead to kidoey or Jung dam-
age.

While the nation‘s blond banks have
mude great strides in screening blood for
Jnfectious agents such as HIV, hospitals
have made little progress in keepiog bet-
ter track of blood once it s in their facllf-
ties and reducing the “noninfectious hag-
ands” of transfusion. And inost still rely
on archalc methuds prooe to.man er-

ror lor drawing, storing and ddminister- -

ing binod, leaving the patential for misia-

beled bloed products and switched or ost:

paticnt blood samples.

IXING UP the blpad samples frooi
hospilal roommates, for instence,
“can starl a chain of events that coukd
kill somebody,” says Gerald Sandler, dl-
rector of transhitsion mudiclne at George-
town. He adds that data reported to the
Food and Drug Admipisteation indicate
that every year about 20 people die (rom
misidentified transfusions, though many
belleve the number is far higher.
Bar-code systems like the one being
used at Georgetown are considered the
most promising technolagy for clioinat-

says Russell Lowis, chlcef operating of-
ficer of Bridge Medical Inc., which
makes tho bar-coding technalogy used by
Georgolown. Hospitals have been reluc-
tant to iavest in bar coding untit more
pharmaceutical companies and blood
banks bave codes affixed {o thedr prod-
ucls; pharmaceutical companies ace wails
ing for hospitals to have the scanners,
The good news is (hat the FDA is ex-
pected to require standardized bar-code
labels on all medications and bialogic
products such as bjeod later this year.
" Dost errors have to do with misidenti-
fving patients when collecting samptes
for testing and cross-mutching, or when
they are about to get a transusion. “T'wo-
thirds of the problems take place at the
bedside,” says James P. AuBuchon, who
runs biood-bank services at Dartmouth-
Hitchoock Medicat Center in Lebanion,
N.H., and chajrs the American Associy-
tloo of Blood Danks transfusion commit-
tee. “The greatest risks are gelting the

wrong unit of bload and inadeguate av .

incorrect identification of the patient,
such as getting the blood that was in-
tended for the paticot in the next bed.”

Dartinouth uses a har-exle systemt
that gencrates a label vight at the pa-
tient’s bedside from a hand-held device.

scl 1o reoclve & transfuston
of blood cells from my
brather, the process had ta be delayed for
an hour because n hlood type and scroen
hadn‘'t been performed an me. Though
that was an important safeguard, It was
never made clear why it hado't bee
done in the first place. . !
Since May 2001, the FDA hss vequired
more stringent errar reportiog fromhospl-
tals, soch as natifying the ugeocy of 4 mls-
matched blood unit sant to a paticat’s bed-
slde even If the error was caught Jo
lime—a so-called near miss. A number of
hosplitals are pow' adopling o fcderally
funded computer program calied Medical
Rrrars Reporting  System-—Transfusion
Medicine (o collect and analyze blood mis-
takes. Howard Kaplan, a New Yark-Pres-
byterian Hospital/Columbia University pu-
tologisl overscelng the system, says such
monitoring can hedp identity which mis-
takes staffers make becanse of reckiess be-
havior. But equally Important, it cun ana-
lyze.the “nedr miss™ events that can be
slidied- withowt fear of punishment,
"Hospitals are starting to recognize
the hnportance of encouraging peopke (o
report near misses and treke action Lo see
ey dou't happen again,” says Dr. Kaplan.
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