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La probabilità di ricevere un’unità ABO incompatibile 
Gruppo del 
ricevente 

Gruppo del donatore 
Calcolo della 
probabilità 

Probabilità di 
incompatibilità 

O O 0,46 x 0,46 = 0,21 ----- 

A 0,46 x 0,41 = 0,19 0,19 

B 0,46 x 0,09 = 0,04 0,04 

AB 0,46 x 0,04 = 0,02 0,02 

A O 0,41 x 0,46 = 0,19 ----- 

A 0,41 x 0,41 = 0,17 ----- 

B 0,41 x 0,09 = 0,04 0,04 

AB 0,41 x 0,04 = 0,02 0,02 

B O 0,09 x 0,46 = 0,04 ----- 

A 0,09 x 0,41 = 0,04 0,04 

B 0,09 x 0,09 = 0,01 ----- 

AB 0,09 x 0,04 = 0,00 0,00 

AB O 0,04 x 0,46 = 0,02 ----- 

A 0,04 x 0,41 = 0,02 ----- 

B 0,04 x 0,09 = 0,00 ----- 

AB 0,04 x 0,04 = 0,00 ----- 
Totale 1,00 0,35 

Brecher ME, Hay SN, 2004 



How good luck can help us…..  

• By chance alone there is a 35% possibility 
that a random unit administered to a 
random patient will be incompatible (Linden 
JV, Transfusion 1992; Greenwalt TJ, 
Transfusion 1997).  

 

• Even if an incompatible unit is transfused, 
the likelihood of of fatal outcome is less 
than 10% (Linden JV, Transfusion 2000). 



AABB Technical Manual, 17th ed. 

Data from the second survey suggest a risk of ABO-
incompatible transfusion as 1:200,000 and a risk of 
the death as 1:3 million. 



Transfusion, 2008 

Frequency of event reporting (in a log or written report) 
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Transfusion safety is more than component safety. Safe transfusion therapy 
depends upon an interconnected series of processes that begin with the donor 
and end with the patient (Dzick WH, Transfusion 2003). 

Dzick WH, Br J Haematol 2006 
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Transfusion, 2008 



Fiorin F, 2013 

Gli elementi ambientali di rischio  
per la trasfusione di sangue 

A quali elementi ambientali potrebbe essere correlato un futuro evento avverso? (max tre risposte)  



Le aree critiche per l’errore nelle ST 
 Quali sono, nel vostro ST, le aree più critiche per l’errore in MT? (max 3  risposte)  

NB: le domande sono riferite alle attività espletate direttamente dalle ST (compresi prelievi e richieste trasfusionali) 

Problemi di 
comunicazione con 
reparti degenza 

Corretto prelievo ed 
identificazione dei 
campioni/paziente nelle 
prove pre-trasfusionali 

Fiorin F, 2013 

Accettazione 
richieste/campioni 

Corretta formulazione della 
richiesta trasfusionale 

Mancata applicazione 
PO 

Mancanza interfacciamento tra  
sistema gestionale e strumentazioni 

Orario di ricevimento della richiesta 
(differenze tra richieste in orario di 
servizio o ricevute in guardia/pronta 
disponibilità) 

Etichettatura in fase di 
prenotazione/assegnazione 
emocomponenti 



Transfus Med, 2007 

Sample collection errors may occur 
when samples are drawn from 
donors during blood donation, as 
well as when drawn from patients 
prior to transfusion-related testing. 



Where do things go wrong? 

30% inside the laboratory 
(in 50% of cases, > 1 error contributes to an adverse outcome) 

 



When do things go wrong? 

During accident and emergency 
and surgical emergencies 

 



When wards are busy with distractions 

When experienced staff are thinly spread 

Laboratory error during regular (daylight) hours 
These errors included technical testing errors in 
three cases, clerical error in transcription in one 
case, issuance of the wrong units in two cases, and 
use of the wrong patient sample in three cases. 



And in the middle of the night 

Laboratory error outside of core hours 
These errors included technical testing errors in 10 
cases, issuance of the wrong units in four cases, and 
use of the wrong patient sample for testing in one 
case, and, in four cases the details of errors were not 
reported. 



Examples of critical control points in the compatibility process 
 and risk reduction strategies  

Milkins C, 2012 BCSH guidelines for pre-transfusion compatibility procedures in blood transfusion laboratories 



 
 
 

ERRORI con Reazione Emolitica 2009 % 2010 % 

Identificazione del paziente   25,0   11,8 

    Paziente errato 6   2   

Etichettatura   4,2   17,6 

    Errata etichettatura provetta 1   2   

    Errata etichettatura sacca     1   

Assegnazione / distribuzione dell’emocomponente   29,2   11,8 

    Utilizzo di unità non destinata al paziente 7   2   

Errore di determinazione   41,7   17,6 

   Errore di determinazione del gruppo sul donatore 4   1   

   Limite di determinazione del gruppo sul donatore 6   2   

Altro     7 41,2 

Totale 24   17   

G. Facco: Dati preliminari SISTRA  



 
 
 

G. Facco: Dati preliminari SISTRA  



Transfusion 2013, in press 

• A total of 15,134 errors were reported over 72 months with a median of 215 (range, 85-
334) errors reported per month. A median of 118 errors were reported in 2006, 
increasing to a median of 267 in 2010. 

• Overall, 9083 (60%) errors occurred in the transfusion service and 6051 (40%) on the 
clinical services. 



Transfusion 2013, in press 



Transfusion 2013, in press 



Transfusion 2013, in press 



• 9083 out of 15,134 errors (60%) occurred in the 
transfusion service:  
– 263 out of 15,134 (1.7%) were high severity errors (2.7% of all 

transfusion service errors).  

– Two laboratory errors resulted in patient harm: 0.02% of all 
transfusion service errors (one harm per 4540 errors detected). 
No ABO incompatibility errors were detected.  

– Near-miss: 97%. 

• 6051 out of 15,134 errors (40%) occurred in the clinical 
service:  
– 1392 out of 15,134 (9.2%) were high severity errors (23% of all 

clinical service errors).  

– 21 errors resulted in patient harm: 0.35% of all clinical errors. 

– Near-miss: 89%. 

 

Transfusion 2013, in press 



Group O platelets & AHTRs 

Liumbruno GM, Blood Transfus 2009 



• The opportunity for error in complex organizations 

is huge, and humans are often set up to commit 

mistakes by preexisting factors and systems that 

are lying in wait for human interaction. 

• Like the chemical and airline industries blood 

transfusion can be considered as a controlled risk 

system with an accident rate of between 1 in 

1,000 and 1 in 100,000. Safety in controlled risk 

systems depends on careful monitoring by safety 

management experts. (Chiaroni J, Transfusion 2004) 



We have good standards, but should stay alert !! 

Grazie dell‘attenzione! 


