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Title: Using Root Cause Analysis to improve near miss of transfusion Adverse Event
Sheng-Fen Sung*1, Yi-Xin Gong1,Xujia-Fang Hu1, Ming-Chu Feng1, la-Ling Chen1, Hsiu-Chu Chiang1
1Department of Nursing, Kaohsiung Municipal Siaogang Hospital, Kaohsiung, Taiwan
The aim of this article was to describe the use of root cause analysis (RCA) for identifying the possible causes of a Pre-Blood transfusion, the occurrence of cross-test misdiagnosed blood test blood group of patients involved vesicant , and provide attention & prevention. Methods: As a serious and sentinel event, an investigation team was established.Key participants were identified and an RCA was implemented systematically with atrained facilitator guiding each analysis step. Chronological narratives were tabulated in a timeline sheet. Why tree & Barrier analysis were used to determine the root factors of this event.Results: Three root causes of the extravasation event were identified, whichincluded 1. Colleagues lack of vigilance, 2.The lack of short-term closure of reinstatement nurse education and training, 3. Not by standardizing the steps required for to blood transfusion. Based on the analysis, we implemented action plan to ensure safety in standardizing the steps required for to blood transfusion. After the improvement measures, we have not had similar event recurred.
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