KNOWLEDGE, ATTITUDE AND PRACTICE ABOUT PRE-ANALYTIC ERRORS OF BLOOD
TRANSFUSION AMONG INTERNS

ABSTRACT:
the efficiency of interns on the basis of knowledge, attitude and practice in blood transfusion and to

analyse about the pre-analytic errors in blood transfusion!.

STUDY DESIGN: A cross sectional study
PLACE AND DURATION OF STUDY: Department of Transfusion Medicine, Saveetha Medical

College Sriperumbudur, between January 2020 to August 2020.

lMETHODOLOGY:The \prospective study k}n—the—pr&analyﬂeal—e#eps—ef—m{ems Mill be done by

distributing online questionnaire. From the questionnaire the interpretation of pre-analytical errors will be
analysed statistically.

RESULT: A total of 150 interns in a Tertiary care teaching hospital were given the online questionnaire

interns responded and 14 were not responded and this study showed lower frequency of incidents in pre-

analytic errors.

CONCLUSION: Though the pre analytic errors were less, the lack of knowledge lof )the medical staff in

transfusion is obvious. We must therefore have fthe possibility of organizing regular training and follow-up

lactivities.|
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INTRODUCTION:

Blood transfusion is the process of transferring of blood or blood products from one individual (donor) into

lanother individual's bloodstream lreeipiend“h.This\ life saving procedure can replace one’s blood loss

following a surgery or injury. Before transfusing the blood, pre-analytic ftests called /ABO compatibility and

RhD kcompatibility are done between [thedonorand fhe recipient. Transfusion transmitted infections

[Screening jis also done for the donor's blood sample. Improper compatibility-and |screening festmay lead AN

to incompatible blood transfusion causing severe hemolytic disease which at times leads to fatal

consequences and infectious blood transfusion causing [disease[z' 9]
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patients', wrong labeling of blood bags can cause adverse reactions™,

cause hemolytic feactions,antibodies |present in donor blood jare lagainst recipient antigens causing

antigen antibody [reactions, transfusing finfestious blood due to improper screening lef—bleed Wwhich |
\

contains infectious agents like [HIV,hepatitis [B and [C!®) infusion pf large amount of blood can cause iron

[overload,storage bf blood at incorrect temperatures can cause adverse feactionsetc)

Policies and guidelines related to blood transfusion have been established by increasing safety

procedures in transfusing blood and preventing the side effects triggered by fincompatible blood
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transfusion. Much attention must be paid to safety of blood products prior to transfusion rather than the

actual blood transfusion [processls] J

Comment [00027]:

delete

Comment [00028]:

delete

Comment [00029]:

may

METHODOLOGY:

The prospective study on the pre-analytical errors of actual transfusion of blood components was

conducted by distributing online questionnaire among the interns of tertiary care teaching hospital during

January to August 2020. [From the responses collected, the data ferinterpretation-of pre-analytical-errors

will-be| analyzed statistically.

RESULTS:
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A total of 150 finternsin a Tertiarycare teaching hospital were given the questionnaire [containing-questions
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collected at bedside, 7 [4.5%] pf-the finterns |stated sample |should be collected first and then labeling

should be done at nursing counter. [24[18.4%] jof-the internsstated Jolood sample should be collected in

EDTA and remaining [110[81.6%]stated las Plain and EDTA.

[132[97.1%)] |of—the linternswere jaware of checking compatibility report of bloodbag but remaining

4[2.9%]wasn’t laware of checking compatibility report.

Regarding test tube labeling 99 [73.5%]ef-the [interns stated that both name and hospital registration

number of the patient is necessary and 37[26.5%] jopted for only hospital number.

[126[92.8%]of-the finterns stated comparingthe patients identification with patients hospital armband and

blood group and name.

[135[99.3%]efthe finterns were aware of signs of acute transfusion reaction and only 1[0.7%] Wwere |
\

unaware of signs of acute transfusion reaction|

DISCUSSION:

The role of blood transfusion is significantly effective but at the same time it could be a life-threatening

risk. This study was conducted to know about the awareness of knowledge, attitude and practice of the

blood transfusion procedures among the interns/H—was—conducted—in—a—TFertiary—care—hospital—by

distributing-online—guestionnaire—to—150-internsThis study [showed lower frequency of incidents in pre-
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CONCLUSION:

In this study, low prevalence of pre-analytical errors was observed in all thestages. But those errors

during |patient identification and sample collection are (correctable]. Blood bank should record all the errors -

being committedmistakes| and provide education and frainingwith jappropriate transfusion procedures to

prevent those errors and ensure bafety of blood transfusion.

CONSENT:

Online consent form obtained.

ETHICAL APPROVAL:

Ethical approval obtained.
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