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Abstract

Patient safety is one of the important issues in healthcare,
and blood transfusion is common and necessary in
everyday practice. Blood sample collection is the front
line of transfusion therapy, and many innovations and
quality improvement measures have been implemented to
prevent errors in the complicated process, involving many
departments in the modern hospital. Our study began
with an extensive system analysis project, applying
HFMEA (Healthcare Failure Mode and Effects) model to
improve the whole process by multidisciplinary efforts.
Via wireless network communication, we implemented an
information system to cope with the departments,
including the laboratory medicine unit, the blood bank,
the wards. At the bedside, the nurses identify the patients
and print out the tags by on-site PDAs (personal digital

assistants), the software driver of which is developed by

our medical informatics team. The whole transfusion
process is monitored by the integrated management
system, including the online reporting mechanisms of any
errors or potential errors, to improve the transfusion

process.
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