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Case Study

SHAKY ADHERENCE OF 
PATIENT IDENTIFICATION 
DURING BLOOD 
TRANSFUSION
By Julie Cronin Higden, CRICO

DESCRIPTION
A 59-year-old female whose last name matched another Emer-
gency Department patient had an acute hemolytic reaction after 
she received the incorrect blood type.

KEY LESSONS
 • Adhere to policies for patient identification prior to blood 

transfusion or medication administration.

 • Clinicians working amidst frequent interruptions may need 
additional safeguards to prevent errors of distraction.

 • Patient safety in high risk, high volume, high acuity clinical 
areas depends on highly-effective team communication.

 • Assessment and documentation of clinical findings must be 
consistent and complete to enhance defensibility in claims.

CLINICAL SEQUENCE
A 59-year-old female presented to the Emergency Department 
(ED) with complaints of general weakness and inability to function.

The patient had a history of smoking, substance use disorder, 
hypertension, hyperlipoproteinemia, gastric reflux and uterine 
fibroids. On arrival to the ED, her vital signs were within normal 
limits and her EKG was normal with no ST elevation. The patients’ 
labs indicated metabolic acidosis with elevated lactate, liver 
function tests and a decreased hematocrit. The patient was 
agitated and refused to tell the nurse her name.

The ED attending was made aware of the patient’s status and the 
plan was to rule out infection and correct the electrolyte 
imbalance, dehydration, and anemia. Intravenous fluids and 
antibiotics were initiated. Blood work was sent to cross match the 
patients’ blood type, however, a repeat blood draw was required 
as the initial specimen was lost.

Prior to the blood transfusion, the patients’ vital signs were 
stable. Twenty minutes after initiation of the transfusion, the 
patient became hypertensive, tachycardic, with a dropping 
temperature. The transfusion was stopped after the patient had 
received about 25cc of A+ blood. At this time, the nurse realized 
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that the name on the blood product verification form was a 
different ED patient with the same last name.

Later that day, the patient was transfused with the correct blood 
type. She subsequently became hypertensive and hypothermic, 
indicating an acute hemolytic reaction. The patient was 
intubated and transferred to the ICU. Eventually, she was 
discharged to a rehab facility. A few months later, at home, the 
patient died of hypertension and anemia.

ALLEGATION
The patient’s family sued the hospital, alleging that the nurse’s 
mistake caused the patient’s liver dysfunction and death.

DISPOSITION
During the deposition, the nurse stated that the ED was very 
busy and she had been interrupted several times during the 
blood verification process. She also noted that the patient’s 
agitated behavior complicated double checking her name to 
confirm blood products. A second nurse was unable to recall if 
the patient’s date of birth or medical record number were used 
during the double-check verification process prior to adminis-
tering the blood transfusion.

The case was settled in the mid-range (<$499,999).

RESOURCES/REFERENCES
• Many adverse events in health care are deemed 

preventable with adherence to policies, proper systems, 
and heightened attention to patient safety. The Safety of 
Inpatient Health Care study (Bates et al) underscores 
these findings.

• The Candello Benchmarking Report, The Power to Predict 
highlights that failure to have or follow a policy or protocol 
results in a 2.45x higher likelihood that a case will close 
with payment.

• When clinical environments are busy and challenging, 
consider implementing a Quiet Zone or Do not interrupt 
bundle when administering medications or blood products.

• A rigorous study by Poon at al exploring the use of barcode 
scanning with electronic medical administration 
technology reported a 41 percent reduction in errors and a 
51 percent decrease in potential adverse drug events.

https://www.nejm.org/doi/10.1056/NEJMsa2206117?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub%20%200pubmed
https://www.candello.com/Insights/Candello-Reports/Power-to-Predict?__hstc=133161617.502db0204745c6db3117bcf39f6df78b.1710179602038.1715968276929.1715986675572.44&__hssc=133161617.5.1715986675572&__hsfp=3450272365
https://pubmed.ncbi.nlm.nih.gov/22931838/
https://qualitysafety.bmj.com/content/26/9/734
https://www.nejm.org/doi/full/10.1056/nejmsa0907115

