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SHOT data 1996-2011

« 9925 SHOT reports

e 6242/9925 adverse events

» 2666/6246 (43%) laboratory errors
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Laboratory-related errors
1996-2011

. 1745/2666 (66%)

— resulted in the transfusion of an incorrect blood
component

. 404/2666 (15%)

— transfusions where inappropriate handling or storage
rendered the component less safe

. 517/2666 (19%)

— errors related to the issue of anti-D immunoglobulin to
women of childbearing potential
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Subgroup analysis of lab and IT
2006-2011

Year Lab-related reports Lab-related IT reports
2006 320 28
2007 121 25
2008 200 44
2009 230 61
2010 205 56
2011 217 74
Total 1293 288

288/1293 (22%) laboratory errors are IT-related and
185/288 (64%) caused by human intervention
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Consequence of warning flag failure

Requirement not met:

Correct ABO/RhD group for HSCT patients 30
Irradiated 26
Antigen negative 20
CMV negative 12
Appropriate Electronic Issue 7/
MB-FFP 3
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Case 1

 Irradiated blood was requested for a patient and written
onto the request form but this was missed by the
laboratory assistant (MLA) booking in the request.

At the time, request forms were not allowed on the
crossmatch bench so the biomedical scientist (BMS) was

unaware of the need for irradiated blood and issued non
irradiated blood to the patient.
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Transfusion regquest form

Sand request form with sampla 50 lab in a plain
sampla bag. Retan remainder of dooumant with |

pafart doounants. SAMPLE BLEEF!
TAKEN BY (PRINT) FHOME

HOSPITAL Mo,
Include Predl: HHSHUHBEH| | | | | | | | |

SURMNAME CONSULTANT
FIFET HAME WARD
DATE OF BIRTH M F

AFFI¥ ADDRESSOGHAPH

Prewious trarsfuson Freszsus reaction Frevious pregnancy Ereeen antibodes Fecent
| | | | | antiD

CLHKC AL DETAILS/RE ASOH FOR REQUEST

oSNt IV Dree- OF COnSEnt not pooo - ooible: reasosn i
transfusion Info given retrospasctively medical notes
_Sign/date
PRODUCT QTY | Requesting Practitioner (PRINT)
GROUP & SAVE OMLY Designation
RED CELLS Signature
FRESH FROZEN PLASMA {adult dose 4 units) Bleep/phone
PLATELETS Date of request ——
CRYOPRECIPITATE {adult dosa 2 units) Date & Time requi
Special requirements YES ! NO IRRADIATED | CMV NEGAT Patient’ s special requirements may be
T ( indicated on the Crossmatch Request

wssed by the laboratory.
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Case 2

« A previously unknown oncology patient grouped as an O RhD positive but
with no anti-B.

« This group was manually entered on to the laboratory information _
management system (LIMS) as group B but the result was not authorised.

* Blood was then reserved for the crossmatch prior to the grouping results
being authorised.

« The crossmatch was serologically compatible and the blood was issued.

 The BMS issuing the blood overrode the IT alert which indicated that the
group had not yet been authorised.

- The patient received 80mL of ABO-incompatible red cells before the error
was noticed and the transfusion was stopped. There was no transfusion
reaction.
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Transfusion Laboratory Information Management
System (LIMS)

e A=
IH Rasul emirp - Transfusion: Schors onatinbaded presaras 5
T-[."'] -l ;;D l 1 - E'GEI'-IPF I Pat, TEFTEAT, EEVLIH B 14.04, 1090 Apeo E=O
Lir Ceo=a match Prew Ab= 05.02.200%9 Check ITH folder
Biaod group - ABD Bh
Iﬂl A B | O CtelAz Ho | ABF Eh
Emiy 1arl - i 1] 0 o o 4 A -
Labiechn Ton  Waldsba? " Whrih=d i 0 1] I} 0 4 A -
Imetmal Camreant
ErkgJEn
Labfechr  Toa
Wrihesd Wakdaba? e
Imctmal Cam
Bk B el ke
Emy 1arl T TITI TIII ABE Cnoda Lyse Tier Carrreant
L& esarch " ] 1 ] H
Labiechn  T~an alideta? @ m
Imetmal Cam
Trarcfisiar Solians an citnibotad prasancs Eolian
Paduet : E 1 hunit [ Conim 1oz |
FEE Spac Presty | iz n T
imarmation m FFF mu=t be Maibplens Blus if possile | Trarefer-=Exi |
Suppl  Biand urit ne [M S A Cam Aren | Dimpoe= |
|_Reprirk Lab=l_|
Loceeri | [ Bopo [ g
|__Cetum boci |
| Transiused |
__tmaichnag |
— FelE ML > [0 i iy

Pop-up warning flag
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Case 3

* A post-partum transfusion was administered to a patient who had
transferred from another hospital.

 The LIMS had no record of the patient's requirements on the current
sample, so no alerts were generated.

* |t was subsequently noted that the patient had sickle cell disease
and had historical transfusion records.

* These had not been linked to the current record because the
patient’ s name had changed.
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Conclusion

« All manual interventions are prone to human
error

 |T provides an added level of security if
Integrated properly into a robust process

« SHOT recommendations include a continuing
need for appropriate serological knowledge anc
understanding by transfusion laboratory staff to

underpin the safety provided by automation anc
IT.
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SHOT Symposium 2013

Wednesday 10th July

Royal Society of Medicine, London, UK

To register your interest please contact the SHOT Office
+44 (0)161 423 4208
shot@nhsbt.nhs.uk

Further information is available at www.shotuk.org
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