
Karen Mead 
Specialist Practitioner of Transfusion

SWRTC - Lab Matters, 8th July 2015



SHOT Overview

Launched in November 1996

The UKs independent, professionally led, confidential 
enquiry into the serious hazards of transfusion

Collects data on transfusion reactions and adverse 
events (including near miss events)

Covers all NHS and private hospitals in the UK in 
addition to the 4 Blood Transfusion Services

Reporting is confidential and professionally mandated
- a requirement of quality, inspection and accreditation organisations



Pathology Quality 
Assurance Review
Dr Ian Barnes
January 2014



Annual Report written by Transfusion Experts:

- Annual and cumulative statistics
- Examples of incidents
- Learning points
- Recommendations
- Summary report

Also resources: SHOT definitions
SHOT information & teaching slides
Lessons for Laboratory / clinical staff
SHOT laboratory reporting guide
SHOT toolkit / RCA toolkit



Information obtained is used to: 

- provide education on all facets of transfusion safety 
and management of transfusion reactions

- improve standards of hospital transfusion practice

- inform policy within the UK blood services

- aid production of clinical guidelines 

- inform Europe about transfusion safety within the UK

- collaborate with other bodies responsible for 
transfusion safety 



Timeline for SHOT development showing organizations that SHOT reporting has triggered or supported. 







Haemovigilance Reporting











Never Events List 2015/16 



Incorrect Blood Component Transfused 2014





Laboratory Based Errors - 2014

In addition 313 near miss reports



Demographic Data Entry:
Name, ID number, DoB, 
previous history not being entered

Available Historical Information:
Requirements missed / not heeded
Incorrect ABO/D group to HSCT patients
Anti-D to women with known immune anti-D
Samples exceeding BCSH guidelines
Anti-D Ig to Mums of RhD negative infants
Wrong blood group ordered delay
Anti-D to a RhD positive woman

Missed Information on Request:
Irradiated components
SD-FFP
CMV negative
Group and Kleihauer

Sample Receipt and Registration (N=94)



Testing Errors (n=88) Technical Error:
Inappropriate use of electronic issue
IT error no results for authorisation

Transcription Error:
Cord samples incorrectly reported as RhD-
(omission of anti-D to D neg women)
Cord samples incorrectly reported as RhD+
(inappropriate administration of anti-D Ig)
ABO/D group incorrectly entered onto LIMS
Mum (RhD-) entered at RhD+ (no anti-D)
Inaccurate LIMS comments / codes used

Interpretation Error:
ABO/RhD, Ab ID, FMH result, 
anti-D algorithm interpretation

Incomplete testing (breach of SOP):
Samples exceeding BCSH guidelines
Clinically significant Ab not excluded/identified
Erroneous results (e.g. Hb, fibrinogen etc)
Ab ID not performed following pos Ab screen
Components issued on single sample
Kleihauer test not performed <72 hours



Component Selection (n=39): 

33% - Wrong component selection i.e. FFP instead of cryo

28% - Late / omitted / insufficient anti-D Ig to women

21% - Not correct specification i.e. irradiated / phenotype

15% - Selection of expired units

3%  - Selection of wrong pack (RBRP)





Component labelling, availability, HSE (n=109):

46% - Transposed labels (for same patient)

40% - Expired units not discarded but re-issued,
cold chain errors OTC prior to transfusion

11% - Availability of components

3%  - Transposed labels (for different patient)





Errors relating to Information Technology (IT)

In 2014:

44% lab IT
56% clinical  IT

Mostly caused by human factors 
- inappropriate set-up / work-arounds
- Not setting up flags / over-riding flags

IT caused / contributed to the error reported
IT was used incorrectly
IT could have prevented errors but was not used





Errors relating to Information Technology (IT)



Conclusions

Effective communication, good serological knowledge 
and understanding is key

Historical patient information, previous results and 
special requirements must be taken into consideration

In clinical emergencies, clear timelines for blood 
component provision must be clearly communicated

If a patient has known antibodies, potential delays in 
blood provision need to be discussed and agreed

Be open and honest 

Learn from mistakes (yours and those of others)


