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The problem of sloppy practice

Waste of time

 Clinical Staff

 Laboratory Staff

Waste of resources

Unnecessary needles for patients



Serious problems..

Delay in achieving safe transfusion

 Inconvenient

 Push transfusion into the night

 Can be life threatening

Serious incompatibility reactions

 Can be fatal



Western Sussex figures

Worthing Hospital

 22757 samples per annum

 8404 rejected as second sample not reqd.

 3730 rejected for identification issues

 2 Wrong blood in tube
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Scary Nurse Practitioner!
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Accident and Emergency 



Scary Nurse Practitioner!

Maternity Department



Impact?



Impact?

None!



Further audit – Standards:
Patient Identification

 Ask patient first name, surname and dob

 Check details match wristband

 Check wristband details match request form

Sample labelling

 Label sample before leaving patient

 Sign tube as person drawing sample

 Bleed one patient at a time

 Never pre-label tubes

Competency - has the individual passed?



Results

Staff Doctors Midwives Phlebotomists

Pat. Id 23% 15% 100%

Labelling 57% 77% 100%



Blood Transfusion Committee



Blood Transfusion Committee

Share results with global e-mail -

-Give standards

-Share audit results

-Warn of potential mortality

-Very clear threat of consequences 

of poor practice.



Impact?



Impact?

None!



Despite our efforts……

Wrong blood in tube!



Blood Transfusion Committee





So……



So……
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Fresh from the printers…



Present time

New forms accepted and in use

Global letter sent highlighting 

importance of following instructions

All WBITs lead to ban in sampling 

followed by retraining

Impression – lower rate but still occuring



Herbert William Heinrich

Industrial Insurance Investigator 

1920s America



Industrial Accident Prevention 

1931



Industrial Accident Prevention 
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Domino effect



Domino effect



NHS and Triangles

Western Sussex NHSFT National data



Different Departments….

Medicine

Surgery

Women and Children’s

Pharmacy

No harm

Low harm

Mod. Harm

Severe harm

Death
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Pharmacy

0

0

4

133

929



Pathology (Qpulse)
Major harm

Mandatory

Non Critical

High harm

Moderate harm

Minimal harm

Minor harm

No harm

4

12

17

18

28

98

190

293



Why?



50 Days of 

rejected samples



Henrick Accident pyramid

30 day Mortality

Serious Morbidity 

lowering survival

Moderate Morbidity

Relatively minor 

morbidity

‘At risk’ professional 

behaviourI    ɭ
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Progress 

Improvements seen with new form, 

threats and retraining policy

WBITs still happening but less frequent



WBIT example

A Dr went to the bedside of the patient 

that he believes was the patient he 

intended to bleed, he did no ID checks, 

he did not have a request form, he left 

the patient and labelled the sample at 

the nurses’ station with the notes of 

another patient. 
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WBIT example 2

Specialist Trainee

Lab noticed change in blood group from O 

pos to A pos compared with history

Individual identified and asked to

 cooperate with investigation

 Not take transfusion samples before retraining

No engagement



WBIT 2

TPs repeatedly asked for WBIT form & 

retraining by TPs and Haematologist

Individual happy that they knew how the 

mistake was made and not to do it 

again.

Also happy not to take transfusion 

samples

Rotating to another hospital soon



WBIT 2

Case brought to HTC meeting

Plan

 Contact ES

 Contact Deanery – ensure retraining at 

next hospital

ES meeting  -

 finally WBIT form received! 

 Trainee rotated before retraining



So…

Clear need to promote meticulous practice

Hope that vein to vein technology will help in 

transfusion

What about all the other areas of NHS 

practice?



1931                 2018

88% of accidents are 

caused by ‘unsafe act by 

an individual’

85.5% of the 3230 

incidents reported to 

SHOT were caused by 

error
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Summary

Dot  the  ‘i’  s

Cross the ‘t’  s

Do ‘it’ every time

i t


