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Better blood transfusions 1998 and 2002 
2006 right patient, right blood
159 events reported to SHOT
Correct patient identification a key 
recommendation. 
Previous studies looked at wrist bands. 

To observe the patient identification process by 
staff preceding blood transfusions.





1. The final administration check should always 
be conducted next to the patient.

2. The checking/administration process is 
carried out by two registered practitioners 
conducting a double independent check.

3. The compatibility form and the patients 
clinical records should not form part of the 
final bedside identification check.

4. The patient should be asked to state their 
full name (first and last) and date of birth.



5. The patients details must be checked to 
confirm that they are the same as the patients 
identification band and the patient identifiers 
on the traceability tagon the unit of blood.

6. For patients who are unable to identify 
themselves (paediatric, unconscious, confused, 
language barrier) verification should be 
obtained from a parent or carer (if present).

7. In circumstances where the patient cannot 
state their details and no parent/carer is 
available, the patients ID band will be the only 
means of positive patient identification.



Royal Devon and Exeter
13th November 22nd November.
Asked permission to observe the whole 
process of the blood transfusion.
Patient confidentiality was maintained.
Each bag of blood components was counted 
as separate transfusion.





Q1: Ward



Q3: Is this patient an in-patient or a day case?



Q4: Is this patient an adult, child or neonate?



Q5: Was the final administration check carried out 
next to the patient, at the nurses station or other?



Q6: Was the checking/ administration process 
carried out by:



Q7: Were the compatibility report form and the 
patients clinical records used as part of the final 

bedside identification check?



Q8: How did the registered practitioners 
identify the patient?



Q9: Did the registered practitioners check the 
patient details matched on the ID band and the 

compatibility tag on the unit on blood?



1. 98% of final administration checks were 
conducted next to the patient.

2. Staff checked together in many of the 
transfusion.

3. The compatibility form was used in the final 
bedside check.

4. 18% only asking for the date of birth.



5. 30% of cases the ID band wasn t checked 
against the unit.

6/7. On 3 occasions only the ID band was used 
for positive  identification.



Reduced selection bias.
Anonymous.
Prospective data collection.
Easy method of data collection.
Reduced observer bias as the outcome not 
directly related to the observers.



Small amount of data collected.
Not representing all the transfusions taking 
place.
Missing overnight and out of hours 
transfusions.
Observer-dependant.
Hawthorne effect?



2% of patient identification took place away 
from the patient.
Issues over the correct identification of 
patients who are well known to clinical staff.
Confusion over the procedure of the 2 person 
independent check.
Confusion around how the compatibility 
forms fits into the checking process.



Move to 1 person checks.
Remove the pink compatibility form.
Do you know who I am campaign
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