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Haemovigilance definition

Donor characteristics

Collection, transport, processing and testing

Delivery to the patient

Blood is a living transplant

Recipient characteristics

Is the donor safe?

Is the process safe?

Is a transfusion the most 

appropriate treatment?



Reports in 2017 n=3230



Cumulative data for all SHOT categories 1996 to 2017

n=19815



Errors account for the majority of SHOT reports in 2017: 



Deaths related to transfusion in 2017 n=21

HTR - haemolytic transfusion reaction; TAD – transfusion associated dyspnoea; TACO – Transfusion associated circulatory overload

Major morbidity n=112



Delayed transfusion reports by year 2010-2017
Urgency of delayed 

transfusion n=95

Location of emergency and 
Urgent transfusions n=56

ED – emergency department; MAU – medical admissions units; 
ITU – intensive therapy unit (all types)



Potential hold-up points in the transfusion pathway



Recommendations



Background
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Method
• Review of laboratory-related incidents from January 2010 to December 2017 to 

determine whether laboratory staff had up-to-date competency assessments or not
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Year

Competency assessed or not?

>60% each year 
were competency-

assessed 
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Competency-assessed?

265

29

81

71% of laboratory staff 
did have up-to-date 

competency 
assessments
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Transfusion process is very complex

- - - - - - - - - - - - Midwife

Phlebotomist

- - - - - - - - - Lab Admin

Trainee

- - - - - - - - - - - Scientist

Med Lab Asst

- - - - - - - - - - - - - Porter

Doctor

- - - - - - - - - - - - - Nurse



ABO-incompatible red cell transfusions
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Major morbidity – selection error
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A man in his 20’s in sickle 

cell crisis required 

transfusion of 3 units of 

red cells. The patient was 

known to be group O D-

positive with no 

alloantibodies

The biomedical scientist 

selected three group B D-

negative red cell units in 

error and proceeded to 

issue these electronically 

via the laboratory 

information managements 

system

Warnings stating the ABO 

discrepancy were displayed, 

but were overridden by the 

scientist by pressing a 

function key, because there 

was no requirement to enter 

text such as ‘yes proceed’



Case continued…

• During transfusion of the first unit, the patient felt unwell and transfusion 
was stopped

• The unit was returned to the laboratory but rather than initiating an 
investigation, the unit was placed in quarantine until the day staff came on 
duty when the ABO discrepancy was noticed

• Overnight, 2 further ABO-incompatible units were transfused to the patient
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Laboratory errors resulting in wrong component 
transfused n=47



Platelets n=2

Transfusion of ABO-incompatible components 2017

Red cells n=1

ABO-incompatibility should be detected at the bedside check

FFP n=4

(Unintentional)



Incompatible FFP – component selection

Group O FFP is ONLY SUITABLE for 
Group O patients

The universal FFP group is AB



Incompatible FFP – sample receipt and registration

Error 1 – sample receipt and registration

Error 2 – component selection

Error 3 – component labelling

Error 4 – collection

Error 5 – administration



Information Technology

IT systems support transfusion practice but do not replace knowledge of 
safe practice

No longer possible to operate a transfusion laboratory without a 
LIMS

‘It is expected that where remote issue of components is being 
considered as part of service delivery, consideration will also be given 
to installing complete blood tracking (vein-to-vein) as an integral 
feature of this development’ (Chaffe et al. 2014)

Implementation of electronic patient identification systems to improve 
the safety and efficiency of routine transfusion practice will cost money 
but bring substantial savings in nursing and laboratory staff time and 
reduced red blood cell unit wastage



Human factors is defined as :

“Anything that affects an individual’s performance”

(HEE 2018)
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Health Education England

Support the delivery of excellent 
healthcare and health improvement to 
the patients and public of England by 
ensuring that the workforce of today and 
tomorrow has the right numbers, skills, 
values and behaviours, at the right time 
and in the right place.



26Slide /

To ensure learning 
from patient safety 

data and good 
practice 

01
Principles of human 

factors and 
professionalism 

must be embedded 
across education 

and training  

11

Recommendations (HEE) (relevant to SHOT 
reporting)

05
Supporting the 
‘duty of candour’
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Common 
errors

Poor 
communication

Distractions/ 
Interruptions

DeviationsAssumptions

Knowledge 
gaps
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EU reporting 2017 – human errors 



Conclusions

Laboratory staff make errors despite having up-to-date competency assessments

Competency assessment is a snapshot moment. This may not reflect the real-life 
laboratory pressurised situation

Human factors training should cover all elements that could affect critical decision-
making when working under pressure with constant interruptions
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What else did we learn 
in 2017?



Do not assume, verify

Human Factors

What went wrong

Staffing



Do not delay

Guidelines or rules?

TACO alert

It is the clinicians 
responsibility
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