
Debbie Asher
Transfusion Laboratory Manager, NNUH

SHOT Working Expert Group



Overall transfusion is very safe. Just under 
3 million blood components were issued 
across the UK in 2011. There were 8 
deaths in which transfusion, or lack of it, 
played a role and 117 instances of major 
morbidity:

the risk of death is 0.0027 per 1000 
components issued
the risk of major morbidity 0.0399 per 1000 
components issued









(unnecessary, delayed or under-transfused)



Definition:
Includes all reported episodes where a 
patient was transfused with a blood 
component that was intended for another 
patient or which was of inappropriate 
specification and did not meet the 
particular requirements of the patient.









2011
Every person involved in the transfusion process must 
perform rigorous identity checks at each point and 
ensure that the component collected is the one 
prescribed

2009
A patient education campaign should empower 
recipients of blood transfusion, and all patients 
undergoing tests, procedures and surgery, or receiving 
drugs and therapies, to ask the staff, before they carry 
out the intervention: 

Do you know who I am?



(unnecessary, delayed or under-transfused)

Definition
Transfusions given on the basis of erroneous, 
spurious or incorrectly documented laboratory 
results for Hb, platelets and coagulation tests
Transfusions given as a result of poor 
understanding and knowledge of transfusion 
medicine such that the decision to transfuse 
either puts the patient at significant risk, or was 
actually harmful
Under-transfusion or delayed transfusion 
resulting in morbidity



Failure to monitor the transfusion requirements 
during a GI haemorrhage

An elderly patient was admitted to the MAU with a 
haematemesis and an initial Hb of 10.6 g/dL. No 
details are provided of her observations or the 
findings on endoscopy but she had further episodes 
of vomiting blood. Five units of red cells were 
transfused before a repeat Hb was performed, which 
was 20.4 g/dL. The patient was recognised to have 
circulatory overload and died shortly thereafter.



Patients with GI bleeding not meeting the 
criteria for massive haemorrhage must 
have frequent monitoring of their Hb







All patients receiving regular transfusions 
should have regular clinical review and 
assessment of their needs. Every clinician 
who signs a transfusion prescription 
should satisfy him/herself that the reason 
for every transfusion is known, evidence 
based, and documented in the case notes.



Over-transfusion leading to polycythaemia and a 
cerebral infarct

An elderly female patient of low body weight (29 kg) 
was admitted with an initial Hb of 7 g/dL. Three units 
of red cells were prescribed and the post-transfusion 
Hb was 17 g/dL, confirmed with a repeat sample the 
following day. She sustained a cerebral infarct 48 
hours following the transfusion, which resulted in 
long-term morbidity. The reporters were apparently 
very confident of the initial Hb and felt that an 
inappropriate volume had been prescribed.



Empirical paediatric formula:
Desired Hb g/dl actual Hb g/dl x wght in kg x 3

10g/dl 7g/dl x 29kg x 3 = 261mls
Prescribed 3 units ie approx 750 - 900mls

Notion that 1 unit of red cells gives an 
increment in Hb of 1g/dl is flawed in low 
body weight adults 





Estimated blood loss not fully appreciated 
because managed first in the delivery suite then 
in theatre
POCT provided Hb results which led to a false 
sense of security
Two teams involved in her care not clear who 
was the leader
Changes in shift during the episode so that the 
full picture was perhaps not appreciated
Haemorrhage was controlled but red cell and 
fluid replacement was inadequate



Definition
All reported episodes in which a patient 
was transfused with a blood component 
intended for the patient, but in which, 
during the transfusion process, the 
handling and storage may have rendered 
the component less safe for transfusion







The use of a transfusion record or 
checklist can improve the documentation 
and handover processes







Equipment used for paediatric transfusions 
must be appropriate for purpose and set 
up correctly
The volume delivered should be monitored 
regularly throughout the transfusion




