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Implementation of NPSA guidance
Website
Involvement at Trust Board level
Training video
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WBIT rate comparable to published rate1

Training uptake not 100%
Policing of staff impossible

Many untrained staff involved

Community samples black hole
WBIT as likely to come from trained as 
untrained staff

1Murphy et al Transfusion Medicine 2004 14 113-121
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Request blood by phone or form:

Lab checks to see if historical 
group exists:

Group O blood issued

Event reported to HTT
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Engagement of staff involved in 
emergency care
Group O always available
Need for separate samples
Highlighting of need to incident report 
issues
If no 2nd sample after 10 units, use original
Pragmatic response if antibodies on first 
sample







BT Workload figures
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Update training and policies
Incident report any sample that appears to 
have been split
Published solution involves barcoded
sample tubes



Blood is safe (8 deaths in 3 million)
No deaths in SHOT 2011 from ABO mismatch
12 non-fatal ABO mismatched transfusions
ABO mismatch is a Never Event
Training does not entirely prevent patient mis-
identification
Dual sampling is a cheap and effective solution



Clinician discussion
Re-write SOPs

Key areas
Pre-op
ED
MAU
O&G
Laboratory

Clear incident reporting route
Lab and administering must be looked at 
seperately



No.  We have historical samples 
recorded for 96% of patients; roughly 
one additional sample per day will be 

required at RDEFT.



No. The patient will receive O 
negative blood until their blood 

group is confirmed.



No; samples signed and labelled 
by two different medical 

professionals will be required.



No neonates receive O negative 
blood anyway, so they are 

unaffected.



Informal discussions have taken place 
with paediatrics, Devon PCT, the 
National Blood Service and ED.



There is probably no substitute for dual samples 
for cross-match.  Various other options however 
include;

zero tolerance for samples which are from non-
assessed staff

Significant impact on service delivery and lab staff time

Ordercomms for ordering transfusion samples
Not currently an option
Doesn t cover the community

3rd party IT solution eg PBARS
Significant financial barrier
Second IT system for blood sampling cumbersome


