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Definitions 
• Winning Because I Tried

• World Bank of International Terms

• Warwick Behavioural Insights Team

• Warner Brothers International Television/Theatre 

• Well Being Integrative Therapy

• We Build IT

• Whose Boyfriend Is This

• Well Being India Trust 

• Where Business Is Turning

• Will Be In Touch

• Walk Back In Time



WBIT Definition – SHOT 2012

• Blood is taken from the wrong patient and is 

labelled with the intended patient's details (in 

other schemes ‘miscollected’).

• Blood is taken from the intended patient, but 

labelled with another patient's details (in other 

schemes ‘mislabelled’, but the term ‘mislabelled’ 

could include missing core identifiers or other 

errors which are not WBIT in SHOT).



WBIT Reporting



WBITS – a TPs view

• The most preventable error a TP has to deal with

• Potential for a catastrophic outcome (IBCT) 

• There is no common theme or trend to target and 

improve practice -

• Happen in every clinical area

• The blood samples are taken by all professions and 

grades

• They happen during “working” hours and out of hours 

• They happen with emergency and non-urgent 

patients

• One WBIT impacts many people and processes



WBIT Impact

Effected Impact 

Patient Patient has to be re-bled 

Potential delay to transfusion 

Loss of confidence in staff / safety of system 

Clinical staff Another member of staff usually re-bleeds the patient

Possible transfusion delay might impact clinical work plan

Laboratory staff Management of spurious result including information into 

LIMS

Informing clinical area

Keeping records of sample & request form

TP Datix & WBIT investigation including SHOT report

Staff discussion/ re-training

Risk /Quality Teams Datix management 

Ward Manager Datix management 

SHOT Data collection

Organisation Hidden costs of repeat samples  ~ £25



Is it a problem?



Bolton-Maggs, et al. Wrong blood in tube – potential for serious outcomes: it can be prevented? BJH 2015, 168, 3-13



Bolton-Maggs et al. Wrong blood in tube – potential for serious outcomes: it can be prevented? BJH 2015, 168, 3-13



Is it all about training? 

• To better understand why WBITs happen, a survey 
in an acute medical admission ward was done

• Staff included phlebotomists, nurses and doctors

• Questions were asked about safe sample taking 
practice, their training history and knowledge on 
patient safety systems

• For some of the priority rating questions the HTT 
were also asked to score to see if they correlated



Question of priorities 

Thinking about taking blood transfusion samples from patients, 

please rate the following statements in order  (1 being most 

important, 5 being the least important)

a) The patient must be comfortable before the blood sample is 

taken

b) The patient must be positively identified before taking the blood 

sample

c) The patient must understand the reason for the blood sample 

being taken

d) The patient details on the request form must be correct 

e) The patient must be wearing a wristband 



Results

1 b) The patient must be positively 

identified before taking the blood 

sample

60% rated this as the most 

important 

HTT agreed

2 d) The patient details on the request 

form must be correct

50% rated this as the 2nd most 

important

HTT felt this was 3rd

3 e) The patient must be wearing a 

wristband 

45% rated this as number 3 

HTT felt this was 2nd

4 c) The patient must understand the 

reason for the blood sample being 

taken

65% rated this as number 4

HTT agreed

5 a) The patient must be comfortable 

before the blood sample is taken

85% rated this as number 5

HTT agreed



True or False?

a) The blood sample bottle can be labelled away from 

the patient so long as it is labelled from the request 

form and not the patient notes

TRUE FALSE

b) If the information written on the sample bottle 

matches the Cerner printed wristband, the information 

on the request form doesn’t have to match up

TRUE FALSE

c) If a Cerner sample label is printed for blood 

transfusion samples it must not be used and the 

sample must be handwritten  

TRUE FALSE

d) If there is no wristband in place the blood sample 

can still be taken providing the patient can state their 

name and date of birth 

TRUE FALSE

e) The sample bottle should be labelled after the blood 

sample has been taken from the patient not before

TRUE FALSE
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a) The blood sample bottle can be 

labelled away from the patient so long as 

it is labelled from the request form and 

not the patient notes

b) If the information written on the 

sample bottle matches the Cerner 

printed wristband, the information on the 

request form doesn’t have to match up

c) If a Cerner sample label is printed for 

blood transfusion samples it must not be 

used and the sample must be 

handwritten  

d) If there is no wristband in place the 

blood sample can still be taken providing 

the patient can state their name and date 

of birth 

e) The sample bottle should be labelled 

after the blood sample has been taken 

from the patient not before



WBITs and human factors



SHEEP

S H E E P

Systems Human 

interaction 

Equipment Environment Personal 

Culture Team dynamics Equipment 

failures

Location External 

influences

IT systems Conflict Lack of

consumables 

Interruptions Problems based 

on who you are

Information flow Leadership User issues physical Pathology / 

physiology 

Organisation flow Behaviours of 

others

Non 

consumables 

(analysers, 

monitors)

Safety Attitudes, 

behaviour,

emotion

Improvement 

models

Communication Ergonomics 



Human Factors

WBIT

Systems Culture to get things done quickly, manual systems, 

unfamiliar IT systems, not understanding rules & 

reasons, guidelines & SOPs, checklists…………….. 

Human 

interaction 

Team dynamics, behaviours, own confidence, 

approach to safety, mixed messages (TP, Consultant, 

peers), having to bleed patient twice………………

Equipment PDAs failing, ward printers not available, insufficient 

phlebotomy work stations………………

Environment Locations, side rooms & isolation, patient moving, 

busy ward, new admissions, discharges………….. 

Personal Mood, stress levels, management of workload, mental 

well-being, physical well-being…………….



Where are the WBIT weak 

points? 



1. A group and 

save sample 

required to be 

taken

Reason: For blood 

group on file or 

transfusion maybe 

required or transfusion 

definitely required

Sample taking 

marked Routine or 

Urgent

Patient location: 

ward, out-patients, 

ED, ICU, Theatre

2. Blood test 

ordered through 

Cerner system 

Access to Trust IT 

system Cerner using 

PC and smartcard 

access to order test

Requires user to be 

familiar with 

ordering blood 

tests for blood 

transfusion 

Printer required for 

transfusion request form 

print out (not sample 

sticker unlike other 

Pathology tests)

Test ordered 

and transfusion 

request form 

printed 

3. Blood sample 

taken from 

patient 

Equipment ready for 

taking blood samples 

in advance of task 

including transfusion 

request form

Correctly 

identify patient 

by asking them 

to state their 

name and date 

of birth 

Identify location of 

correct patient 

(e.g. bed space on 

ward)

Check wristband 

matches 

information given 

by patient and 

information on 

transfusion 

request form 

Collect blood 

sample from the 

patient

Before completing the task 

ensure the sample bottle 

labelled correctly matching 

the wristband and 

transfusion request form

Label the sample 

bottle at the 

patient bedside 

using the 

wristband  

4. Sample sent to 

the Transfusion 

Laboratory & 

processed

Sample travels from 

clinical areas and 

arrives in Transfusion 

Laboratory 

Checked to ensure 

sample labelling 

information matches 

transfusion request 

form

Transfusion IT 

system checked 

whether new patient 

or has had previous 

samples(s) tested

Sample processed 

for blood group 

and antibody 

screen 

5. ABO result 

authorised. 

Blood issued if 

required

New patient: 1st result 

on this patient 

therefore nothing to 

compare against. 

Group & screen only   

Previous patient:

ABO group 

checked against 

historical group.   

Blood issued if 

ABO group 

comparison 

matched with 

historical result 

If mis-matched against 

historical group termed a 

WBIT. Identified for 

further investigation & 

repeat sample requested   

Sample taking Process Map 



Test ordered and 

transfusion 

request form 

printed 

Correctly 

identify 

patient by 

asking them 

to state their 

name and 

date of birth 

Check wristband 

matches 

information given 

by patient and 

information on 

transfusion 

request form 

Label the 

sample bottle 

at the patient 

bedside using 

the wristband  

New patient: 1st

result on this 

patient therefore 

nothing to 

compare 

against. Group 

& screen only   

CRITICAL POINTS 

Systems Human 

interaction 

Equipment Environment Personal 



APPLYING HUMAN FACTORS 

Label the 

sample bottle 

at the patient 

bedside using 

the wristband  

Systems

• Pressure to 

complete task

• Awareness of PPID

policies 

Human interaction

• Relationship with 

patient / family 

• Distractions from 

others 

Equipment

• Sample taking 

equipment

• Blood Track 

equipment rationale

Environment

• Patient location

• Clinical area 

Personnel

• Mood of HCP

• Tired/hungry/ready to 

go home 



What are the WBIT solutions? 



TOP 10 TIPS



Group Check Rule

Before the Lab can issue blood, the patient’s blood 

group needs to be confirmed 

Two separate Positive Patient Identification events

Samples taken at different times (preferably by different 

people)

Can be 5 minutes or 5 years apart

Do not take 2 samples at the same time

Blood Transfusion Laboratory do not need 2 samples 

every time

Discuss with Blood Transfusion Laboratory if in doubt



40 Recommendations 

2010



Recommendations 

Bolton-Maggs et al. Wrong blood in tube – potential for serious outcomes: it can be prevented? BJH 2015, 168, 3-13



Information 

Blood 

Transfusion 

Policy 2018



Blood Track 



WBIT & Human Factors in 

Incident Investigations

• All interventions can reduce WBITs but no evidence 

that one solution is the answer 

• Most health care professionals know what do to 

when asked so re-training for errors not always a 

preventative a solution 

• TPs will continue to escalate the WBITs that occur 

to ensure the impact is understood by the 

organisation 

• By considering the human factors associated we 

may better understand why they may be happening


