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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
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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

Patient

Clinical staff

Laboratory staff

TP

Risk /Quality Teams
Ward Manager
SHOT

Organisation

Patient has to be re-bled
Potential delay to transfusion
Loss of confidence in staff / safety of system

Another member of staff usually re-bleeds the patient
Possible transfusion delay might impact clinical work plan

Management of spurious result including information into
LIMS

Informing clinical area

Keeping records of sample & request form

Datix & WBIT investigation including SHOT report
Staff discussion/ re-training

Datix management

Datix management

Data collection

Hidden costs of repeat samples ~ £25




Is it a problem?




Table I. Rates of WBIT in selected studies.

Correction
Location Rate of WBIT  Definition factor References
UK, 27 hospitals 11in 1303 Blood group not matching 1-418 Murphy et al (2004)
previous record
International, 10 countries, 1in 1986 Blood group not matching 16 Drzik et al (2003)
71 hospitals previous record
International, 122 institutions (95-1% USA) 11n 2500 Blood group not matching None Grimm et al (2010)
previous record
USA Single centre over 11in 2283 Blood group not matching previous None Ansari and Szallasi (2011)
5 years record, clinical service notification
and others
North East England, 15 1in 2717 Blood group not matching previous 1-418 Varey et al (2013)
hospitals over 12 months record notifications from clinical
areas
UK, national postal survey Estimated 1 in  Self reported by 20 respondents None McClelland and Phillips (1994)
of 400 laboratories: 245 6000 red cell
respondents units issued
France, 5-year study single 1in 3448 Blood group not matching previous None Chiaroni et al (2004)
blood bank for 35 hospitals record
Spain, single centre study 1in 2243 Detected by comparison with past ~ 1-4388 Gonzalez-Porras et al (2008)
over 6 months samples

Rates have a correction factor applied to allow for undetectable WBITs where, by chanc,e two samples have the same ABO and Rh groups. This
varies in different populations dependent on the ABO and Rh blood group frequencies. WBIT, wrong blood in tube.

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

b) The patient must be positively 60% rated this as the most
identified before taking the blood iImportant
sample HTT agreed

2 d) The patient details on the request 50% rated this as the 2"d most
form must be correct important

HTT felt this was 3rd

3 e) The patient must be wearing a 45% rated this as number 3

wristband HTT felt this was 2"d

4 ¢) The patient must understand the  65% rated this as number 4
reason for the blood sample being HTT agreed
taken

5 a) The patient must be comfortable 85% rated this as number 5
before the blood sample is taken HTT agreed




True or False?
e

a) The blood sample bottle can be labelled away from TRUE  FALSE
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 TRUE  FALSE
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 TRUE FALSE
transfusion samples it must not be used and the
sample must be handwritten

d) If there is no wristband in place the blood sample TRUE  FALSE
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 @ TRUE  FALSE
sample has been taken from the patient not before
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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 Equipment Environment Personal
Interaction
Culture Team dynamics Equipment Location External
failures influences
IT systems Conflict Lack of Interruptions Problems based
consumables on who you are
Information flow Leadership User issues physical Pathology /
physiology
Organisation flow Behaviours of Non Safety Attitudes,
others consumables behaviour,
(analysers, emotion
monitors)
Improvement Communication Ergonomics

models




Human Factors

Systems

Human
Interaction

Equipment
Environment

Personal

Culture to get things done quickly, manual systems,
unfamiliar IT systems, not understanding rules &
reasons, guidelines & SOPs, checklists.................

Team dynamics, behaviours, own confidence,
approach to safety, mixed messages (TP, Consultant,
peers), having to bleed patient twice..................

PDAs failing, ward printers not available, insufficient
phlebotomy work stations..................

Locations, side rooms & isolation, patient moving,
busy ward, new admissions, discharges..............

Mood, stress levels, management of workload, mental
well-being, physical well-being................




Where are the WBIT weak
points?




Sample taking Process Map

Patient location:
ward, out-patients,
ED, ICU, Theatre

Reason: For blood
group on file or
transfusion maybe
required or transfusion
definitely required

1. A group and
save sample
required to be
taken

Sample taking
marked Routine or
Urgent

Test ordered
and transfusion

Access to Trust IT
system Cerner using
PC and smartcard
access to order test

2. Blood test
ordered through

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)

Cerner system request form

printed

3. Blood sample Equipment ready for Identify location of Correctly Check wristband Collect blaod Label the sample
taken from taking blood samples correct patient identify patient matches sample from the bottle at the
in advance of task (e.g. bed space on patient patient bedside

patient by asking them information given

including transfusion
request form

ward)

using the
wristband

to state their
name and date
of birth

by patient and
information on
transfusion
request form

Before completing the task
ensure the sample bottle

4. Sample sent to
the Transfusion
Laboratory &
processed

5. ABO result
authorised.
Blood issued if
required

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

Sample processed
for blood group
and antibody

labelled correctly matching
the wristband and
transfusion request form

or has had previous
samples(s) tested

New patient: 15t result
on this patient

therefore nothing to
compare against.
Group & screen only

screen

ABO group
checked against
historical group.

Previous patient:

If mis-matched against

WBIT. Identified for
further investigation &
repeat sample requested

historical group termed a

Blood issued if
ABO group
comparison
matched with
historical result




CRITICAL POINTS

Test ordered and
transfusion Correctly
request form identify

printed patient by
asking them
to state their
name and

Check wristband

matches

information given

by patientand | abel the

information on sample bottle

transfusion at the patient  New patient; 15t

request form bedside using result on this

the wristband patient therefore

nothing to
compare
against. Group
& screen only

date of birth

Systems Human Equipment Environment Personal
interaction




APPLYING HUMAN FACTORS

Systems

* Pressure to
complete task

 Awareness of PPID

Human interaction
» Relationship with
patient / family

policies Label the - Distractions from
sample bottle others
_ at the patient
Equipment bedside using
* Sample taking the wristband Environment
equipment - Patient location

« Blood Track
equipment rationale

 Clinical area

Personnel

 Mood of HCP
» Tired/hungry/ready to
go home




What are the WBIT solutions?




TOP 10 TIPS

Top 10 Tips for reducing sample rejections and

10.

Wrong Blood in Tube (WBIT) incidents

Positive Patient Identification

Paoszifive patient idenfification iz arguably the most important sfep in the sampie collection process.

Identifying the patient comectly significantly reduces the risk of 3 WBIT incident occurming.

FPatient core identifiers are: La=t name, first name, dafe of birth, unigue idenfification nurmber.

Positive patient identificafion: Whenever possible ask the pafienf fo sfate their full name and date of birth.
For pafients who are unable fo respond, ID vernfication showd be obtained from a parent or carer (i present).
Stand by the patient

Consider Bedside Technology. Discuss and rizsk assezs the use of bedside blood tracking fo allow prinfed
labelz fo be produced by the patient’s bedside fo reduce any omissions and franscriptional errors on the
sample label.

Have an agreed sample labelling and rejection policy

All organisationz musf have a sample labeling policy and # iz ezsential that thiz iz adhered to. Any samples
received where [abefling doss nof comply with the organizations sample labefling policy shouwld be rejected.
Repart non-compliance with the policy at the HTG and in the Annual report fo fhe clinical governance
committes.

Zero Tolerance and 2 sample approach is the gold standard

A zero folerance policy sfates thaf no changes can be made to a sample label affer it has been received by
the laborafory. If a zero folerance policy iz implemenfed it showld inciude all fransfusion zamples even
‘precious zamplesz” If a mizlabelled zample iz received it will nof be tested, thus no blood or blood component
can be izzued based on that zampie.

Unless secure electronic pafient identification sysfems are in place, a second sample should be requesfed for
confirmation of the ABO group of a first ime pafient prior to fransfusion, where thiz does not impede the
delfvery of urgent blood components.

It is up to the sample taker to ensure labelling is correct — ensure they know this
Responsibility of comect sample labelling iz with the person taking it. AN samples should be labelied af the
patient's bedside from fhe pafient’s wrizstband by the person who fook the sample.

Ensure the Trust is aware of the frequency of sample rejection and wrong blood in
tube incidents

Datix and report fo Serious Hazards OFf Transfusion all WBIT:. Datix every mis-Jabeled sample fo escalate
the problem. Usze department league fablez on sample rejection fo make people aware of the problem and
use a ‘name and shame' sysfem to prompt a change in practice. Provide financial figures regarding the cost
of sample rejection to highiight the problem at Trusf level. Photocopy misfabelled samples fo build up a fbrary
of pozsible ermors which can be used in educafion zessions fo change pracfice.

Take a varied risk-assessed approach to tackle sample labelling problems

Sampie rejectionz and WBITz in different clinical areas may require differen approaches. A solution that
worked in Grtical Care may not wovk in ASE or Mafemnity. nvolve fhe users in undersfanding and zolving fhe
probiem.

Ensure that the staff taking samples for group and save are trained and competency
assessed

A secfion on the biood zample request form could prompé fhe person complefing fo indicate that they are
trained and are solely respongible for the comeciness of the sample.

Rejection of a patient™s sample does not mean that the patient cannot have blood in
an emergency - make the users aware of this

Alzo make them aware fhaf blood izzued will not be group specific or cross mafched. Where fill pafient
identification iz nof available, transfusion of group O blood may be a zafer option, but supply of group O is
limited and itz use should be restricied, witlr a safe blood group being esfablizhed as soon az possibile.

Be tough and keep at it — and celebrate success!
Stand your ground and practice will change zlowly, it fakes fime fo change culffure. Share success stones with
colleagues in other hospials.

MNorth East RTC Version 1 September 2013

Adapted from The London TP Group®s Top 10 Tips for improsing sample collection and labelling practice.




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

Summary of Recommendations and Areas for further research

EMVIROMMENT
Setling:
1. Protocols must consider real differences in setting and

situation and where necessary allow for altemative
processes (intermediate)

Skess and Fatigue:

2. Compulsory education should be introduced to ensure
staff are aware of the impacts of strees and fatigue on
performance (weak)

3. Development of cbjective tests of individual fatigue levels
at start of shift (strong)

STAFF
Frofessional practice:

4. Aftsching labels to patient eg. |0 scanner and handheld
printer (sirong)

5. Aftaching labels to bed e.g. spare labels and pan for
tubes (intermediate)

6. Aftaching labels to cubicle eg. designated tray for patient
notes (weak)

Training:
7. Scenario-based training rather than isolated skills-based
training (weak)

8. Senior leadership to help raise profile of phlebotomy risks
(wesk)

8. Mandstory cannulation competency for all clinical siaff
(intermediata)

Tearmwork:

10. Teams must be established with appropriate supervision
of inexperienced members (weak)
Interacion with Pathology Lab:

11. Formal protocols should be developed io feedback
problems with samples {intermediate)

12. Orientation visits of clinical staff to the pathology
|sboratory (intermediata)

EQUIPMENT

Blood colledtion trofieys (al are infermediate fo skong):

13. Mumber of dedicated blood collection trolleys should be
increased

14. More frequent re-stocking of blood collection trolleys
should occur

15. Mon-trolley based store of blood collection equipment so
that trolleys in use do not need 1o be accessed

16, A tray/storage contasiner should be attached 1o the
ED bed so that there is a place to gather and store
equipment if bloods need to be taken in the cormridor

Information fechinoiogy:

17. Engagement of clinical staff in any IT systemn changes
{intermediate)

18. Changes to work practices caused by the introduction
of technology should be triglled in a simulation seting
(strong)

18, Dedicated printers awailable for each cubicle 1o awoid
confusion of e-order forms (strong)

20. Hand held scanners and label printers for patient 1D and
specimen labeliing {strong)

Labeis:

21, Eheets of labels should not be able to be separated from
records in the ED (infermediate)

22 Trial and provision of printed stickers with e-order forms
(strang)

23. Enforcement of protocols for keeping patient records by
the bedside (weak)

24. Forcing functions to keep equipment by bed and keep
tubes in bay {sirong)

PATIENT

Inferaction with patient:

28, Inclusion of a 'step badk' process o address patent
concerns (intermediate)

Variabilily of patients

28. "What i prosisions in protocols to address different
clinical situations (infermediate)

PROCEDURE

Request forms:

27. Standing orders or for nurses to submit for patients fitting
certain criteria (intermediate)

Feedback:

28. Supenvising staff should be imvolved in the feedback
process (intermediate)

23, Investigation of best methods of delivering and
presenting information on errors (strong)

Fatient identification:

30 Further work is needed to determine the level of

knowledge of correct patient ID in the different staff
groups (intermediate)

31. Increase educstion for staff about risks of failing to
carry out positive patient 10 and clarify that purpose of
signatures on blood samples (weak)

32, Poster campaign to engage patients in their safety and
need for repeated |D checks (strong)

-

vmia

R Mgt P

REDUCING HARM IN
BLOOD TRANSFUSION

Investigating the Human Factors behind
‘Wrong Blood in Tube' (WBIT)
events in the Emergency Department

CULTURE
Interrupdion :

33

24,

Physical barmiers such as the curtain be employed to
indicate the need for concantration (intermediate)

Education about strategies to manage interruptions
should be compulsary in the ED {weak)

Wgilanoe:

25,

Educstion regarding importance of all tests, not just those
that could lead to WEIT (weak)

Sampie rejection and re-hiseding:

26

I

39.

. Design checklist to enable standard set of information

surrounding sample rejection {intermediate)

Education on factors that hinder sbility to deliver
appropriste blood samples to lab (weak)

Re-design of laminated trolley sheets o highlight
common risks and tubes (intermediate)

Poster campaign o raise patient awareness and
‘decriminalise’ re-bleeding (strong)

Resifience:

40,

Use of handovers to promote sharing of lessons
sunounding blcod collection {intermediate)

2010




Recommendations

Table IV. Main causes of WBIT and strategies for their mitigation.

Causes of WBIT Strategies w reduce WBIT incidence Comments
Failure of correct identification Careful attention to patient identification detail  Particular risks associated with newborn infants
of the patient at initial registration on admission including twins
Failure to perform phlebotomy Phlebotomists for all transfusion samples Routine in The Netherlands. Doctors consistently
correctly, particularly medical staff show highest rate of WBIT
Improve transfusion training in medical Inconsistent cover in medical curricula at all levels:
education programmes at all levels need to improve effectiveness of training
Recognition of the role of human factors in Difficult to achieve but training in increased
medical practice; reduction in multitasking situational awareness is essential
and distraction
Medical or other staff failure to Rigorous compliance with use of core Reduction in deaths from ABO-incompatible
label samples at the bedside identifiers on all samples. transfusions associated with this and the
Rejection of all mislabelled samples. introduction of European Union Directives in the UK

Training with competency assessments
for all staff recommended in the UK since 2005

Failure to correctly identify patients Positive patient identification at all Frequently missed out; staff { especially doctors)
contacts by all staff: w be specifically commonly deviate from protocols
covered in training
Confirmation of ABO group on a second Group-check sample adopted in many places and
independent sample recommended in the UK since 2013
Confirmation of ABO group at the bedside France and Germany; method itself prone to errors

by nursing staff
End-to-end electronic identification Reduced incidence of error but EXPEnsIve 1o

put in IJL':H.'L‘ and not widrl:.-' adup[ﬂ]

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




Information

Blood and Transplant

Taking a blood sample

for pre-transfusion
compatibility testing

REMEMBER:

Positive patient identification

* The request form should be
completed before you approach
the patient

* Ask the patient to state their
full name and date of birth

* Check the information given
matches exactly the details on the
patients ID band and request form

* In-patients must be wearing
an ID band

Sample Labelling

* Never pre label sample tubes

* Sample tubes should be hand written* by the person taking the sample
before leaving the patients side

* Details on the sample tube should include surname and first name, date of
birth and unique identification number eg hospital number or NHS number

* Only take samples from one patient at a time

BETTER | +*ror further information please refer
B to your Hospital Transfusion Policy

i ez sugut2012

Great Ormond Street m
Hospital for Children

NHS Foundation Trust

Blood
Transfusion
Policy 2018




Blood Track

3

4

5

Attach the printer to the

@ Main Menu

Collect Samples
Transfuse
View Reports
Enter Training Mode

& Collect Samples

Scan Your Identification

@ racterss B e

o) Collect Samples

Scan Patient Identification

o Collect Samples

Verbally Confirm Patient ID
Hospital Hr: 123457
Last Hame: Walkhouse
First Hame: Brad
Birthadate: 12-Feb-1974
Gender: M

lGancel  Next

Choose Collect

mobile computer Samples

& Collect Samples & Collect Samples

Complete All Reminders Select Tests

[ wristhand et cormece? [ Group and Sewe

[ Pamerts firee name checked? [£] crassmanen

B patient’s st name chedsd? [E] Direct Antigiobuln Test

[ Date of Brth checked? [E] Other

ancel Back  Next ancel Back  Next
Complete all reminders  Select the appropriate

test

Scan your ID barcode

8

Draw your sample, then
attach the printer to the
PDA

Scan the 20 barcode on
the patient's wristband

9

If the patient can't
respond, visually
confirm wristband

10

& Collect Samples

Print Collection Label

Print

copies= [1)(2)[3)(4)5

cancel

& Collect Samples

Rescan Patient Wristhand

Tosts lonwg bebwesn scanning
wrristhand and printing labels

cancel

Select the number of
labels to print, then
choose Print

To ensure you're still at
the same bedside,
rescan the wristband




WBIT & Human Factors in
Incident Investigations

All iInterventions 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




