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What is SHOT...

* Serious Hazards of Transfusion (est. 1996)
¢ Collect serious adverse reactions and events

* Data reviewed by transfusion experts to produce Annual
Report

* Participation is professionally mandatory

a requirement of quality, inspection and accreditation organisations

¢ Small team based in Manchester
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Haemovigilance definition 4

(SR

Blood is a living transplant

Collection, transport, processing and testing
Delivery to the patient

Is the donor safe?

/ Is the process safe?

Is a transfusion the most
appropriate treatment? é

Recipient characteristics

Donor characteristics
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The cycle...

Participation 100%
of NHS
organisations

7l

Education Data collection &
analysis

@

Key messages &
recommendations
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SHOT 2015 n=3288

h

RBRP: Right bloo

UCT: Unclassifiable complications
PTP: Post-transi

T >1243

TTI: Transfusion-transn
Gt
ATR: Acute transf

' preventable I

TAD: Transfusion-associa
TRAL!: Transfusion-related ac

ly preventable by

TACO: Transfusion-associated circul and monitoring

TAGWHD: Transfusion-associated graft \

HTR: Haemolytic transf

ADU: Un
ADU: Delay: s due to mistakes
ADU: Avoidak

HSE: Handling and
Anti-D: Anti-D immunos

IBCT: Incorrect blood compont
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Incorrect blood component transfused: wrong component transfused

(WCT) n=82

Laboratory errors n=37

Wrong patient

ABO-identical

ABO-incompatible

ABO non-identical

Wrong component

O-mismatch

Wrong ABO/D to HSCT patient

B Sample receipt and registration
B Testing

B Component selection

B Miscellaneous

14



SHOT errors attributed to IT (2006-2014)

(excluding Anti-D and Near Miss catergories)

250
Reason for increase in 2012?
200 Mainly RBRP and SRNM
150 ///
100
50
0 |

2006 2007 2008 2009 2010 2011 2012 2013 2014
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Error No.of  Non- Antigen Non-CMV | Other
reports  irradiated positive unit = Neg unit
unit transfused transfused
transfused
Records not merged | 6 2 4 0 0
Computer system 6 3 1 1 1 "
‘down’ (transcription Detal Ied
error) analysis
Historical record not | 3 2 1 0 0
consulted Of IT
Protocols for 3 3 0 0 0 errors
searching previous
records insufficiently
flexible
Ignored warning flag | 2 1 1 0 0
Data not transferred | 1 0 0 0 1 (ABO
from old system mismatch)
Failure to update 1 0 0 0 1 (MB-FFP for
warning flags a child)
Inappropriate 6 0 4 0 2 Protocol
electronic issue violations
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Critical laboratory steps in the transfusion
process — 4 year trend

300 -

B 2012
250 - 243 l 2013

o]

=)

o
|

Number of reports
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Sample receipt and Testing Component selection Component labelling, Miscellaneous
registration availability & HSE

Critical laboratory points in the transfusion process
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Sample recelipt and registration errors with
their outcome (N=150)
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Sample receipt and registration errors
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Testing errors with their outcome (n=70)
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Technical error
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Transcription error Interpretation error

Testing errors

Procedural error




I\/IuItiEIe errors
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Total reports n=725 B 2013
Total number of errors n=1882 W 2014
B 2015
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Near miss incidents — potential outcomes

Total 288 possible ABO-incompatible transfusions
Cumulative SHOT data show that about 33.3% of ABO-incompatible red cell
transfusions cause death or serious harm

So a third, 96/288, of patients potentially harmed

ABto O i 11

B -

ABtoAorB

ABOI

Bto O

A to B or vice versa

ar miss
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Death — Delayed transfusion

* An elderly woman was admitted for elective aortic aneurysm repair

« The aneurysm had been identified when she attended the emergency department (ED)
with gastroenteritis

« She was transferred to another hospital where she was an inpatient for several days

« On admission for surgery a week later, blood samples were taken and 6 units of red
cells crossmatched

« When the blood was required in theatre a discrepancy in the spelling of the patient’s
name was discovered (one letter was incorrect)

« The calse notes and consent form had the wrong spelling but the blood was labelled
correctly

« The units were returned to the transfusion laboratory according to the hospital protocol

« There was subsequently a delay in transfusion which contributed to her deterioration
with development of coagulopathy and death later that night
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Irmgard

Irngard

Woman ‘bled to death after
operation because her name
was mx_sspelt on spare blood’

Ross Lydali
Healih Editar

& WOMAN: died: after-a: snccesstul
aperation because 4 spelling mistike
meant that emesgency hinod supplics
were imnavafilable;

Irimgard Cooper had Jast had saegery
at Northrvick Park hospital in Harmow,
to repair a fife-threarening batkge in the
main arzery. io her heart when her
blood presaire dropped.

Axl surgeon began unclimping the
artery o aliow blopd to recirculate; he
foumd a weak pulse and called for extry
bload, The anassthedstiold hirnthere
was oo cross-matched blood and
althosgh alk-purpose O-negative bl
was-obiained within an hoor, Mis

Cooper died shiorthy before midnighs - f -

It was discovered that there was no

hinad on standby because it had been "

resurned o the blood bank because the
GermEan-born: grandmother’s name
hiad been wrangly spelled as Trogand
onthe supplies.

After the operation, her daughiter
Larradne Boaker was told by the sur
genon that the operation had gone a@
planned, despite 3 Tetle problem?®
with her Blood clotting,

However, when Mrs Booker wastakien
e ndemsive care, she found ber mother
“lying in & pool of blood, which was

ol

rumirsing off the bed™ and the “foorwas
drenched in hinogs

Grandmaother:
Irmgard Cooper,
withy her daughber
Lorralne Booker,
had undergone 5
successfulheart
opaeratioen
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mdﬂufegmudmﬂdrenandhadb&n
miarried to Raymiond for 62 years, was
admitted to hospital in May last year
for an aortic ansurvsm repair.

Mz Booker, from Chesham, Bocking
hamshire, whowas at the hospisal Qe
ifig the operation, said: 51 phoned

homs and told oy father and the pest

Ctandsid,
pdowr and
A betraved by

Wetesl et

the hospital
for a-oeath
that should
NeVer have
gccumed
Lorrame Booder,

of thies family that she Had vame thronigh
the operation, which devastates me
v, Tweiat oy intesesive Cae bo see her,
[ took one'look at all her readings and
felt her body, whichwag ice cold, and
[ Enew she was going to die. She was
Bying by a pooledblood, wlich was rog-
ning: off the bed, The floor was
drenched in hiood:

"My fatkhver hias suffered from night:
mares over My mother’s death ever
since,. We just feel very let doam and
hetra:.re:i h],-' Ehe hDRF-IEH] ficir-a dEHIh

msﬂgum iy
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Hudgel Sﬂﬁmm& s-:ﬂu:l “I'-trs Cioper
Was effectively dead Foan the e ghe
mhuﬂintnensh&m..ﬂwwa.ulmﬂy
stffering: from ‘catastrophic: intermal
bleeding, whbch imeant death was e
table, This cataloges of errors deman.
girates anenormous bieach.of care.™
Eondon North West Healthicare,
which rins Morthwick Park, has adimit-
ted Hahility. Chiefexectitive Bcguetine
Discherny sald: "Twoidd ke wooffer my

sincere condolences to the family of

Irmgard Cooper.™ Ryl
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How did this happen...?

* Name correct on transfer letter but incorrectly ent ered
onto patient information system

* Discovered prior to admission, the electronic pati ent
records were updated but hard copy case noteswasn ot

* \Wristband correct on admission, but this was not
accessible at surgery (under drapes) so blood check  ed
against hardcopy notes
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ABO incompatible red cell transfusions n=7

Laboratory error

Patient Group O-i;l
Donor Group B-

Laboratory error
El failure
Case 6.1

Patient Group O+
Donor Group AB-

Co
adl "o
error

Patient Group B+
Donor Group A+

Wrong blood
in tube
Case 6.4

Patient Group O+
Donor Group A-

Administration
error

Patient Group B+-I

Donor Group A+

Administration

error
Case 6.3

Patient Group B+
Donor Group A+

Administration
error

Patient Group O%
Donor Group B+

Administration
error
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ABO-incompatible transfusion permitted by an electr onic issue
system which was not fit for purpose as it had not been validated

« A 29 year old male in sickle crisis required transfusion of 3 units of red cells
« The patient was known to be group O D-positive with no alloantibodies

« The BMS selected 3 group B D-negative red cell units in error and proceeded to issue
these electronically via the LIMS

« Warnings stating the ABO discrepancy were displayed, but were overridden by the BMS
by pressing a function key, because there was no requirement to enter text such as ‘yes
proceed’

» 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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Double & confusing nomenclature for K & k
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"-"r'.' fh D- mmv:

Two different
nomenclatures used
for the k antigen
(little k, formerly
known as Cellano):

NEG.:...(k) in the _
upper label, but k in
lower panel




Follow the

procedures? the procedure
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UK Transfusion Laboratory Collaborative

smm— * Collaboration of IBMS,SHOT,BBTS,NEQAS &
e e RCPath formed in 2006

Recommendation ;

N! N ol somal of
mmslﬂ Ho |MIMIP|I:IR‘TPIHWI| S
Transfusion Medidn G U IDELINES

All blood transfusion laboratories should be familiar with and comply
with the UK Transfusion Laboratory Collaborative standards.
Accrediting and regulatory organisations have supported this

Initiative, therefore compliance with these standards is strongly
recommended

— — —— et ! Wl Wl Wl e e W weili eI B
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Reasons we continue to fall...

e Competing priorities on resources: time,
staff, money, targets

« Communication barriers
e Lack of knowledge: training, fatigue, etc

‘Human factors’
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Human factors

STAFF SHORTAGES
INADEQUATE STAFFING LEVELS
MISUNDERSTANDING 1 o AR, SHIFT CHANGE netrente ERORS,

RUSHED WORKING UNDER PRESSURE E R RO Rs STRESSFUL SITUATION

SHIFT CHANGE MULTIPLE HANDOVERS
BUSY COMMUNICATION FAILURE LONE WORKING, NO BREAK FOR OVER 5 HOURS ERRORS

commonicarion aiLure GONFUSION 775207000 PRESSURED

FA"_URE OF BEDSIDE CHECK NURSE MISTOOK PLATELETS FOR FFP DEMANDING PATIENT

MULTI-TASKING SHIFT CHANGE
oSt oo OMMUNICATED GTHER EMERGENCIES PRESSURE Samuscio s

muLTiTAskiNg MISCOMMUNICATION POOR PRACTICE BEDSIDE CHECK COMPROMISED
UNABLE TO ACCESS EMERGENCY UNITS INCREASING WORKLOADS
DISTRACTEDBUSY INTERRUPTED

STAFF COM PETENCI ES HIGH WORKLOAD AND INAPPROPRIATE STAFFING VALI DATI 0 N

INCREASING WORKLOADS
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sample taken from incorrect patient after

SATNAV error

Community healthcare assistant (HCA) working out of a general practice
was supposed to take a group and crossmatch sample from Patient A

Patient’s address was entered into the satnav syste ~ m but the directions
led to patient B’s address which was similar to pat lent A’s address

The HCA greeted Patient B using Patient A's name ou  tside the house and
the patient beckoned her to come in

The HCA did not perform correct positive patient ID , S0 did not check the
patient’s name or DOB before taking the blood orla  belling the bottles

The GP noticed the patient’s haemoglobin was too hi gh for the expected
patient and contacted Patient A who said they had n ot had a sample
taken
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