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New SHOT database

Å Dendrite Clinical systems ïteam is here today

Å Reporter needs to be registered with both SHOT and SABRE

Å Initial notification of an incident via SABRE site (MHRA)

Å Box ticked to notify SHOT simultaneously

Å Reporter data goes from SABRE to new SHOT online database

Å An email with a link to the newly created report on the Dendrite 
database is sent (overnight) to the reporter

Å Data can be entered directly, mostly tick boxes
Ådatabase leads you to correct pages for the case being reported

Å Anonymised incident data is entered directly to SHOT database 
(source of report not anonymous)

Å PATS allows detailed analysis by SHOT team and writing groupï
liaison with reporters by SHOT office if required



insert your department, conference or presentation title

Number of cases 2008 and 2009

ÅCases in 2008 Annual Report

ÅCases in 2009 annual report
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Total number of SHOT reports
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SHOT cases 2009
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Cumulative cases 1996 - 2009
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Mortality 2009

Å1 death considered to be directly due to the transfusion
ÅA proven case of transfusion transmitted of Pseudomonas koreensis

infection in an elderly man undergoing palliative care. 

Å12 further cases in which the transfusion contributed to a 
varying extent to the death of a patient who was already unwell 
Å3 incorrect blood component transfused (IBCT) events resulting in ABO 

incompatible transfusion (2 administration errors, 1 phlebotomy error)

Å2 inappropriate and unnecessary transfusion (I&U)

Å1 ATR

Å2 TRALI

Å4 TACO
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Cases and definite mortality 1996 - 2009
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Major Morbidity 2009

Å IBCT ïthere were 3 cases of major morbidity
Å All 3 ABO incompatibility, 2 were also D incompatible

Å Inappropriate and unnecessary transfusion ï2 cases
Å 1 over transfusion of a 1 year old, requiring venesection

Å 1 long term sequelae following delay in transfusing a neonate for extreme 
anaemia post delivery

Å Anti-D ï127 cases of (potential) major morbidity ïpotential sensitisation 
of women of childbearing age to the D antigen
Å Plus 1 case of severe morbidity in a child who suffered HDN due to an 

assumption that anti D was immune

Å A total of 67 cases of major morbidity in categories of physiological 
reaction (ATR, HTR, TRALI, TACO, TTI)
Å to be discussed in part 2

Å Minor or no morbidity ï1193 cases



insert your department, conference or presentation title

Errors overview 2009 (2008)
ÅIncorrect blood component transfused 282 (262)
ÅAdministration of wrong blood 40 (47)

ÅWrong blood in tube 4 (5)

ÅSpecial requirements not met cmv / irrad 115 (100)

ÅSpecial requirements not met other 39 (17)

ÅLaboratory errors 82 (93)

ÅMiscellaneous 2 (0)

ÅInappropriate or unnecessary transfusion 92 (76)

ÅHandling and storage errors 196 (139)

ÅAnti-D related errors 186 (137)

TOTAL 756 (614)
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IT related errors

ÅIncreasing number of reports relate to IT in 

two main ways

ÅIT defective, inadequate or inappropriate for 

the task

ÅIT used incorrectly by staff
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IBCT
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IBCT cases 2009
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IBCT questionnaires 2008
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ABO and D incompatibility 

2009 (2008)
Å14 cases ABO incompatible red cell transfusion of which 2 

were also D incompatible (10)
Å10 bedside administration errors (4)

Å2 WBIT phlebotomy errors (3)

Å2 laboratory errors (3)

Å5 cases of D incompatible red cell transfusion (plus 2 
which were also ABO incompatible)

Å1 clinical administration error (3)

Å1 phlebotomy error

Å3 laboratory errors (14)
Å12 D typing (10)

Å1 component selection (3)
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Administration of wrong blood - 1

Å40 cases (40) ïmajority (42) involved nursing or 
midwifery staff as primary or sole checker

Å16 cases involved collection of the incorrect unit from the 
storage site (29)

Å7 nurse/midwife (15)

Å1 porters (8)

Å2 unqualified nurse (1)

Å1 ODA (1)

Å2 healthcare assistant (1)

Å2 doctors (1)

Å1 unknown (2)

ÅAll cases would have been prevented by a properly 
conducted patient ID check at the bedside
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Administration of wrong blood - 2

ÅABO incompatible transfusion 10 (4)
Å7 involved collection of incorrect unit from storage

ÅD incompatible 1 (3)
Å(excluding 2 also ABO incompatible)

ÅCompatible wrong blood 21 (32)
Å19 involved red cell, 2 platelets, 0 FFP

ÅIncorrect component type 1 (3)
Å1 case red cells given when platelets prescribed

ÅComponent given when not prescribed  2 (5)

ÅUnlabelled components delivered directly 
to clinical area and administered 3 (0)
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Case

ÅAn elderly man with a GI haemorrhage was undergoing 
angiography and required emergency transfusion. A nurse 
took the correct documentation with her to collect the 
blood but did not formally check it and collected a unit for 
another patient with the same surname. This incorrect unit 
was handed to  a nurse in theatre who checked it only 
against the accompanying compatibility form, not against 
the patients wristband. The patient, who was group B D 
negative received 150 mL of group A D positive red cells 
but did not suffer any adverse reaction.
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Paediatric cases

Å5 administration errors were reported  in the paediatric 
age group ï4 in neonates and 1 in a 3 month old infant

ÅAll 5 related to administration on óflying squadô blood
Å3 neonates received adult flying squad blood although neonatal 

emergency blood was available

Å1 neonate born to a woman with high levels of anti-c was given 
óflying squadô group O D negative red cells in error

ÅThe infant, who had arrested, was transfused with what was 
thought to be flying squad blood, but which was in fact blood 
crossmatched issued, and labelled for another patient (also group 
O D negative)
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Recurrent themes
ÅHigher number of administration errors occurring out of 

hours and/or in an emergency setting

ÅInitial error being the collection of the incorrect unit from 
the issue site

ÅóCheckingô the patient ID remotely from the patient

ÅóCheckingô against paperwork, including the compatibility 
form, instead of the patient

ÅTransfusion without a prescription

ÅTransfusion of unlabelled, unissued components delivered 
directly from BTS to clinical area

ÅOver-riding of electronic devices designed to enhance 
safety
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Wrong blood in tube 2009

Å Of the 4 cases 2 were ABO incompatible but D compatible, 1 was D 
incompatible but ABO compatible and 1 was fully ABO and D 
compatible. 

Å 2 cases of ABO incompatible transfusion led to severe reactions, and 
in 1 case the patient died with the ABO incompatible transfusion 
probably contributing to the death.

Å 1 cases led to the detection of a previous phlebotomy error 2 years 
earlier, resulting in a 4 unit transfusion at that time of D incompatible 
red cells

Å In the fourth case a junior doctor had bled the wrong patient but 
detected his error when he saw a different patient being transfused. 

Å In all 4 cases the protocol for transfusion sample labelling was not 
followed

Å In only 1 of the 4 cases had the member of staff involved been trained 
(phlebotomist)



insert your department, conference or presentation title

Case 1

ÅAn elderly man in the ED was bled and 
crossmatched. The blood was administered once 
he was in ITU. After <100mL he developed fever, 
bronchospasm and hypotension and died a few 
hours later. The wrong patient, who was group A 
D negative, had been bled in the ED, while this 
recipient was group O D negative. A locum 
member of medical staff took the sample and did 
not know or follow the protocol for patient ID 
checking.
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Case 2

ÅA patient receiving a transfusion on a day ward 
developed fever, rigors and bronchospasm after 
50 mL and a respiratory arrest at 20 minutes. He 
was admitted and stabilise. The original G&S 
sample had been mislabelled by a trained 
phlebotomist using a bedside computed 
generated label, which was in fact for another 
patient, who was group A, while the patient 
transfused was group O. There was no 
transfusion history as it was the first transfusion 
for this patient.
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Errors involved in WBIT

ÅNot checking patient ID either verbally or by 
wristband

ÅLabelling the tube away from the bedside

ÅUsing a computer generated sticky ID label on a 
(pre-labelled) tube

ÅDeployment of locum staff not trained or familiar 
with standard procedures

ÅReliance on bedside technology without full 
understanding
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Special requirements not met 

Å115 cases of CMV/irradiation requirement (100)
ÅClinical errors and omissions 79

Å69 irradiation

Å5 CMV negative

Å5 CMV negative and irradiation

ÅLaboratory errors and omissions 36

Å22 irradiation

Å10 CMV negative

Å4 CMV negative and irradiation

Å39 cases of óotherô requirement(17)
ÅClinical 8

ÅLaboratory 31
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Clinical causes

ÅThe most common categories of patients who did not receive 
the correct (irradiated) units are those receiving purine 
analogues and those with Hodgkinôs disease, and a range of 
other haematological malignancies. 

ÅClinicians ordering blood components are unaware of the 
criteria for special requirements

ÅDoctors not directly involved in the patients care are 
insufficiently familiar with the case to know what is needed

ÅThe need was in some cases clearly documented in the 
notes, but not seen by staff admitting or treating the patient
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Shared care - communication
Å15 of 87 clinical based cases of SRNM related to patients 

undergoing shared care between 2 hospital sites in same or 
separate trusts
Å5 cases were emergency admissions via an ED

ÅTransfusion laboratories often not included in circulation of 
documentation, perhaps due to lack of awareness of 
implications of treatment on critical transfusion requirements

ÅInformation not communicated included:
Åtreatment with purine analogues

Ådiagnosis of Hodgkinôs disease

Årequirement for HLA matched platelets

Årecent BMT or SCT

ÅCMV neg requirement for patient on ECMO
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Irradiation and TA-GvHD
Å This year 91 reports were received by SHOT of patients who should 

have received irradiated components (BCSH guideline) but did not. 
None developed TA-GvHD.

Å There have been no cases reported in the last 8 years, but a total of 13 
cases have been reported to SHOT since 1996 all of which were fatal.

Å Two cases have followed transfusion of leucocyte depleted 
components

Å The requirement to irradiate blood components is essential for patients 
at risk. Approx. 300,000 irradiated components were issued from UK 
blood services for at risk patients in 2008-2009, so the majority of at 
risk patients are receiving the indicated specification. Irradiation is a 
proven, effective intervention to prevent this universally fatal 
complication of blood transfusion. The absence of new cases, given 
the numbers involved, is a testament to its successful prevention, and 
it would be imprudent to use this as a sign that TAGvHD is not longer 
a risk.
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Recommendation 2009

ÅThe existence, and the importance, of 

special transfusion requirement must be 

taught to junior doctors in all hospital 

specialities. Local mechanisms for ordering 

components need to facilitate correct 

ordering and remind staff wherever 

possible.
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Events originating in the hospital 

transfusion laboratory

Å230 events altogether (200)

ÅIBCT 149 (132)

ÅWrong blood 21 (39)

ÅWrong group selected for SCT patient 13 (4)

ÅOther pre-transfusion testing errors 48 (48)

ÅTesting errors 9

ÅProcedural errors 39

ÅSpecial requirements not met 67 (41)

ÅAnti D 38 (47)

ÅHandling and storage errors 43 (21)




