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Case 1

Platelets for patient A scanned against wristband for patient B

Wristband was faint, and nurse decided to reprint

On way back from printer dropped wristband, and picked up someone else’s 
from the floor

Did not check wristband, and attached to patient

Tracker detected error and new wristband applied and unit transfused safely



Case 2

Patient A transfused with RBC intended for Patient B

Nurse collected unit correctly, but bedside tracker lost power during bedside 
checking stage

Nurse did not follow downtime procedures and continued to check unit 
without second checker 

Next shift nurse noticed wrong patient’s details on unit and transfusion 
stopped

Fortuitously both patients were O D-positive with no red cell antibodies



How would you have prevented this in 
your organisation? 

Join: vevox.app ID: 175-760-324 Enter Text 
and Press 

Send
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Case 3
Clinical area requested FFP for an actively bleeding neonate, with unknown 
group 

BMS selected neonatal FFP but was given a prompt by LIMS for pack number 
as part of a multiple split unit

BMS incorrectly thought LIMS asking for donation number again, which would 
not scan. BMS thought LIMS would not issue as unit was not AB 

BMS selected an AB unit from freezer. Unit was actually cryoprecipiate. Both 
were stored on the same shelf. Cryo was not part of a split pack. 

Unit issued



Which two options would you consider to be 
the best preventive action?

Join: vevox.app ID: 175-760-324 POLL OPEN

Vote Trigger

Vote for up to 2 choices

1. Retraining of BMS involved

2. Relocation of different component types to separate shelves

3. Update of LIMS with clearer alerts

4. Training of staff in cognitive bias
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https://www.longwoods.com/content/22845/healthcare-
quarterly/from-discovery-to-design-the-evolution-of-human-factors-
in-healthcare

https://www.longwoods.com/content/22845/healthcare-quarterly/from-discovery-to-design-the-evolution-of-human-factors-in-healthcare


Case 4 

Two O FFP transfused to a group A patient

Patient was MHP, and group could not be determined, but as received +++ 
group O emergency units, entered as O Neg

Note and flag added to LIMS to state give ‘universal’ blood components

Group O FFP issued by BMS as they thought anyone could receive O plasma

LIMS alerts overridden 



What could have helped to prevent this ABOi
transfusion?

Join: vevox.app ID: 175-760-324 POLL OPEN
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1. Update SOP to include ABO compatibilities between groups

2. Create ABO compatibilities chart for laboratory and clinical area

3. Educate all staff involved in ABO compatibilites for ALL components

4. Update LIMS flag with clearer actions

5. All of the above



Case 5

Patient requiring irradiated red cells transfused standard units

LIMS had an IRRADIATION alert, but patient had two separate alerts

BMS was distracted by other staff and missed the distinct alerts

Inexperienced BMS was second checker – error not detected prior to issue

Error not detected at bedside, unit transfused



What percentage of SHOT reports involve 
overriding of IT alerts?

Join: vevox.app ID: 175-760-324 POLL OPEN
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1. 1%

2. 3%

3. 5%

4. 8%

5. 10%



Alert Fatigue

Alert fatigue occurs when staff are exposed to large 
numbers of alerts, leading to desensitisation 

Staff then ignore critical alerts that warn of 
impending serious patient harm

Between 2016-19 over 10% of SHOT reports stated the 
source of error was overriding alerts



Which of these should be applicable to LIMS 
alerts?

Join: vevox.app ID: 175-760-324 POLL OPEN

1. Not easily overridden

2. Clear actions associated with them

3. Relevant to the task

4. Understandable to LIMS users

5. Auditable

6. All of the above
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Case 6 
Post HSCT patient transfer from another hospital, laboratory not informed of 
transplant status

Grouping results were discrepant, so laboratory contacted ward

Ward informed laboratory HSCT, BMS updated the ‘notepad’ section but did 
not add any LIMS alerts

BMS did not update LIMS group to HSCT recipient group

Patient received incorrect D-group components



Does your organisation have a clear process 
for informing the laboratory of a specific 
requirement?

Join: vevox.app ID: 175-760-324 POLL OPEN
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1. Yes - paper form notification

2. Yes - electronic notification

3. Yes - added to request form

4. No

5. Unsure



Between 2016-2020, communication failures 

between clinical areas including shared care, or 

between clinical and laboratory areas were stated 

as a contributory factor in 39.4% (459/1167) of 

IBCT-SRNM reports.

This reiterates the importance of good 

communication links between all areas 

involved with patient care

110/1167 (9.4%) cases 
were reported in 

paediatric patients



SHOT Safe Transfusion Practice : 
Transfusion Checklist



Case 7 

Sickle cell patient required red cell transfusion

Units issued did not meet specific requirements (were not Rh K matched, HbS 
negative or <10 days)

LIMS alert had been added, but at level 1 only so only one BMS could view the 
alert

Standard red cells issued

Patient did not develop red cell antibodies on this occasion



Between 2010-20, how many haemoglobinopathy 
patients received red cells that DID NOT meet their 
specific requirements?

Join: vevox.app ID: 175-760-324
POLL OPEN

Correct Answer : 127
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Answered Correctly: 0%

Please enter a value between 0 and 150.
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Lessons learned

Alerts must be 
understandable and 
actionable

Contingency plans for 
downtime

IT can introduce 
new errors both 

clinical and 
laboratory

Alert fatigue, cognitive 
bias and over reliance 

on IT

LIMS must be set up 
appropriatelyIT can be helpful, 

but must be set up 
correctly

Interoperability 
between systems

PresentationGo.com



Resources
• Many more resources, including 

the 2021 Annual SHOT Report 
are available on the SHOT 
website www.shotuk.org

• In particular our educational 
resources
• SHOT Bites
• SHOTcasts
• Webinars
• Videos (Laboratory errors)
• Email signatures

http://www.shotuk.org/


SHOT App



www.shotuk.org shot@nhsbt.nhs.uk @SHOTHV1


