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Overview of reports where an incorrect blood
component was transfused in 2024 (n=359)

Incorrect blood component transfused (IBCT) n=359

Wrong component transfused Specific requirements not met

(WCT) n=96 (SRNM) n=263
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Total IBCT errors in 2024 categorised by the
step in the transfusion process where the
primary error occurred (n=359)

M Clinical WCT [ Laboratory WCT
[ Clinical SRNM [ Laboratory SRNM

Request 82

Sample taking

Sample receipt and registration

Testing 95

Component selection 46

Component labelling
Component availability
Collection

Prescription

Administration

Miscellaneous
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WCT=wrong component transfused;, SRNM=specific requirements not met
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Clinical IBCT-WCT errors and transfusion step
where the error occurred in 2024 (n=35)

B Administration [l Collection M Request

Wrong component type

Wrong ABO/D group to transplant patient

D-positive unit to D-negative recipient

Adult unit to neonate

ABO-incompatible

ABO-compatible
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Clinical IBCT-SRNM errors and transfusion step
where the error occurred in 2024 (n=103)

Inappropriate electronic issue
Not HLA-selected
Blood warmer not used

Invalid sample

B Sample taking
B Request
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B Administration

Not phenotyped antigen-negative

Not CMV-negative

.—‘ “ =
= H l \I

Not irradiated

10 20 30 40 50 60 70

o

HLA-human laecocyte antigen; CM\V=cytomegalovirus
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Causal and contributory factors for IBCT
clinical errors in 2024

Pre-administration Pre-administration checklist
checklist failure not used
A pre-administration checklist was used in 95/138 A pre-administration checklist was not used in 28/138
(68.8%) events yet did not detect the error. Common (20.3%) cases, with only 9/28 (32.1%) stating that the
themes for checklist failure included no instruction to error would have been detected had one been used

check prescription, or prescription not including
specific requirement

using their current checklist

Gaps in skills and
knowledge

Gaps in clinical staff skills and
knowledge continue to
contribute to transfusion errors

Pre-administration
Checklist format

Errors occurred using both
paper, 58/95 (61.1%), and
electronic, 37/95 (38.9%),

pre-administration checklists

Information
technology

IT was involved in 80/138 (58.0%) of
the errors mainly due to not informing
the laboratory of transfusion
requirements due to their clinical
picture, which prevented the
laboratory updating their LIMS with
appropriate flags and rules

Checking failures

Most errors occurred when there were
two independent pre-administration
checkers, 60/138 (43.5%)

Communication gaps

Nearly half of errors stated that communication gaps
worsened the situation Failures in team function also contributed to clinical errors
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Laboratory IBCT-WCT errors by transfusion
step in 2024 (n=61)
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Component selection

Component labelling

Component availability

Bl Wrong group M Wrong patient [l Wrong component type [l Crossmatch-incompatible
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Laboratory IBCT-WCT error by category in 2024
(n=61)

O
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D-positive unit to
D-negative recipient

Wrong ABO/D group
to transplant patient

ABO-compatible

Group specific on one sample

Not high-titre negative

ABO-incompatible

Adult unit to neonate

Wrong component type

Crossmatch-incompatible

Bl Wrong group I Wrong patient [ Wrong component type [l Crossmatch-incompatible
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Laboratory IBCT-SRNM errors by transfusion
step in 2024 (n=160)

Not washed
Inappropriate age Il Component availability
Not CMV-negative B Component labelling

B Component selection

Not K-negative [ ] Miscellaneous

Invalid sample [1 7 L %%E?Jgtirgﬁeipt and
Not HLA-selected [ Testing
Not irradiated 4
Not phenotyped antigen-negative 1 4 9
Inappropriate electronic issue 4 33
Incomplete testing [1 45
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HLA-human laecocyte antigen; CM\V=cytomegalovirus
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Causal and contributory factors to IBCT
laboratory errors in 2024

Lone working

Errors occurred outside of normal working hours in
95/221 (43.0%) and in 75/221 (33.9%) laboratory
staff were lone working

Communication gaps

Communication gaps worsened the situation in nearly
a quarter of cases, 49/221 (22.2%)

Gaps in skills
and knowledge
Gaps in knowledge was cited as a

contributory factor in 57/221 (25.8%)
errors

Capacity plans

Capacity plans were in place for
176/221 (79.6%) cases, of which
162/176 (92.0%) said that the
capacity was met at the time of
the event

Information
technology

Many errors involved IT, 150/221
(67.9%), of which 67/150 (44.7%)
were related to LIMS warning flags.
Of these 29/67 (43.3%) were due to
IT flags in place but being
overridden. In 28/150 (18.7%) there
was a lack of functionality/algo-
rithms in the IT system to support
safe practice

Workload

There was a mismatch between
workload and staffing provision in
38/221 (17.2%) cases

Laboratory exit check

A laboratory exit check was in place for 147/221
(66.5%) cases, yet the error was not detected prior to Organisational pressures, 27/221 (12.2%), lack of team
release of blood components function, 23/221 (10.4%), and the working environment,
13/221 (5.9%) all contributed to errors
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Overview of reports where an incorrect blood
component was transfused in 2023 (n=356)

Incorrect blood component transfused (IBCT) n=356

Clinical

Wrong component transfused Specific requirements not met
(WCT) n=121 (SRNM) n=235

Clinical 50 Clinical
Laboratory Laboratory
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Total IBCT errors categorised by the step in the
transfusion process where the error occurred in 2023
(n=356)

M Clinical IBCT-WCT M Laboratory IBCT-WCT
[] Clinical IBCT-SRNM [ Laboratory IBCT-SRNM

Request

Sample taking

Sample receipt and registration

Testing

Component selection 48 |

Component labelling
Availability

Handling and storage
Collection
Prescription i
Administration

Miscellaneous
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IBCT-SRNM=incorrect blood component transfused-specific requirements not met; IBCT-WCT=IBCT-wrong component transfused
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Categorisation of clinical IBCT-WCT errors by
step where the primary error occurred in 2023
(n=50)

Collection

Prescription

Administration

Miscellaneous

Il Wrong group M Wrong patient [ Wrong component type
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Clinical IBCT-SRNM errors and transfusion step
where the error occurred in 2023 (n=79)

Not irradiated
Not CMV-screened

Not phenotyped antigen-negative
Invalid sample

Blood warmer not used

E Sample taking
B Request

[] Prescription
W Collection

B Administration

Inappropriate electronic issue

Not HLA-matched
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CMV=cytomegalovirus; HLA=human leucocyte antigen
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Laboratory IBCT-WCT errors by transfusion
step in 2023 (n=71)
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Laboratory IBCT-WCT error by category in 2023
(n=71)
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Wrong ABO/D to
transplant recipient

ABO-compatible
D-mismatch

Adult unit to neonate
Wrong component type
ABO-incompatible

Not high-titre negative

Miscellaneous

l Wrong group [l Wrong patient B Wrong component type
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Laboratory IBCT-SRNM errors by transfusion
step in 2023 (n=156)

Incomplete testing 44
Inappropriate EI | 2 28 n
Sample not valid |1 9 n ] Sample‘recelipt
and registration
Not K-negative L] Testing
B Component selection
Not CMV-screened B Component availability
[ Component handling
Not HLA-matched and storage
B Miscellaneous

Miscellaneous
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El=electronic issue, HLA=human leucocyte antigen; CM\V/=cytomegalovirus
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Contributory factors for IBCT errors in 2023

Gaps in staff training
and knowledge
Over 80% of errors occurred when

staff member was deemed In the laboratory over 75% of

competency-assessed for the task errors involved IT. In the clinical
Over 20% occurred when there were area this was over 60%
gaps in staff skills or knowledge

Suboptimal safety
checks

In both the laboratory and

clinical areas over 28% of reports
mention staffing and skill mix issues.
In the laboratory just under 50%

of errors occurred when the member
of staff was lone working

Over 75% of clinical errors occurred
despite the use of a pre-administration
checklist. In the laboratory over 65%
of errors occurred despite the use

of a component labelling and exit
check being used

Increased pressure in

emergency situations
In nearly 50% of all IBCT-WCT and g y

IBCT-SRNM reports a breakdown in Over 30% of laboratory errors
communication was implicated involved emergency or urgent
transfusions. This was 57% in

clinical areas
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Overview of reports where an incorrect blood
component was transfused in 2022 (n=296)

Incorrect blood component transfused n=296

Laboratory 51.4%, 152
Wrong component transfused Specific requirements not met
n=87 (29.4%) n=209 (70.6%)
Clinical 50.6%, 44 Clinical 47.8%, 100
Laboratory 49.4%, 43 Laboratory 52.2%, 109
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Total IBCT errors categorised by the step where
the error occurred in 2022 (n=296)

M Clinical IBCT-WCT [ Laboratory IBCT-WCT
[] Clinical IBCT-SRNM [ Laboratory IBCT-SRNM

Request 88

Sample taking B

Sample receipt and registration i 7 |

Testing 56

Component selection M

Component labelling, availability
and handling and storage error

Collection
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IBCT-SRNM=incorrect blood component transfused-specific requirements not met; IBCT-WCT=IBCT-wrong component transfused
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ABGIincompatible cases reported in 2022 (n=6)

ABOi red cells

Group Bto O

Collection error
(clinical)

Death

Case 1

ABOi red cells

Group Bto O

Administration error
(clinical)

No clinical reaction

Case 4

ABQOi=ABO-incompatible; FFP=fresh frozen plasma. Note: case numbers refer to the cases in Table 9.1
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ABOi red cells

Group Ato O

Collection error
(clinical)

Death

Case 2

ABOi red cells

Group Bto A

Sample-taking error
(clinical)

No clinical reaction

Case 5

ABOi red cells

Group Bto O

Administration error
(clinical)

Major morbidity

Case 3

ABOi FFP

Group O to A

Component selection
(laboratory)

No clinical reaction

Case 6
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ABQGIincompatible ( ABO) transfusions and
events that had the potential to lead to ABOiIIn
2022

Near miss IBCT-WCT (89)
Wrong patient and wrong group cases

Near miss WBIT samples (890)

ABOi=ABO-incompatible; IBCT-WCT=incorrect blood component transfused-wrong component transfused; WBIT=wrong blood in tube
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Categorisation of clinical IBCT-WCT errors by
transfusion step where the primary error occurred in

Request

Sample taking

Collection

Prescription

Administration

2022 (n=44)

0 4 8 12 16 20 24

B \Wrong group
B Wrong patient
B Wrong component
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Clinical IBCT-SRNM errors and transfusion step where
the primary error occurred in 2022 (n=100)

Not irradiated

Not phenotyped antigen-negative
Not CMV-screened

Blood warmer not used

Miscellaneous

Inappropriate electronic issue

B Sample taking
B Request
Not HLA-matched O Prescription
B Collection
D-positive to patient of B Administration
childbearing potential
0 10 20 30 40 50 60 70 80

CMV=cytomegalovirus, HLA=human leucocyte antigen
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Laboratory IBCT-WCT errors by transfusion step In
2022 (n=43)

Sample receipt and registration
Testing

Component selection

Component labelling, availability,
handling and storage

Miscellaneous

B Wrong group [l Wrong patient [ Wrong component B Crossmatch-incompatible
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Laboratory IBCT-WCT error by category in 2022 (n=43)

Wrong ABO/D to
transplant recipient

D-mismatch
ABO-compatible
Wrong component type

Crossmatch-incompatible
Adult unit to neonate

ABO-incompatible

Bl Wrong group @ Wrong patient [ Wrong component [l Crossmatch-incompatible
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Laboratory IBCT-SRNM errors by transfusion step In
2022 (n=109)

Incorrect phenotype 2 | 10 —
Incomplete testing |1 | 21 |
Inappropriate EI |1 | 17 |
Not irradiated 2 12 P
Sample not valid 8 n

Not K-negative [ ] Sample receipt
and registration

[ Testing
B Component selection

B Component labelling,
availability, handling
and storage

B Miscellaneous

Not HLA-matched

Not CMV-screened

Not HBS-negative

Washed components
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El=electronic issue; HLA=human leucocyte antigen, CMV=cytomegalovirus
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Laboratory IBCT-SRNM component selection errors in
2022 (n=41)

14 [ Incorrect phenotype
12 [ Not irradiated

B Not K-negative

[ Not CMV-screened
B Not HLA-matched
M Not HBS-negative

Component
selection
errors

n=41

- A N O

CMV=cytomegalovirus, HLA=human leucocyte antigen
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Near miss IBCTWCT reported to SHOT in 2022 (n=115

Wrong patient

Wrong component

Wrong group
B Laboratory
M Clinical
Crossmatch-incompatible 1
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Near miss IBCTSRNM reported to SHOT in 2022 (n=52

Not irradiated 22
Incomplete testing 5

Incorrect phenotype [ 3

Washed components [N 2

Not K-negative [N 2

Not CMV-screened [ 2

Invalid sample [l 1 B Laboratory
M Clinical

Inappropriate EI [ 1
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Pause and check preadministration

Pre-administration checks - PAUSE!

Patient identification
Do the patient details match on ID band/patient statement/authorisation and component label?

Authorisation
Does it state the component type required, any specific requirements, the rate and volume.
Is the date correct and authorisation signed?

Unit

Is it the correct component? Does the donor number on the traceability label and component match?
Have traceability requirements been met? Has the unit had a visible check (clumps/leaks).

Does it meet all specific requirements?

Speak up!
Are there any discrepancies? If yes seek urgent advice and do not commence the transfusion.

Expiry
Is the unit in date and will it finish by midnight of the expiry date?
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Overview of reports where an incorrect blood
component was transfused in 2021 n=266

Incorrect blood component transfused n=266

Laboratory 55.3%, 147

Wrong component transfused Specific requirements not met
n=93 (35.0%) n=173 (65.0%)
Clinical 43.0%, 40 Clinical 45.7%, 79
Laboratory 57.0%, 53 Laboratory 54.3%, 94
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Total IBCT errors categorised by the step where
the error occurred n=266

Request
Sample receipt and registration
Testing

Component selection

Component labelling, availability
and HSE

Collection

Prescription

Administration

B BCT-SRNM
B BCT-WCT

Miscellaneous

IBCT-WCT=incorrect blood component transfused-wrong component transfused, IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors
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Categorisation of clinical IBCT-WCT errors by
transfusion step where the primary error occurred
(n=40)
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B Wrong patient
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Clinical IBCT-SRNM errors and transfusion step
where the primary error occurred (n=79)

B Request

[ Prescription
B Collection

B Administration
E Miscellaneous

Miscellaneous

Not HLA-matched

K-positive to patient of
childbearing potential
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Not phenotyped antigen-negative

Not irradiated

Not CMV-screened 1
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Blood warmer not used

-

10 20 30 40 50 60

HLA=human leucocyte antigen; CMV=cytomegalovirus
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Laboratory WCT errors by transfusion step (n=53)

Sample receipt and registration

Testing

Component selection 30 p 1

Component labelling, availability,
handling and storage

Il Wrong group [l Wrong patient [ Wrong component [l Crossmatch incompatible
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Laboratory WCT errors by category (n=53)

Adult unit to neonate _
Wrong component type
s
transplant recipient
D-mismatch |
ABO-compativle |

ABO-incompatible

Crossmatch-incompatible

B Wrong group Il Wrong patient B Wrong component B Crossmatch incompatible
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Laboratory errors resulting in SRNM (n=94)
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