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Laboratory errors and near misses in 2024 (n=869)

160

B Transfused errors
B Near miss

IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin
complex concentrate; Ig=immunoglobulin
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Laboratory errors in 2024, classified by the
transfusion step where the primary error occurred
(n=601)
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B BCT-WCT [ RBRP ] PCC
Bl IBCT-SRNM [ Delayed transfusion Il Anti-D Ig

B HSE B Avoidable transfusion [J Under or overtransfusion

IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin
complex concentrate; lg=immunoglobulin Note: numbers <3 are too small to be annotated on the figure
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Factors interacting to contribute to laboratory
delaysin 2024

/ Excessive \

workload
26/114 (22.8%)

/ Ineffective IT \

32/120 (26.7%)

.\.

N

Lack of 7
skills/’knowledge Lone working
29/112 (25.9%) Out-of-hours 31/95 (32.6%)

39/116 (33.6%)
Covering multiple
Handover departments
26/117 (22.2%) 20/91 (22.0%)

[T=information technology
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UPTAKE competency assessment model 2024

Understands procedure
being assessed

Performs task accurately

Takes heed of limits of procedure

Applies knowledge of scientific
background and rationale for procedure

Knows and considers risks of not
following process

Explains exceptions and where to
find further advice if needed

https.//www.shotuk.org/resources/uptake-competency-assessment/

Copyright SHOT 2025 SHOT




Laboratory NM classified by the transfusion step
where the primary error occurred in 2024 (n=268)
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Avoidable transfusion
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IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin
complex concentrate; lg=immunoglobulin Note: numbers <3 are too small to be annotated on the figure
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Laboratory errors and near misses by reporting
categoryin 2023 (n=742)
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IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin
complex concentrate; Ig=immunoglobulin
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SHOT laboratory data across all categories showing
the stage in the transfusion process where the
primary error occurred in 2023 (n=535)
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B BCT-WCT  [] RBRP []PCC
B BCT-SRNM M Delayed M Anti-D Ig

B HSE B Avoidable [ Undertransfusion

IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin
complex concentrate; lg=immunoglobulin Note: numbers <3 are too small to be annotated on the figure
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Additional pressures on transfusion laboratories
evidentin 2023 SHOT data

Increasing workload, mismatched Gaps in staff knowledge and
with staff available to do the work training - not knowing 'why'

Staffing issues: vacancies with staff
recruitment/retention issues

Poor safety culture

Abbreviated training Excessive training burden on
remaining staff
Staffing and
Post-pandemic pressures training issues Staff delivering training lacking

leading to increased workload contributing to
laboratory errors

the necessary expertise to do so

Challenges with recruitment
and retention (most pressure at
AfC band 6)

Lack of time to complete
specialist qualifications

Staff needing time for extra training when

Changes in IT appointed worsening the staffing issue

Transfusion topics deprioritised Lack of transfusion theory in
during BMS registration training undergraduate degrees
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Laboratory incidents and near misses by category of
outcomein 2022 (n=651)
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IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin
complex concentrate; Ig=immunoglobulin
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SHOT laboratory data across all categories in 2022
showing the stage in the transfusion process where
the primary error occurred (n=431)
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W IBCTWCT [ORBRP  [JPCC
B BCT-SRNM [ Delayed W Anti-D Ig
B HSE M Avoidable [ Undertransfusion

Of the 7 incidents classed as ‘miscellaneous’, 3 resulted in IBCT-SRNM errors, 3 delayed transfusions and 1 IBCT-WCT
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SHOT near miss laboratory errors in 2022 showing at
which stage in the transfusion process the primary
error occurred with outcome (n=220)
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B HSE [ ] RBRP
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IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin
complex concentrate; lg=immunoglobulin
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Laboratory testing errors by reporting category
(n=157) and SRNM testing errors by subcategory in
2022 (n=56)

-_—

10, 18%

7,12%
2%
1,2%
1,2%

21, 38%

17, 30%

2, 4%

B BcT-wCT [ | Delayed B nappropriate B Quality control
B scT-sRnMm I Avoidable electronic issue [[] Antibody identification
[ ReRP B An [ ] Incomplete testing
Anti-D Ig . B Crossmatch
[ B Invalid sample
HSE B Group and screen
[ ] Not phenotyped
antigen-negative [] Maternal testing

B Wrong antigram used

[] Miscellaneous

IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; lg=immunoglobulin
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Cell-free fetal DNA prediction errors reported to
SHOT 2019-2022

o’ B False positive

B False negative

2019 2020 2021 2022
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Summary of issues contributing to laboratory errors
in 2022

Increasing workload,
mismatched with
staff available to

do the work

Transfusion topics deprioritised
during BMS registration

Gaps in staff knowledge and
training - not knowing ‘why"

training
Lack of Staffing issues:
transfusion theory in , vacancies with staff
undergraduate Staffing and , ‘ recruitment/retention
degrees training issues issues
contributing to
laboratory errors
Staff needing time for Excessive training
extra training when burden on
appointed worsening the remaining staff

staffing issue

Lack of time to Staff delivering training
complete specialist lacking the necessary
qualifications expertise to do so
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Laboratory errors (events and NM) related to the 10
stepsin 2021
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2 CONSENT PATIENT* 16
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Miscellaneous
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9. PRESCRIPTION/AUTHORISATION** 0 20 40 60 80 100 120 140

10. ADMINISTRATION, MONITORING FOR ANY -
REACTIONS AND DOCUMENTATION B Near miss [l Transfused errors
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Laboratory errors 2017-2021 categorised by step
where the error occurred

300
271 [] Sample receipt and registration
[] Testing
250 299 [] Component selection
B Component labelling, availability
and handling and storage errors
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Laboratory incidents and near misses in 2021 by
category of outcome (n=573)
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IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin
complex concentrate; Ig=immunoglobulin
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SHOT laboratory data showing at which stage in the
transfusion process the primary error occurred in
2021 (n=389)
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IBCT-WCT=incorrect blood component transfused-wrong component transfused, IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; lg=immunoglobulin
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SHOT near miss laboratory errors in 2021 showing at
which stage in the transfusion process the primary
error occurred with outcome n=184
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IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin
complex concentrate; Ig=immunoglobulin
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Laboratory testing errors in 2021 by reporting
category (n=114) and SRNM testing errors by
subcategory (n=42)

15, 36%

B scT-wCT B Delayed B nappropriate electronic issue B Antibody identification
B BcT-sSRnv I Avoidable B Not phenotyped antigen-negative [ Issue on single group
[ ] RBRP B Anti-D lg B Invalid sample Bl Crossmatch

[ ] Incomplete testing [ ] Direct antiglobulin

test incomplete

IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; RBRP=right blood right patient; Ig=immunoglobulin
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PAUSE

fM
\ 4

PATIENT IDENTIFICATION
Are all the details correct and match on sample/form/label/LIMS?

AUTHORISED
Have all required tests been completed and authorised,
including antibody investigation?

UNIT NUMBER
Does the unit number match the compatibility label?

SELECTION OF COMPONENT
Is it as requested? Is it ABO AND D compatible?
Does it meet all specific requirements?

EXPIRY
Will the unit expire before required date/time?
Will sample expire before required date/time?
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Laboratory errors 2016-2020 categorised by step
where the error occurred
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Laboratory incidents and near misses by category of
outcome in 2020 (n=639)
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IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin complex concentrate; Ig=immunoglobulin

Copyright SHOT 2025 SHOT




SHOT laboratory data showing at which stage in the
transfusion process the primary error occurred in
2020 (n=439)
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[] RBRP

IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin complex concentrate; Ig=immunogiobulin
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SHOT near miss laboratory errors in 2020 showing at
which stage in the transfusion process the primary
error occurred with outcome (n=200)
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and registration
Testing 7 73 5 7 56
Component selection 35 39 2I3
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[] RBRP

IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin complex concentrate; Ig=immunogiobulin
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IBCT-SRNM laboratory testing errors separated by
error subcategory in 2020 (n=73)

16, 22%

38, 52%

B Incomplete testing M Antibody identification M Crossmatch

B Inappropriate electronic issue B Issue on single group [ Phenotype

E Invalid sample B Maternal testing [ Expired reagent

B Not phenotyped antigen-negative []Eluate [] Quality control
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Laboratory component labelling and exit check 2019

Component check

Type of component Within expiry period (up to anticipated
ABO- and D-compatible time of transfusion end)
with patient's blood group Patient specific requirements

Donation number matches met (if applicable)

component issued on LIMS Required phenotype met

and on compatibility label (if applicable)
T : .
Patient demographics on Component quality
compatibility label identical (e.g. no leaks, tears or clots)
to request form/LIMS

Storage check Component ready for collection

Storage requirements met [v] Inform clinical area
' (verbally or electronically)

Storage equipment
within temperature control

=N

mg
I
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Laboratory incidents and near misses by category of
outcomein 2019 (n=796)
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SHOT laboratory data showing at which stage in the
transfusion process the primary error occurred in
2019 (n=495)

Sample receipt and  PIPYS B WCT M Delay
registration . SRNM . Avoidable

Testing K 80 58] 24 B HSE [ Overtransfusion
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WCT=wrong component transfused; SRNM=specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; Ig=immunoglobulin
Numbers <4 are too small to be annotated on the figure: Testing: RBRP=1, overtransfusion=1; Component selection: HSE=2, RBRP=1, Delay=3; Component labelling, availability and HSE: SRNM=2, avoidable=1,; Miscellaneous: RBRP=1
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UPTAKE areas to be covered in a robust competency

assessment 2019
N
Understands procedure being assessed
J
5
Performs task accurately
J
N
Takes heed of limits of procedure
J
)

Applies knowledge of scientific
background and rationale for procedure 4

Knows and considers risks of not
following process

J

: : )
Explains exceptions and where

to find further advice if needed y
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SHOT near miss laboratory errors in 2019 showing at
which stage in the transfusion process the primary
error occurred with outcome (n=301)

Sample receipt and ey + l WCT B Delay
-
registration B SRNM [l Avoidable
Testing BHSE  [JPCC

[JRBRP M Anti-DIg

Component selection 17 34 8| o

Componont labeld: - NI N 74 |
availability and HSE

Miscellaneous

0 20 40 60 80 100 120 140 160

WCT=wrong component transfused; SRNM=specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; PCC=prothrombin complex concentrate; lg=immunoglobulin
Numbers <2 are too small to be annotated on the figure. All segments with no data label=1
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