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Resources available and next steps 



Safety



~2.2 million blood components 
were issued by the four UK 

Blood Services in 2022

.

The risk of serious harm is 1 in 
15,397 components issued

The risk of death related to 
transfusion in the UK is 1 in 1 
in 63,346 components issued

The risk of transfusion-
transmitted infection is much 

lower than all other 
transfusion related 

complications

Note: This is a representative image and not accurate to scale

Providing assurance regarding safety of transfusions in the UK



Errors as a percentage of 
total reports 2014- 2022

Cumulative data for SHOT 
categories 1996-2022 n=28877

Lack of 
learning 

from events

Ineffective 
preventative 

actions

Suboptimal 
incident 

investigations

Poor system 
design

Inadequate 
resources



Illustrative cases: Near miss where a patient could 
have potentially received another patient’s blood

• A woman in her 30s underwent an emergency caesarean section and intra-operative cell salvage (ICS) was 
facilitated. Blood loss was estimated at 900mL

• At the end of the surgical procedure the patient was moved to recovery before the ICS process was completed 
producing 226mL of salvaged red cells (O D-positive)

• An anaesthetist then took the labelled reinfusion bag from theatres to the bedside of what they thought was the 
correct patient in recovery. The bag was hung on a drip stand and connected to a cannula in the patient’s arm, 
but the infusion was not commenced

• The doctor was initially questioned by the patient ‘is that mine?’ and then challenged by the midwife. Checking 
the patient’s details on the labelled blood bag against the wristband revealed that the doctor was in the wrong 
bay with a different patient (B D-positive). The infusion was disconnected and removed

• Timely intervention by the patient and the midwife prevented the transfusion of the wrong blood into the wrong 
patient. The process was updated following this incident whereby a patient receiving cell salvaged blood must 
leave theatre with the red cell transfusion connected and running



Non-irradiated component administered despite the 
patient highlighting the specific transfusion requirement

A female patient in her 60s with acute myeloid leukaemia was admitted to a haematology ward for chemotherapy 
(purine analogue)

As she had symptomatic anaemia, neutropenic sepsis and a Hb of 76g/L she was transfused two units of red 
cells and 1 unit of platelets. The units issued and transfused did not meet the specific requirements as they 
were not irradiated

The transfusion laboratory was not informed that the patient required irradiated components and as there 
was no flag on the LIMS to alert the BMS to the irradiation requirements, standard units were issued

The patient asked staff to check that the components had been irradiated but this was not acted upon. Staff had 
assumed that the components were irradiated but did not check



Transfusion safety 

Process 
safety

Blood 
safety

Transfusion safety is not just about safe blood 
components, it is also about process-based safety. 



1

Using human factors 
principles and 

systems thinking 
(different 

models/frameworks)

2

Asking the right 
questions, 

investigator training  

3

Intervention 
hierarchy- choosing 

system oriented, 
long-term solutions

4

Safe and effective 
implementation of 

IT vein to vein 
supported by staff 

training 

5

Involving patients in 
aspects of personal 
and organisational

safety

6

Promoting 
awareness of 

human factors, 
cognitive bias, 

capacity planning 

7

Aligned with rest of 
the NHS – patient 

safety strategy

Optimising learning from transfusion incidents 

8

Promoting just, 
learning safety 

culture, non-punitive 
approach



Six simple rules for safe transfusions 

Safe transfusions for all- learning from haemovigilance

You can replace this text with your text

Think and act S.A.F.E.T.Y

Focus on 
people 

(patients, staff 
and donors)-

not just 
patient 

centered but 
partnering 

with patients

F

Effective, clear,  
safe and timely  

communications 

E

Training and 
competency 

assessment of all 
staff involved in 

transfusions-
technical and 
non-technical 

skills 

T

Yes, to safe 
systems-
adequate 
resources, 

safety checks-
checklists, 

using IT into 
transfusion 

pathway

Y

Appropriate 
and timely 

decisions with 
timely

provision of 
blood 

components

A

Safety 
culture- open, 
learning, just 

culture

S







When healthcare providers work closely with patients 

and their families

The healthcare system is safer

Patients have better 

experiences

Improved health outcomes 

Bombard Y, Baker GR, Orlando E, et al. Engaging patients to improve quality of care: a systematic review. Implement Sci. 
2018;13(1):98. https://doi.org/10.1186/s13012-018-0784-z  

https://doi.org/10.1186/s13012-018-0784-z


Terminology

Patient 
engagement 

Partnering with 
patients 

Co-production 

Patient 
involvement 



Patient Engagement Action Team. 2017. Engaging Patients in Patient Safety – a Canadian Guide. Canadian Patient Safety Institute. Last modified December 2019. 
www.patientsafetyinstitute.ca/engagingpatients 

All engagement levels are appropriate, and patients, families, and 
carers should be determining together with care providers and leaders 
what the most appropriate level of engagement is for each situation 

(Patient Engagement Action Team 2019).

http://www.patientsafetyinstitute.ca/engagingpatients


Engaging patients

At an individual 

level to enhance 

safety

Organisational

aspects of 

transfusion safety



How to engage with patients and families?

Effective 

engagement 
Patient surveys (although not 

always wholly quantitative) can be 
used to understand how people 

use services and whether they are 
satisfied with their care. Surveys 

can also be used to compare 
changes in perception and quality 

over longer time periods.

Quantitative 
Consultations, interviews, focus 
groups or patient stories can provide 
more detailed insights into people’s 
care, for example what went well 
and what could be improved.

Qualitative 



Key points to note for effective patient and public engagement 

1

2

3

4

5

Embedding this into day-to-

day practices

Proactive rather than reactive

Need for effective leadership and accountability 

surrounding engagement and co-production 

Address the challenges of 

language, terminology and 

health literacy

Staff training and communication 





Opportunities for patient engagement in the transfusion pathway 

engagement 

Decision to 
transfuse

Sample taking

Administration 
and monitoring

Communications

Safety incidents



Decision to transfuse

• Questioning the rationale and appropriateness for 
transfusion, risks, benefits, alternatives, number 
of units and type of components, and providing 
consent

A

• Provide information about any past transfusion 
history, complications/reactions, and any known 
antibodies

B



Sample taking: 
Check if the blood samples have been labelled correctly, positive patient identification; participating in the safety checks:

checking the wristband or other means of identification with correct details



Administration and Monitoring 

1

Checking the wristband or 
other means of identification 
with correct details; positive 
patient identification asking 
for name, date of birth and 
details checked against the 
unit of blood

2
Asking questions about what 
they can and cannot do while 
receiving a transfusion

3
Asking how they should feel 
during the transfusion and 
what to expect e.g., how 
often their temperature, 
observations should be 
checked/taken

4
Making sure their 

observations are taken

5
Monitoring how they feel

6
Reporting to staff if they do 
not feel well or if they think 

there is a treatment 
complication, both during 

and after transfusion



Communications 

➢ Discharge summary and 
communications to GP

➢ Post-transfusion information



In case of any safety incidents 

Participate in incident investigations, 
provide information and share 
insights 



Degree to which patients might be actively 
engaged in the transfusion process depends on:

Patient’s awareness about how to be involved

Their ability to participate which largely 
depends on their physical and cognitive capacity 

Their willingness to participate and take on an 
active role 

Davis RE, Vincent CE, Murphy MF. Blood Transfusion Safety: The Potential Role of the Patient. Transfus Med Rev.
2011;25(1):12-23. https://doi.org/10.1016/j.tmrv.2010.08.003  

https://doi.org/10.1016/j.tmrv.2010.08.003


Patient webpage on the SHOT website 

Patient information page on the 
SHOT website 



Key SHOT recommendation 

from the 2021 Annual SHOT 

Report: 

Partnering with patients to 

enhance safety:
Staff must ensure that they involve, engage 
and listen to patients as ‘partners’ in their 
own care, including transfusion support. 

Engaging patients, their families, and carers as 
‘safety partners’ helps co-create safer systems, 

identify, and rectify preventable adverse 
events. 



It is important to note that:

The responsibility of delivering safe care remains in the hands of the healthcare professionals.

Patients should not feel that if they do not wish or are unable to contribute to their own 
safety they will, as a result, receive substandard care. 

Involvement should be encouraged, but patients should not feel pressured into being 
partners in their own safety if they are not comfortable or able to do so.

It is important to note that patients taking ownership of their own care does not and should not 
diminish the responsibility of health professionals. 



Actions to 
implement the 
recommendation:



Develop a co-ordinated approach to 
engagement by ensuring engagement, patient 
experience, communication and involvement 
leads work together. 

Establish a national group that brings 
together engagement teams with patients, 
the public, and clinicians to share 
experiences, learning, best practice, and 
work collaboratively to develop more 
effective engagement across Wales. 

Maximise the potential of the Citizen Voice 
Body for Health and Social Care (CVB) to lead 
and hold to account better public and patient 
engagement . 

Capture and use the feedback and 
innovative ideas and solutions from 
patients and the public through an 

easy-to-use mechanism or tool. 

Improve knowledge of and 
understanding of existing training 

resources, tools and support for staff 
and the public. Build upon existing 

assets and developments to date 
such as Coproduction Wales. 

Undertake research with key stakeholders 
including patients and public to inform 

would be helpful in taking this issue 
forward. 

Key 

recommendations 

Patient and Public Engagement in Health and Care across 

Wales: Bevan Commission Report  

Patient-and-Public-Engagement-in-
Health-and-Care-across-Wales.pdf 

(bevancommission.org)

https://bevancommission.org/wp-content/uploads/2023/08/Patient-and-Public-Engagement-in-Health-and-Care-across-Wales.pdf
https://bevancommission.org/wp-content/uploads/2023/08/Patient-and-Public-Engagement-in-Health-and-Care-across-Wales.pdf
https://bevancommission.org/wp-content/uploads/2023/08/Patient-and-Public-Engagement-in-Health-and-Care-across-Wales.pdf


World Health Organisation 

• One of the seven strategic objectives of the 
Global Patient Safety Action Plan 2021-2030: 
SO4- Engage and empower patients and 
families to help and support the journey to 
safer health care

• One of the guiding principles: Engage patients 
and families as partners in safe care

• Framework for Action- The 7X5 Matrix

9789240032705-eng.pdf (who.int)

https://iris.who.int/bitstream/handle/10665/343477/9789240032705-eng.pdf?sequence=1


Driver diagram 





Resources



38Slide  /

Understanding enablers, challenges, opportunities for change  

People focused – staff, patients and donors; all 
involved in the care pathway

Share experiences and 
lessons learnt widely 

Effective, reliable and resilient systems with feedback loops 

Tactical change ideas to address key issues 

It is important to note:





Your Questions Please

?
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