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Information Technology Errors

Errors caused or contributed to by IT systems

Errors caused by using IT systems incorrectly

Errors where implementation of an IT solution would 
have/could have prevented the error

Corrective and preventative action in response to an error 
included an IT solution



IT related errors



Interactive case 
studies

• What Corrective Actions and Preventative Actions would be 

appropriate following an incident relating to IT?

• Could this happen in your organisation?

• What would you do differently?

• What worked well?



Case - Wristband

Platelets required for patient A 

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 - ABO-incompatible red cell transfusion

Nurse collected two at the same time, for Patient A (group A) and Patient B 
(group B)

Both units on a trolley at patient bedside

Used the electronic tracking system correctly, but then spiked and connected 
the other unit in error

Noticed immediately, no reaction



Between 2010 - 2021 how many red cell ABO-
incompatible transfusions have been reported to 
SHOT?

Join: vevox.app ID: 192-935-421 POLL OPEN

Correct Answer : 71 15

Answered Correctly: 0%
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Case - Cognitive bias 

Patient A required unit of red cells – had K- and IRRADIATED specific 
requirement flag

BMS issuing units rushing at end of the day as wanted to use short dated stock  

Selected K-, but missed the irradiated requirement, and overrode LIMS alerts

Error detected at bedside



Case - IT Alerts unclear

Patient A required unit of platelets, ordered on EPR

Prior to admission, patient surname amended on EPR. Not automatically 
updated in LIMS 

Platelets issued with incorrect patient details

Tracker detected discrepancy between wristband and unit, but nurse tried 3 
times to scan as did not understand alert

Nurse contacted laboratory who identified error and relabelled unit



Case - Remote printer

Delay in provision of red cells due to remote issue printer error

Printer had run out of labels and theatre staff were not trained to restock

Printer designed to count number of labels used, but not configured to 
generate a local alarm or remote alert when empty

Access to the printer was open to everyone and easily knocked, resulting in 
misalignment of the feed and loss of counting ability

No mention of contingency plan should there be an IT failure



Case - Tracker downtime

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



Do you have clearly defined processes for 
periods of IT downtime?

Join: vevox.app ID: 192-935-421 POLL OPEN

1. Yes - for all systems

2. Yes - for some systems

3. No

15



Case - HSCT
Patient admitted and grouped as AB D-positive

Patient advised clinical team they had received a HSCT 6 months prior

Primary treating hospital was contacted who inform team that patient now 
required B D-positive irradiated red cells

LIMS note was added to reflect this requirement

BMS issued 2 x B D-negative and 1 x A D-Negative red cells

Ward did not detect ABO incompatibility.



Between 2010-2020 how many HSCT transplant 
patients have been transfused with wrong 
components?  

Join: vevox.app ID: 192-935-421 POLL OPEN

Correct Answer : 277 15
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Case - Haemoglobinopathy 

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: 192-935-421
POLL OPEN

Correct Answer : 127
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Answered Correctly: 0%
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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
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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/


Any questions?
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